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I PROFESSOR PHILIP LOUIS HAZELL make oath and state as follows:
1.

I am cunently 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

(c)

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

2.

My cuniculum 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.

I have 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;

(c)

Within the MHDAO sits the MB-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 PLH-3' is a document summarizing the
benchmarking process as at 23 September 2010;

(e)

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 multidisciplinary 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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(ii)

around 40% are admitted to adult facilities; and

(iii) the remaining 20% are admitted to standard paediatric beds.
(g)

(h)

Additional specialised services within NSW for mental health care, include:
(i)

the Justice Health and Forensic Mental Health Network; and

(ii)

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

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

the Rivendell unit (which I discuss further below);

(ii)

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
Westem 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)
6.

7.

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.

New South Wales uses the UK four-tier model to describe mental health services, namely:
(a)

Tier 1 - 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.

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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located on land adjacent to the hospital. The two units are linked operationally but are
administratively separate.
9.

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.

10.

Because the Walker unit is pati 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.

11.

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.

12.

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.

The Rivendell unit is a state-wide te1iiary referral service that opened in 1978. The
Rivendell unit is not a declared mental health facility as defined by s 109 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 pati of the conditions of a Community
Treatment Order (in accordance withs 51 of the MHA).

14.

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.

15.

Admission to the Rivendell unit typically does not exceed six months (two school te1ms).

16.

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).

17.

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

18.

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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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)
(b)
(c)
(d)
(e)
(f)

homelessness (a patient 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);
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);
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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28.

29.

I·,

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,

(c)

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, I 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

(ii)

better 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.

In terms 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.

There is not cunently 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 PLH-5' and 'Attachment PLH-6'.

31.

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
(NOCC), 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
overtime.

32.

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 cmTently
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.

33.

The Rivendell School (which is paii 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.

34.

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 banier 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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(c)

36.

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)

umemitting psychosis;

(b)

umemitting mood disorder -

(c)

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

(d)

umemitting/umelenting suicidality arising from any cause.

generally bipolar, rather than unipolar depression;

37.

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 te1ms of
managing the ward milieu.

38.

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.

39.

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.

40.

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.

41.

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.

42.

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

...........................................
Justice of the Peace I Commissioner for Declarations I Lawyer

Doc No. 3034921

Page 8 of18

EXHIBIT 63

WIT.900.005.0009

!' !

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).
43.

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 ofstay and discharge from the Walker unit
44.

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.

45.

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.

46.

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.

47.

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.

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 15 9 days, but there have been several admissions lasting for over
a year.

49.

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
intercunent psychosis. In general, patients with psychotic disorders have longer stays than
patients with other conditions.

50.

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)

It is '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 a school 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 impmiant 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)

Ali therapy 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
pmiicularly impmiant for those patients struggling with their weight. The Living
Skills cook teaches the patients about healthy eating and preparing meals;

(e)

In the 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;

......
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(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.

I am 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 Expe1i 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.

I 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 te1ms 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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61.

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.

62.

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).

63.

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.

64.

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.

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.

66.

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.

67.

I was a member of the ECRG from around December 2012 until late March/early April
2013. I did 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 Dmgs Branch),
confi1ming my membership of the ECRG.

68.

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);

(c)

Dr James 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);

(f)

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 );

(j)

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 carer'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.

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'.

71.

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. CmTently, practice is necessarily largely informed by clinical
experience and benchmarking against other services.

72.

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 unde1iaken by members outside of committee meetings.

73.

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.

74.

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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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 Geppe1i
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'.
75.

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.

76.

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 rep01i, prior to its finalisation in around March/April 2013.

Recommendations of the ECRG
77.

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.

78.

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.

79.

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 fmiher below in my
statement, beneath the heading 'Opinion'.

80.

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

81.

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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.................... .

Justice of the Peace I Commissioner for Declarations I Lawyer

Doc No. 3034921

Page 14 of18

EXHIBIT 63

WIT.900.005.0015

i'

83.

: '

I.

I have been told by Commission staff that in this document, the Planning Group made the
following comment in respect ofECRG 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-P ARC 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.

85.

With respect to this statement by the Planning Group, I 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.
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 ofY-PARC to manage the 'top end' of severity, this is the role of a facility such as the
BAC.

Opinion
87.

As I have stated above, I consider there to exist a vacuum in terms of evidence-based
literatme 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.

It is 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.

Impmiantly, 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.

It is my professional opinion that any person with a milder condition (including selfhaiming 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 impmiant 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 atn aware that adolescent patients with
chronic mental health needs are not well catered for in acute wards. This is because staff
will necessai·ily 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 teims of ensuring
that they receive the specialised care that they require in order to rehabilitate).

..........................................
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Based on my clinical experience working with adolescent patients in the mental health
area, I consider that it is imp01iant 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)

is mindful 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 supp01is (family/carer).

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.

(c)

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)

Wraparound services or other types of intensive care management: I consider these
care models to be effective, however not for the group of patients whose mental
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: I 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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Fellow of the Royal Australian and New Zealand College of Psychiatrists (FRANZCP), 1988
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March 1998 - Dec 2014
Conjoint Professor of Child and Adolescent Psychiatry, University of Newcastle
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Director, Infant, Child and Adolescent Mental Health Services, Sydney South West Area Health Service.
March 1998-July 2006
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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.
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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.
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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.
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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
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A Companion to the Management of Mental Disorders Eds Beaumont P, Andrews G, Boyce P, Carr
V. Sydney; WHO Collaborating Centre 1997 pp 62-65.

4.

CarrV, Hazell P, Carter G. Self Assessment Case Studies. In Theory and Practice in Psychological
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2001 pp 278-284.
13. Hazell P. Depression in children and adolescents. In: "Clinical Evidence. A Compendium of the
Best Available Evidence for Effective Health Care". 7th Edn. Ed Barton S. London; BMJ Publishing
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2009, pp 3-16
22. Hazell P. ADHD. In Physical as Anything: Supporting Students with Medical, Developmental and
Psychological Conditions. Eds Stevens MM, Halls K, Lovelace K, Proft K, Rayner J, TennyT, Turnell
R. www.physicalasanything.com.au 2013
23. Hazell P. Suicide and self-harm. In "A Clinical Handbook of Adolescent Medicine". Steinbeck K, Kohn
M (eds). Singapore; World Scientific 2013, pp 373-382
Refereed articles in national or international journals
1.

Hazell P. Peterson OW. Laverty R. Brief communication. Inability of hexamethonium to block the
discriminative stimulus (SD) property of nicotine. Pharmacology, Biochemistry & Behavior. 1978;
9:137-140.

2.

Hazell PL. Postvention after teenage suicide: An Australian experience. Journal of Adolescence
1991; 14:335-342.

3.

Hazell PL and Lewin T J. Friends of adolescent suicide attempters and completers. Journal of the
American Academy of Child and Adolescent Psychiatry 1993; 32: 76-81.

4.

Hazell PL and Lewin T J. An evaluation of postvention counselling following teenage suicide. Suicide
and Life-Threatening Behavior 1993; 23: 101-109.

5.

Hazell PL. Adolescent suicide clusters: Evidence, mechanisms and prevention. Australian and New
Zealand Journal of Psychiatry 1993; 27:653-665.
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and adolescent depression: a meta-analysis. British Medical Journal 1995; 310:897-901. Also
abstracted with commentary in Evidence-Based Medicine 1996; Jan/Feb:47 and on the Oxford and
Anglia Mental Health Web site.
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nationally representative sample of Australian children and adolescents. Journal of the American
Academy of Child and Adolescent Psychiatry 2001;40:1410-1417
34. Hazell P, Tarren-Sweeney M, Vimpani G, Keatinge D, Callan K. Children with Disruptive Behaviours I.
Service Utilization. Journal of Paediatrics and Child Health 2002;38:27-31
35. Hazell P, Tarren-Sweeney M, Vimpani G, Keatinge D, Callan K. Children with Disruptive Behaviours
II. Clinical and Community Service Needs. Journal of Paediatrics and Child Health 2002;38:32-40
36. Tarren-Sweeney M, Hazell P, Vimpani G, Keatinge D, Callan K. Perceived service needs of families of
preschool aged children with disruptive behaviour problems. Australian Journal of Early Childhood
2002;27:39-45.
37. Sawyer M, Whaites L, Rey J, Hazell P, Graetz B, Baghurst P. The health-related quality of life of
children and adolescents with mental disorders. Journal of the American Academy of Child and
Adolescent Psychiatry 2002;41 :530-537.
38. Hazell P* Editorial: Depression in children. British Medical Journal 2002;325:229-230.
39. Hazell P.* Kid in the Corner (in A symposium on Attention Deficit Hyperactivity Disorder (ADHD)).
Australian and New Zealand Journal of Psychiatry 2002;36:475-477.
40. Chan RTW, Rey JM, Hazell PL. Clinical Practice Guidelines for depression in young people: Are the
treatment recommendations outdated? Medical Journal of Australia 2002;177:448-451.
41. Hazell P. Depression in children and adolescents. American Family Physician 2003; 67:577-579.
42. Tarren-Sweeney M, Callan K, Hazell P, Vimpani G, Keatinge D, Parent-nominated priorities for
delivery of educational services to children with disruptive behavior. Journal of International Special
Needs Education 2003; 6:21-27
43. Hazell P. Depression in children and adolescents. Evidence-Based Mental Health 2003; 6:103-4
44. Hazell P, Carr V, Lewin T, Sly K. Manic symptoms in young males with ADHD predict functioning but
not diagnosis after six years. Journal of the American Academy of Child and Adolescent Psychiatry
2003; 42;552-560.
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45. Hazell P, Stuart J. A randomized controlled trial of clonidine added to psychostimulant medication for
hyperactive and aggressive children. Journal of the American Academy of Child and Adolescent
Psychiatry 2003; 42:886-894.
46. Tarren-Sweeney, M., Hazell, P., & Carr, V. Are foster parents reliable informants of children's
behaviour problems? Child: Care, Health and Development 2004;30:167-175
47. Buitelaar J, Danckaerts M, Gillberg C, Zuddas A, Becker K, Bouvard M, Fagan J, Gadoros J, Harpin
V, Hazell P, Johnson M, Lerman-Sagie T, Soutullo C, Wolanczyk T, Zeiner P, Fouche D, KrikkeWorkel J, Zhang S, Michelson D, for the Atomoxetine International Study Group: A Prosepective,
Multi-Center, Open-Label Assessment of Atomoxetine in Non-North-American Children and
Adolescents with ADHD. European Child and Adolescent Psychiatry 2004;13:249-257
48. Hazell P. A review of the newer compounds available in Australia for the treatment of attentiondeficit/hyperactivity disorder. Australasian Psychiatry 2004;12: 369-375
49. Burns J, Dudley M, Hazell P, Patton G. The clinical management of deliberate self-harm in young
people: the need for evidence based approaches to reduce repetition. Australian and New Zealand
Journal of Psychiatry 2005; 39:121-128.
50. Hazell P, Lewin T, Sly K. What is a clinically important level of improvement in symptoms of attentiondeficit/hyperactivity disorder? Australian and New Zealand Journal of Psychiatry 2005;39:354-358
51. Tarren-Sweeney M, Hazell P. The mental health and socialization of siblings in care. Children and
Youth Services Review 2005;27: 821-843
52. Hazell P. Prescribing psychotropic medications to children in general practice. Australian Prescriber
2005;28: 116-118
53. *Hazell P. Do adrenergically active drugs have a role in the first-line treatment of attentiondeficit/hyperactivity disorder? Expert Opinion on Pharmacotherapy 2005;6: 1991-1998
54. Tarren-Sweeney M. Hazell P. Mental health of children in foster and kinship care in New South Wales,
Australia. Journal of Paediatrics and Child Health 2006;42: 89-97.
55. Hazell P, Zhang S, Wolanczyk T, Barton J, Johnson M, Zuddas A, Danckaerts M, LadikosA, Benn D,
Yoran-Hegesh R, Zeiner P, Michelson D. Comorbid oppositional defiant disorder and the risk of
relapse during 9 months of atomoxetine treatment for attention-deficit/hyperactivity disorder. European
Child and Adolescent Psychiatry 2006; 15: 105-110.
56. Buitelaar JK. Barton J. Danckaerts M. Friedrichs E. Gillberg C. Hazell PL. Hellemans H. Johnson M.
Kalverdijk LJ. Masi G. Michelson D. Revol 0. Sebastian JS. Zhang S. Zuddas A. A comparison of
North American versus non-North American ADHD study populations. European Child & Adolescent
Psychiatry. 2006;15:177-81
57. Hazell P. A review of drug therapy for attention-deficit/hyperactivity disorder-like symptoms in autistic
disorder. Journal of Paediatrics and Child Health 2007;43: 19-24.
58. *Hazell P. Pharmacological management of Attention-Deficit Hyperactivity Disorder in adolescents:
special considerations. CNS Drugs 2007:21: 37-45.
59. Hazell P. Does the treatment of mental disorders in childhood lead to a healthier adulthood? Current
Opinion in Psychiatry 2007;20:315-318.
60. Cahill C, Hanstock T, Jairam J, Hazell P, Walter G, Mahli G. A comparison of diagnostic guidelines for
juvenile bipolar disorder. Australian & New Zealand Journal of Psychiatry 2007;41 :479-484.
61. Clayton EH, Hanstock TL, Garg ML, Hazell PL. Long-chain Omega-3 Polyunsaturated Fatty Acids in
the treatment of psychiatric illnesses in children and adolescents. Acta Neuropsychiatrica 2007;
19:92-103.
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62. *Hazell P. When should I worry about the sad or anxious adolescent patient? Medicine Today
2007;8;63-65
63. *Hazell P. Editorial: Depression in adolescents. British Medical Journal 2007;335:106-107
64. Bangs ME, Hazell P, Danckaerts M, Hoare P, Coghill DR, Wehmeier P, Williams DW, Moore RF,
Levine L. Atomoxetine for the treatment of attention-deficiUhyperactivity disorder and oppositional
defiant disorder. Pediatrics 2008;121:314-320
65. Jairam R, Hanstock T, Cahill C, Hazell P, Walter G, Malhi G. The changing face of bipolar
disorder: Adolescence to adulthood. MineNa Paediatrica 2008;60:59-68.
66. *Hazell P. Prescribing psychotropic medication for children. Medicine Today 2008;9(3):42-47
67. Hazell P, Williams R. Editorial Review: Shifting views on juvenile bipolar disorder and peNasive
developmental disorder. Current Opinion in Psychiatry 2008;21: 328-331
68. *Hazell P. An update on attention deficit hyperactivity disorder. Medicine Today 2008;9(5): 16-24
69. Clayton EH, Hanstock TL, Hirneth SJ, Kable CJ, Garg ML, Hazell PL. Long-chain omega-3
polyunsaturated fatty acids in the blood of children and adolescents with juvenile bipolar disorder
compared to healthy controls. Lipids 2008;43: 1031-1038
70. Clayton EH, Hanstock TL, Hirneth SJ, Kable CJ, Garg ML, Hazell PL. Reduced mania and
depression in juvenile bipolar disorder associated with long-chain omega-3 polyunsaturated fatty
acid supplementation. European Journal of Clinical Nutrition 2009;63:1037-1040
71. *Hazell P. Editorial: The 8-year follow up of the MTA sample. Journal of the American Academy of
Child and Adolescent Psychiatry 2009;48:461-462
72. Hazell P, Martin G, McGill K, Kay T, Wood A, Trainor G, Harrington R. Group therapy for repeated
deliberate self-harm in adolescents: Failure of replication of a randomized trial. Journal of the
American Academy of Child and Adolescent Psychiatry 2009;48:662-670
73. Williams R, Hazell P. The place and roles of Guidance and Guidelines in developing and
delivering equitable child and adolescent mental health seNices of rising quality. Current Opinion
in Psychiatry 2009;22:339-344
74. Hazell P, Becker B, Nikkanen EA, Trzepacz PT, Tanaka Y, Tabas L, D'Souza DN, Witcher J, Long
A, Ponsler G, Dittmann RW. Relationship between atomoxetine plasma concentration, treatment
response and tolerability in attention-deficiUhyperactivity disorder and comorbid oppositional
defiant disorder. ADHD Attention Deficit and Hyperactivity Disorders 2009 10.1007/s12402-0090012-4
75. *Hazell P. Pharmacological management of attention-deficiUHyperactivity disorder in adolescents:
An update. (Eficacia de las Drogas Estimulantes y no Estimulantes para el Tratamiento de las
Adolescentes con Trastorno par Deficit de Atenci6n e Hiperactividad) 1 Feb 2010
http://www.siicsalud.com/dato/experto.php/104946)
76. Hazell P, Williams R. Should clinicians engaged in delivering evidence-based child and adolescent
mental healthcare be excited about findings from empirical research? Current Opinion in
Psychiatry 2010;23:299-303
77. Martin G, Swannell S, Hazell P, Harrison J, Taylor AW. Self-injury in Australia: A community
SUNey. Med J Aust 2010;193:506-510
78. Hazell P. A review of attention-deficiUhyperactivity disorder comorbid with oppositional defiant
disorder. Australasian Psychiatry 201 O; 18:556-559
79. Efron D, Hazell P, Anderson V. Update on attention deficit hyperactivity disorder. Journal of
Paediatrics and Child Health 2011 ;47:682-689.

8

EXHIBIT 63

WIT.900.005.0028

80. Williams K, Wheeler OM, Silove N, Hazell P. Selective serotonin reuptake inhibitors (SSRls) for
autism spectrum disorders (ASD).Evidence-Based Child Health: A Cochrane Review Journal 2011;6;
1044-1078
81. Taylor AW, Martin G, Dal Grande E, Swannell S, Fullerton S, Hazell P, Harrison JE.
Methodological issues associated with collecting sensitive information over the telephone experience from an Australian non-suicidal self-injury (NSSI) prevalence study BMC Medical
Research Methodology 2011 ;17:11 :20.

82. Hazell P. The challenges to demonstrating long-term effects of psychostimulant treatment for
ADHD Current Opinion in Psychiatry 2011; 24:286-290
83. Williams RJW, Hazell PL. Austerity, poverty, resilience, and the future of mental health services
for children and adolescents. Current Opinion in Psychiatry 2011;24:263-266
84. Hazell PL, Kohn MR, Dickson R, Walton RJ, Granger RE, Van Wyk GW. Core ADHD symptom
improvement with atomoxetine versus methylphenidate: A direct comparison meta-analysis.
Journal of Attention Disorders 2011; 15:674-683

85. Van Wyk GW, Hazell PL, Kohn MR, Granger RE, Walton RJ. How oppositionality, inattention and
hyperactivity effect response to atomoxetine vs methylphenidate: a meta-analysis. Journal of
Attention Disorders 2012; 16:314-324

86. Hazell P*, Jairam R. Acute treatment of mania in children and adolescents. Current Opinion in
Psychiatry 2012;25:264-270
87. Hazell P, Williams R. Sport is good, war is bad: discuss. Current Opinion in Psychiatry
2012;25:261-263
88. Swannell, S., Martin, G., Page, A., Hasking, P., Hazell, P., Taylor, A., Protani, M. Child
maltreatment, subsequent non-suicidal self-injury (NSSI) and the mediating roles of dissociation,
alexithymia, and self-blame. Child Abuse and Neglect, 2012;36, 572-584.

89. Steinbeck K, Hazell P, Cumming RG, Skinner SR, Ivers R, Sooy R, Fulcher G, Handelsman DJ,
Martin AJ, Morgan G, Starling J, Bauman A, Rawsthorne ML, Bennett DL, Chow CM, Lam MK,
Kelly P., Brown NJ, Paxton K, Hawke C. The study design and methodology for the ARCHER
Study - Adolescent Rural Cohort Study of Hormones, Health, Education, Environments and
Relationships ..BMC Pediatrics 2012 Sep 5;12:143. doi: 10.1186/1471-2431-12-143.

90. Hazell P. Depression in children and adolescents. American Family Physician 2012;86, 11381139.
91. Sciberras E, Efron D, Schilpzand EJ, Anderson, V, Jongeling B, Hazell P, Ukoumunne OC,
Nicholson JM. The Children's Attention Project: A community-based longitudinal study of children
with ADHD and non-ADHD controls. BMC Psychiatry2013;13:18.

92. Eapen V., Faure-Brae G., Ward P., Hazell P., Barton G., Asghari-Fard M., Dullur P. Evaluation of
weight gain and metabolic parameters among adolescent psychiatric inpatients: Role of health
promotion and life style intervention programs. Journal of Metabolic Syndrome 2012 1: 109 doi:

10.4172/2167-0943. 1000109
93. Chudleigh C, Kozlowska K, Baslet G, Hazell P, Landini A. .Managing non-epileptic seizures and
psychogenic dystonia in an adolescent girl with preterm brain injury. Harvard Review of Psychiatry

2013; 21:163-74
94. Honey A, Fraser V, Llewellyn G, Hazell P, Clark S. Parental influence on the mental health-related
behaviour of young people with mental illness: Young people's perceptions. Advances in Mental
Health 2013; 12: 57-68

95. Balzer BWR, Kelly PJ, Hazell P, Paxton K, Hawke C, Steinbeck KS.Text messaging is a feasible
tool for reminders and data collection in an adolescent cohort. Archives of Diseases in Childhood
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2014;99: 666-667
96. Mouti A, Reddihough D, Marraffa C, Hazell P, Wray J, Lee K, Kohn M. Fluoxetine for Autistic
Behaviors (FAB trial): study protocol for a randomized controlled trial in children and adolescents
with autism. Trials 2014, 15:230
97. Efron D, Sciberras E, Anderson V, Hazell P, Ukoumunne 0, Jongeling B, Schilpzand E, Bisset M,
Nicholson . Functional Status in Children with ADHD at age 6-8: A Controlled Community Study.
Pediatrics 2014;134:E992-E1000
98. Hirneth SJ, Hazell PL, Hanstock TL, Lewin T J. Bipolar disorder subtypes in children and
adolescents: Demographic and clinical characteristics from an Australian sample. Journal of
Affective Disorders 2015;175:98-107
99. Henderson S, Porter RJ, Basset D ...... Hazell P .... Why academic psychiatry is endangered.
Australian and New Zealand Journal of Psychiatry 2015;49:9-12
100. Bowden MR, Storman M ..... Hazell P. Family adjustment and parenting stress when an infant has
serious liver disease: the Australian experience. Journal of Pediatric Gastroenterology & Nutrition
2015;60:717-722
101. Honey A, Chesterman S, Hancock N, Llewellyn G, Hazell P, Clarke S. Knowing what to do and
being able to do it: Influences on parent choice and use of practices to support young people
living with mental illness. Community Mental Health Journal 2015; 51(7):841-51
102. Mulraney M, Schilpzand EJ, Anderson V, Silk T, Hazell P, Nicholson JM, Efron D, Sciberras E.
Comorbidity and correlates of Disruptive Mood Dysregulation Disorder in 6-8 year old children
with ADHD. European Child & Adolescent Psychiatry (in press, accepted 16 June 2015)
103. Amon KL, Paxton K, Klineberg E, Riley L, Hazell P, Skinner R, Hawke C, Steinbeck K. Recruiting
a young adolescent rural cohort: costs and lessons learnt. Advances in Paediatric Research (in
press, accepted 25 June 2015)
*Invited paper

Reviews published on the Cochrane Database
1.

Hawton K, Townsend E, Arensman E, Gunnell D, Hazell P. House A, van Heeringen K. Psychosocial
and pharmacological treatments for deliberate self harm. Cochrane Database of Systematic Reviews
1999, Issue 4. Art. No.: CD001764. DOI: 10.1002/14651858.CD001764.

2.

Hurwitz R, Blackmore R, Hazell P, Williams K, Woolfenden S. Tricyclic antidepressants for autism
spectrum disorders (ASD) in children and adolescents. Cochrane Database of Systematic Reviews
2012Mar14: 3; CD008372. doi: 10. 1002/14651858. Pub2.

3.

Williams K, Wheeler DM, Silove N, Hazell P. Selective serotonin reuptake inhibitors (SSRls) for
autism spectrum disorders (ASD). Cochrane Database of Systematic Reviews . 2013 Aug

20;8:CD004677. doi: 10.1002/14651858.CD004677.pub3.
4.

Hazell P, Mirzaie M. Tricyclic drugs for depression in children and adolescents. Cochrane Database of
Systematic Reviews Published Online: 18 JUN 2013 DOI: 10.1002/14651858.CD002317.pub2

5.

Hawton K, Witt KG, Taylor Salisbury TL, Arensman E, Gunnell D, Hazell P, Townsend E, van
Heeringen K. Pharmacological interventions for self-harm in adults. Published Online 6 July 2015
Cochrane Database of Systematic Reviews DOI: 10.1002/14651858.CD011777
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Commentary
1.

Hazell P. Commentary: Fluvoxamine reduced symptoms of social phobia, separation anxiety
Evidence-Based Mental Health
disorder, and generalised anxiety disorder in children.
2001;4:116.

2.

Hazell P. Commentary on "Media-based behavioural treatments for behavioural problems in
children'. Evidence-Based Child Health 2007;2: 1193-1194

Book and video reviews in refereed journals
1.

Hazell PL. Book review: Unwillingly to School. Eds Berg I, Nursten J. Psychological Medicine
1998;28:240-241.

2.

Hazell PL. Book review: Hyperactivity Disorders of Childhood.
Medicine 1998;28:241.

3.

Hazell PL. Video review: Pay attention to attention deficit disorder. Review of Understanding ADD:
Attention Deficit Disorder. Green C. Medical Journal of Australia 1998;168:416.

4.

Hazell PL. Book review: Child Psychiatry. Goodman R, Scott R. Psychological Medicine 1998;28:
1250-1251.

5.

Hazell P. Anxiety Disorders in Children and Adolescents: Research, Assessment and Intervention.
Silverman AK, Treffers PDA Journal of Paediatrics and Child Health 2001; 37: 605-605

6.

Hazell PL. Book review: Conduct disorders in childhood and adolescence. Hill J, Maughan B.
Australian and New Zealand Journal of Psychiatry 2002;36:573-574.

7.

Hazell P. Practical Child and Adolescent Psychopharmacology. Kutcher S. Journal of Paediatrics and
Child Health 2003; 37: 483-483.

8.

Hazell P. PRACTICAL CHILD PSYCHIATRY: THE CLINICIAN's GUIDE. Lask B, Taylor S, Nunn K.
Journal of Paediatrics and Child Health 2003; 37: 723-724

9.

Hazell, P. Book review. Clinical interview of the child, 3rd edn. Greenspan SI. Australian & New
Zealand Journal of Psychiatry 2004; 38: 564-565.

Ed Sandberg S. Psychological

10. Hazell P. New approaches to preventing suicide: A manual for practitioners. Eds Duffy D, Ryan T.
DRUG AND ALCOHOL REVIEW 2006; 25:180-180
11. Hazell P. Hyperactivity and attention disorders of childhood, 2nd edition. Ed Sandberg S.
AUSTRALIAN AND NEW ZEALAND JOURNAL OF PSYCHIATRY 2006;40: 281-282

Refereed conference proceedings
1.

Hazell PL, Sawyer MJ. "Children's perceptions of their psychiatrically ill parents" presented to the
inaugural Faculty of Child Psychiatry, RANZCP Annual General Meeting, Adelaide, September, 1988
pp 59-66.

2.

Clarke R, Hazell PL, Lyon T, Carr V, Sangster T. "What can be evaluated and how". In Pearson S
and Wallis B eds. Evaluating the outcome of the undergraduate medical course. Faculty of Medicine,
University of Newcastle, 1992 pp 75-106.

3.

Hazell PL, Williamson M. Childhood trauma and personality development. In Carr V ed. The
Spectrum ofTraumatic Stress. Proceedings of the Inaugural Lingard Symposium. Hunter Institute of
Mental Health, Newcastle, 1993 pp 45-52.

4.

Hazell PL. Contagion in youth suicide. Proceedings of the Second Lingard Symposium. Hunter
Institute of Mental Health, Newcastle, 1994 pp 31-38.
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5.

Hazell PL*, Lewin T J, Turnbull NT. Why we should be interested in the friendship networks of suicide
attempers and completers. Australian and New Zealand Journal of Psychiatry 1997; S1 :AB7.

6.

Hazell P, McDowell M, Lewin T, Walton J. Factors influencing medium term response to
psychostimulant medication. Australian and New Zealand Journal of Psychiatry 1997; S1 :A51.

7.

Hazell P. Melancholia and music (workshop). Australian and New Zealand Journal of Psychiatry
2000; S1 :A29.

8.

Karayanidis, F., Jenkins, L., Fox, L., & Hazell, P. Task switching: A. Behavioural and eventrelated potential indices in adults. 24th Annual Brain Impairment Conference, , Magnetic Island,
Queensland, Australia. 17-20 May 2001. Abstract in Brain Impairment, 2001; 2, 64-65.

9.

Jenkins, L., Karayanidis, F., Fox, L., & Hazell, P. Task switching: B. Behavioural and eventrelated potential indices in children. 24th Annual Brain Impairment Conference, , Magnetic Island,
Queensland, Australia. 17-20 May, 2001. Abstract in Brain Impairment, 2001; 2, 65.

10. Sawyer M, Whaites L, Rey J, Hazell P, Graetz B, Baghurst P. The quality of life of children and
1
adolescents with mental disorders. Proceedings of the 48 h Annual Meeting of the American
1
Academy of Child and Adolescent Psychiatry in conjunction with the 14 h Meeting of the Faculty of
Child and Adolescent Psychiatry, Royal Australian and New Zealand College of Psychiatrists,
2001, Vol 17, pp 139-140.
11. Hazell P, Sawyer M, Graetz B, Whaites L, Rey J, Baghurst P. The impact on family function of
1
comorbid versus single disorders. Proceedings of the 48 h Annual Meeting of the American
Academy of Child and Adolescent Psychiatry in conjunction with the 14th Meeting of the Faculty of
Child and Adolescent Psychiatry, Royal Australian and New Zealand College of Psychiatrists,
2001, Vol 17, p 140.
12. Becker K, Buitelaar JK, Danckaerts M, Gillberg C, Zuddas A, Bouvard M, Fagan J, Gadoros J,
Harpin V, Hazell P et al. Does atomoxetine treatment improve psychosocial and family functioning
in children and adolescents with ADHD? 1ih Symposium of the AEP Section, Epidemiology and
Psychiatry. Acta Psychiatrica Scandinavica 2000; 110 (s421 ):48-49
13.

The clinical management of suicidal behavior, deliberate self-harm and depression in
young people. Are we missing the prevention boat?
Author(s): Burns J, Patton G, Hickie I, et al.
Conference Information: 24th CINP Congress, JUN 20-24, 2004 Paris, FRANCE
Source: INTERNATIONAL JOURNAL OF NEUROPSYCHOPHARMACOLOGY
Volume: 7 Pages: S42-S42 Supplement: Suppl. 1 Published: JUN 2004

14.

Effect of oppositional defiant disorder on risk of ADHD relapse during treatment with
atomoxetine
Author(s): Hazell P, Ziener P, Barton J, et al.
Conference Information: 24th CINP Congress, JUN 20-24, 2004 Paris, FRANCE
Source: INTERNATIONAL JOURNAL OF NEUROPSYCHOPHARMACOLOGY
Volume: 7 Pages: S273-S273 Supplement: Suppl. 1 Published: JUN 2004

15.

Does atomoxetine treatment improve psychosocial and family functioning in children and
adolescents with ADHD?
Author(s): Becker K, Buitelaar JK, Danckaerts M, et al.
Source: ACTA PSYCHIATRICA SCANDINAVICA Volume: 110 Pages: 48-49
Supplement: Suppl. 421 Meeting Abstract: 126 Published: 2004

16.

The adolescent with ADHD: Managing transition
Author(s): McDowell M, Hazell P, Mastroianni T
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Source: AUSTRALIAN AND NEW ZEALAND JOURNAL OF PSYCHIATRY
Volume: 39 Pages: A107-Al08 Supplement: Suppl. 1 Published: DEC 2005
17. Hazell P. Does juvenile onset bipolar disorder persist into adulthood? Australasian Society for
Bipolar Disorders Conference, Sydney 20-22 Sept, 2007. Bipolar Disorders 2007;9 (Suppl 2), 8
18. Cahill C, Hanstock T, Hazell P, Walter G, Jairam J, Malhi G. Preliminary data describing cognitive
compromise in adolescents with bipolar disorder. Australasian Society for Bipolar Disorders
Conference, Sydney 20-22 Sept, 2007. Bipolar Disorders 2007;9 (Suppl 2), 7
19. Hanstock T, Hazell P, Garg M, Hirneth S, Morrison D, Kable C, Clayton E. Omega-3 blood levels
in children and adolescents with bipolar disorder. Australasian Society for Bipolar Disorders
Conference, Sydney 20-22 Sept, 2007. Bipolar Disorders 2007;9 (Suppl 2), 10
20.

Symposium - Recent advances in juvenile bipolar disorder
Author(s): Hazell P, Mahli G
Source: AUSTRALIAN AND NEW ZEALAND JOURNAL OF PSYCHIATRY
Volume: 41 Pages: A30-A30 Supplement: Suppl. 1 Published: MAY 2008

21.

A hitchhikers guide to guidelines: Diagnosing Juvenile Bipolar Disorder
Author(s): Moss KL, Cahill C, Hanstock T, et al.
Conference Information: 3rd Biennial Conference of the International-Society-forBipolar-Disorders, JAN 27-30, 2008 New Delhi, INDIA
Source: BIPOLAR DISORDERS Volume: 10 Pages: 61-61 Supplement: Suppl. 1
Published: FEB 2008

22. Clayton EH, Hirneth S, Hazell P, Kable C, Hanstock T. VALIDITY OF A PAEDIATRIC QUALITY
OF LIFE QUESTIONNAIRE FOR PARTICIPANTS WITH JUVENILE BIPOLAR DISORDER.
Bipolar Disorders 2009; 11 (7):784-784.
23. Hanstock TL, Hirneth SJ, Hazell PL, Kable CJ, Clayton EH. IMPROVEMENT IN DIGIT SPAN IN
JUVENILE BIPOLAR DISORDER FOLLOWING SUPPLEMENTATION WITH LONG CHAIN
OMEGA-3 POLYUNSATURATED FATTY ACIDS. Bipolar Disorders 2009;11(7):781-781.
24. Hirneth SJ, Hazell PL, Hanstock TL, Clayton EH. EVALUATION OF TREATMENT OUTCOMES
FROM AN AUSTRALIAN JUVENILE BIPOLAR DISORDER CLINIC. Bipolar Disorders
2009;11 (7):780-780.
25. Gazarian M, Lawson J, Hazell P*. A tale of two medicines and more: Narrowing the gap between
evidence and practice in pediatric therapeutics. World Congress of Internal Medicine incorporating
Physician's Week, 22 March, 2010. Journal of Paediatrics and Child Health 2010;46 (Suppl 2):4
26. Hurwitz R, Blackmore R, Woolfenden S, Williams K, Hazell P. Tricyclic antidepressants in autisma Cochrane systematic review. World Congress of Internal Medicine incorporating Physician's
Week, 22 March, 2010. Journal of Paediatrics and Child Health 2010;46 (Suppl 2):7
27. Sciberras E, Efron D, Nicholson J, Ukoumunne OB, Jongelong B, Anderson V, Hazell P. The
Children's Attention Project: a pilot for a longitudinal study of children with ADHD. World Congress
of Internal Medicine incorporating Physician's Week, 22 March, 2010. Journal of Paediatrics and
Child Health 2010;46 (Suppl 2): 13
28. *Hazell P. Self Injury. Excellence in Child Mental Health/Excellence in Paediatrics 30 Nov-3 Dec
2011. Child and Adolescent Mental Health 2011 ;16 (Supp 1):20
29. *Hazell P. Self Injury. Excellence in Child Mental Health/Excellence in Paediatrics 30 Nov-3 Dec
2011ACTA PAEDIATRICA 2011;100:5
*Invited speaker
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Unrefereed publications
1.

Hazell PL. "Why brain research?". Editorial for the Joint Medical Newsletter special edition for
Medical Research Week 1990: Decade of the Brain. August 1990, pp 3-5.

2.

Martin G, Kuller N, Hazell P. The effects on adolescents of completed suicide of another student.
Youth Studies Australia 1992; 11:21-23.

3.

Hazell P. The school's response to suicide. Education Australia 1993; 21: 17 -18.

4.

Hazell P. So you want to present a paper at a conference. Bulletin of the Faculty of Child and
Adolescent Psychiatry 1995; Aug:16

5.

Hazell P. Evidence-based child and adolescent psychiatry. Bulletin of the Faculty of Child and
Adolescent Psychiatry 1996; Jan: 18

6.

Hazell P. Managing Children with Psychiatric Problems. Ed Garralda ME. (Book review).Bulletin of
the Faculty of Child and Adolescent Psychiatry 1996; Jan:40-41

7.

Hazell P. Stimulant treatment for Attention Deficit-Hyperactivity Disorder. The Information Bulletin for
Learning Disabilities 1995; 2:23-32.

8.

Hazell PL. Psychological sequelae to disaster. Joint Medical Newsletter 1996; 88: 11.

9.

Hazell PL. Systematic Review. Joint Medical Newsletter 1996; 89:3.
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Association for Loss and Grief Annual Conference. Theme: "Children: the forgotten mourners".
Newcastle, June 1991.
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21. Hazell P*. "ADHD. The Australian Scene." Presented to the Russell Barkley Workshop on
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Behaviour Checklist.@ Poster presented to the Australian Society for Psychiatric Research
Annual Scientific Meeting, Newcastle 27-29 November, 1996.
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32. Hazell P, McDowell M, Lewin T, Walton J. AFactors influencing medium term response to
psychostimulant medication.@ Annual Congress of the Royal Australian and New Zealand
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39. Hazell P, McDowell M, Lewin T, Walton J. Factors influencing medium term response to
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not. Presented to the Faculty of Child and Adolescent Psychiatry, Royal Australian and New
Zealand College of Psychiatrists 11th Annual Meeting, Sydney, 22-25 October, 1998.

41. Hazell P, Heim C, Bisits A, Hackworthy C, Webber M. Melancholia in Music. Presented to the
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49. Tarren-Sweeney M, Hazell P, Keatinge D, Vimpani G, Callan K. The priority of needs of
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18

EXHIBIT 63

WIT.900.005.0038
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comorbid conduct problems: A mid-term report. Annual meeting of the Australasian Society
for Psychiatric Research, Adelaide, 5-8 Dec, 2000.
54. Hazell P, Lewin T, Sly K. What do parents expect of psychostimulant medication? 5th
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52. Hazell P, Sawyer M, Graetz B, Whaites L, Rey J, Baghurst P. The impact on family function
of comorbid versus single disorders (poster). 48th Annual Meeting of the American Academy
of Child and Adolescent Psychiatry in conjunction with the 14th Meeting of the Faculty of Child
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but not diagnosis in ADHD males (poster). Pediatric Bipolar Meeting, Boston, 9 March 2002.
54. Hazell P*. ADHD in Oz. Keynote address to the 'Steps to Success' conference on ADHD.
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55. Hazell P. Becoming a clinical investigator in a drug company trial. Faculty of Child and
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medication for hyperactive and aggressive children. International Congress of Child and
Adolescent Psychiatry and Allied Professions, New Delhi, 29 Oct - 2 Nov, 2002.
68. Hazell P, CarrV, Lewin T, Sly K. Manic symptoms by age 9-13 years predict functioning but
not diagnosis in ADHD males. International Congress of Child and Adolescent Psychiatry and
Allied Professions, New Delhi, 29 Oct - 2 Nov, 2002.
69. Hazell P. The influence of policy on child and adolescent mental health services in Australai
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Presented to the xth meeting of the European Society for Child and Adolescent Psychiatry,
Paris, 29 Sept - 3 Oct 2003

70. Hazell P, Danckaerts M, Zeiner P, Barton J, Johnsson M, Zhang S, Michelson D. effect on
opposiitonal defiant disorder on risk of ADHD relapse during treatment with atomoxetine.
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Meeting of the Australasian Society for Psychiatric Research (ASPR) Christchurch, New
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on Determinants and Consequences of Psychiatric Illness, Mannheim, Germany 23-24 June,
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74. Hazell P; Danckaerts M; Zeiner P; Barton J; Johnson M; Zhang S; Michelson D EFFECT OF
OPPOSITIONAL DEFIANT DISORDER ON RISK OF ADHD RELAPSE DURING
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Zealand College of Psychiatrists, Christchurch, New Zealand 9-13 May, 2004.
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Congress of the Royal Australian and New Zealand College of Psychiatrists, Christchurch,
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Congress of the Royal Australian and New Zealand College of Psychiatrists, Christchurch,
New Zealand 9-13 May, 2004.
77. Hazell P, Carr V, Lewin T. RETROSPECTIVE REPORTING OF CHILDHOOD SYMPTOMS
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78. Hazell P. THE APPROVAL AND FUNDING OF PSYCHOTROPIC MEDICATIONS FOR
CHILDREN. RANZCP Faculty of Child and Adolescent Psychiatry Meeting, Darwin, 8-11 July,
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79. Hazell P*. A randomized controled trial of clonidine added to psychostimulant medication for
hyperactive and aggressive children. American Academy of Child and Adolescent Psychiatry
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51 Annual Meeting, Washington DC, USA, 19-24 Oct, 2004
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80. Hazell P*. The lifetime impact of ADHD. Philippines Psychiatric Association Annual Meeting,
Tagaytay, Philippines, 26 Jan, 2005.
81. Hazell P*. The Adolescent with ADHD: Managing Transition. 40th Congress of the Royal
Australian and New Zealand College of Psychiatrists, Sydney 22-26 May 2005
82. Hazell P*. Treatment of the inattentive and hyperactive/impulsive subtypes of ADHD. 40th
Congress of the Royal Australian and New Zealand College of Psychiatrists, Sydney 22-26
May 2005
83. Hazell P, Zeiner P, Barton J, Johnson M, Wolai,iczyk T, Zhang S, Danckaerts D, Michelson D.
Effect of Oppositional Defiant Disorder on Risk of ADHD Relapse During Treatment with
Atomoxetine Polish Psychiatric Association Congress Child and Adolescents Section 29 Sept
- 1 Oct 2005; Lodz, Poland
84. Hazell P*. Pharmacotherapy of autism with prominent hyperactive-impulsive symptoms.
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
85. Hazell P*. The controversy surrounding SSRls 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
86. 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
87. Hazell P*. Mood disorder in children and adolescents who are disruptive. Treating Mood
Disorders in Youth in an Era of Uncertainty Sydney, 8 Sept, 2006. Satellite conference to the
17th IACAPAP World Congress Conference,
88. Hazell P*. The management of comorbidity associated with ADHD. Lilly Symposium, 1ih
IACAPAP World Congress Conference, Melbourne 12 Sept, 2006.
89. Hazell P. Atomoxetine for the Treatment of Attention-DeficiUHyperactivity Disorder and
Oppositional Defiant Disorder. 1ih IACAPAP World Congress Conference, Melbourne 13
Sept, 2006.
90. Hazell P. Does juvenile bipolar disorder persist into adulthood? Faculty of Child and
Adolescent Psychiatry, RANZCP Annual Meeting, Hobart 12 Oct, 2007
91. Hazell P. What responsibility does child and adolescent psychiatry have to children and young
people with Conduct Disorder? Faculty of Child and Adolescent Psychiatry, RANZCP Annual
Meeting, Hobart 12 Oct, 2007
92. *Hazell P. The safety and efficacy of antidepressant medication for children and adolescents.
Society of Hospital pharmacists of Australia 28th Federal Conference, Sydney 9 Nov, 2007
93. *Hazell P, Gaskin C. Pathways from ADHD to Delinquency. Sponsored satellite symposium to
the RACP Congress, Adelaide 11 May, 2008
94. Russell J, Abraham S, Hilderscheid E, Anderson R, Redwin R, Hazell P. Eating and weight
disorders in a residential psychiatric unit for adolescents (poster). World Psychiatric
Association 14th World Congress, Prague 20-25 Sept, 2008
95. *Hazell P. Developmental trajectories. 5th Asia Pacific Forum on ADHD, Seoul, 27 Sept, 2008
96. Hazell P. The use of clinical global outcome measures in coal face research. Faculty of Child
and Adolescent Psychiatry, RANZCP Annual Meeting, Port Douglas, 13 Oct, 2008
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97. Lonie C, Hazell P, Anderson J, Kowalenko K. Planning integrated early inteNention systems
for infants, children and adolescents. Faculty of Child and Adolescent Psychiatry, RANZCP
Annual Meeting, Port Douglas, 13 Oct, 2008
98. Martin G, Hazell P, Kay T, McGill K. MOSH ('Moving on from Self-Harm'): Replication of a
randomised controlled trial of group therapy for self-injury in adolescents. Faculty of Child and
Adolescent Psychiatry, RANZCP Annual Meeting, Port Douglas, 13 Oct, 2008
99. *Hazell P. The long-term consequences of ADHD.
4 July, 2009

5th

Asia Pacific Forum on ADHD, Shanghai,

100. *Hazell P. Management of disruptive behaviour disorders comorbid with mood disorder.
Faculty of Child and Adolescent Psychiatry, RANZCP Annual Meeting, Queenstown NZ, 7
Sept, 2009
101. Lonie C, Hazell P, Anderson J, Kowalenko K. Planning integrated early inteNention systems
for infants, children and adolescents. Update. Faculty of Child and Adolescent Psychiatry,
RANZCP Annual Meeting, Queenstown NZ, 7 Sept, 2009
102. Hazell P, Martin G, McGill K. Is preventing repetition or hastening attenuation the more
appropriate treatment goal for young people who repeatedly self-harm? (poster) Faculty of
Child and Adolescent Psychiatry, RANZCP Annual Meeting, Queenstown NZ, 9 Sept, 2009
103. *Hazell P. Julian Katz Oration. I look ahead: Equipping trainees for future practice in child and
adolescent psychiatry. Faculty of Child and Adolescent Psychiatry, RANZCP Annual Meeting,
Queenstown NZ, 9 Sept, 2009
104. *Hazell P. Forensic Child and Adolescent Psychiatry. Training Issues. Inaugural Forensic
Child and Adolescent Psychiatry Conference, RANZCP, Sydney, 2 Oct 2009
105. *Hazell P, Martin G, McGill K. Is preventing repetition or hastening attenuation the more
appropriate treatment goal for young people who repeatedly self-harm? American Academy of
Child and Adolescent Psychiatry Annual Meeting, Honolulu, 27 Oct, 2009
106. *Hazell P. The Challenges to Demonstrating the Long-Term Effects of Treatment for ADHD.
Asia-Pacific ADHD Forum, Beijing, 1 June, 2010
107. Hazell P. Transitioning from Childhood to Adolescence: Tailoring ADHD Management.
Meeting of the International Association for Child and Adolescent Psychiatry and Allied
Professionals, Bejing, 4 June, 2010

19th

108. Hazell P. Broad versus Narrow Phenotype Bipolar Disorder in Youth. Australasian Society for
Bipolar and Depressive Disorders 3rd Annual Meeting, Sydney, 21 Oct 2011
109. *Hazell P. Self Injury. Excellence in Child Mental Health/Excellence in Paediatrics, Istanbul, 30
Nov-3 Dec 2011
110. Hazell P. Side effects and safety issues. Symposium on Paediatric Psychopharmacology,
Annual Meeting of the Faculty of Child and Adolescent Psychiatry, RANZCP, Manly 3-5 Oct,
2012
111. Hazell P*. Self-harm in adolescents. 3rd Vietnam Australia Mental Health Conference, Hanoi,
16-17 Oct, 2012
112. Hazell P*. Child and adolescent psychopharmacology: Side effects and safety issues. 3rd
Vietnam Australia Mental Health Conference, Hanoi, 16-17 Oct, 2012
113. Hazell P*. Pharmacotherapy of Autism Spectrum Disorders. Clinical and Practice Expo,
Pharmaceutical Society of Australia. Sydney 31 May, 2013
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114. Hazell P. The relationship between SMS mood monitoring and serial measures of depression
in young people aged 10-12 years. Annual Meeting of the Faculty of Child and Adolescent
Psychiatry, RANZCP Melbourne 9-12 Oct, 2013
115. Hazell P*. Pharmacotherapy of Autism Spectrum Disorders. Annual Meeting of the Faculty of
Child and Adolescent Psychiatry, RANZCP Melbourne 9-12 Oct, 2013
116. Bowden M, Hazell P. On the Roller-Coaster: Parent Stress in Infant Liver Disease (poster).
World Association of Infant Mental Health Conference, Edinburgh, June 18, 2014
117. Witt K, Hawton K, Arensman E, Gunnell D, Hazell P, Salisbury T, Townsend E, van Heeringen
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, 29th August 2014.
118. 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
119. Sciberras E, Nicholson J, Anderson V, Hazell P, Jongeling B, Silk T, Bisset M, Ukoumunne 0,
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 16th
International ESCAP congress, Madrid, Spain 20-24 June 2015.
120. Bowden M, Hazell P. Family adjustment when an infant has a serious illness: putting research
into practice. Free paper accepted 16th International ESCAP congress, Madrid, Spain 20-24
June 2015.
121. 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
122. 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.

2.

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.

3.

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.

4.

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.

5.

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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6.

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.

7.

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.

8.

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.

9.

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.

10. Hazell PL*. "Attention deficit disorders". Presented to the Hunter Paediatric Society Paediatric
Update, Kirkton Park, Pokolbin, August 8, 1992.
11. Hazell PL*. Workshop: "Inattention and disruptive behaviour in children". Presented to the Lake
Macquarie South Education Cluster Development Day, Wangi Wangi, August 12, 1992.
12. Hazell PL*. Understanding dysfunctional families. Presented to the Hunter Institute of Mental
Health seminar: Pastoral care and recognising mental illness, Newcastle, Oct 14, 1992.
13. 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.
14. Hazell PL*. "Attention Deficit Hyperactivity Disorder". Presented to the Rural Doctors Association
Meeting, Pokolbin, July 24, 1993.
15. Hazell PL*. Workshop: "Youth suicide in rural Australia". Presented to the Rural Doctors
Association Meeting, Pokolbin, July 25, 1993.
16. Hazell PL*. "An update on Attention Deficit Hyperactivity Disorder". Presented to the Annual
Meeting of the Hunter Paediatric Society, Maitland Sept 24, 1993.
17. 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.
18. Hazell PL*. "ADHD. A clinical overview." Workshop presented to the Hunter Association of
Behaviour Intervention Teachers Conference, Newcastle July 12, 1994.
19. Hazell PL*. Attention Deficit Hyperactivity Disorder. Presentation to the Macquarie Hastings
Division of General Practice Mental Health Education Day, Port Macquarie, July 26, 1997.
20. 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.
21. 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.
22. 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, Nov21-22, 1997.
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23. Hazell P*. The overlap of Mania with ADHD. NSW Branch, Faculty of Child and Adolescent
Psychiatry, RANZCP, Sydney, May 12, 1998.
24. Hazell P*. The scope for early intervention in bipolar affective disorder. Presented to the
Australian Early Intervention Network Symposium, Newcastle, July 21, 1998.
25. Hazell P*. Children's experience of parents with mental illness. Presented to Hunter Institute of
Mental Health/Children of Parents Sufering Mental llness Conference. "Meeting the Challenge.
Maximising Resilience in Children, Newcastle, 27 November, 1998.
26. Hazell P*. My depressed young patient is not getting better. What should I do? Presented to the
1999 Rivendell Conference "Sweet medicine or a bitter pill? Psychiatric medication in young
people". Concord Hospital, Sydney, 30 March, 1999.
27. 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.
28. 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.
29. 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 Challenging
Behaviours, University of Sydney, Sydney, 2-3 June, 2000.
30. 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.
31. 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.
32. Hazell P*. Use of stimulants in preschoolers. Paediatric Psychopharmacology Conference,
Sydney, 16 Feb, 2001.
33. 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.
34. Hazell P*. Attention DeficiUHyperactivity Disorder and Tourette Syndrome. Tourette Syndrome
Association of Australia Symposium on Tourette Syndrome and Associated Disorders, Newcastle,
4 May, 2002
35. Hazell P*. Why I am chaotically attracted to fish. Aetiological theories for bipolar disorder.
Symposium on Biological Causes for Psychiatric Illness, Newcastle, 9 August, 2003
36. Hazell P*. The school's response to suicide. Youth Suicide Postvention Forum, Westmead, 6
November, 2003
37. Hazell P*. Rating scales for ADHD. Achenbach Conference, North Sydney Education Centre,
North Ryde, 26 July, 2004.
38. Hazell P*. A collaborative service model. One Child Joint Paediatric and Child Psychiatry Meeting,
Gold Coast, 15-17 July, 2005.
39. 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
1
Westmead Education Research Institute 10 h 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.
2.
3.
4.
5.
6.
7.

Continuities and Discontinuities in Youth Mental Health. Sydney 10 Nov, 2007
Youth Mental Health Symposium. Managing Transitions in Youth Mental Health Care (Better)
Sydney 14-16 November 2008
Youth Mental Health Symposium. Impacts on the Developing Brain. Melbourne 8&9August2009
Youth Mental Health Symposium. Regulation and Dysregulation. Brisbane 7 &8 August 2010
Youth Mental Health Symposium. Clinical Reason in Complex Cases, Melbourne, 6-7 August,
2011
Clinical Insights Symposium ADHD Sydney 17-18 March, 2012
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 11
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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4.

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.

5.

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.

6.

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

7.

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

8.

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

9.

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.

10.

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

11.

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.

12.

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. 20002001.

13.

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.

14.

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.

15.

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

16.

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

17.

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

18.

Eapen V, Hazell P, Ward P, Barton G, Faure-Brae 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

19.

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

20.

Reddihough D, Marraffa C, Hazell P, Lee K, Kohn M, Wray J. Multi-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 0. 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 Children's Research Foundation Community Award for Research ExcellenceAchievement in Research, 2004

6.

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

OTHER ACADEMIC ACTIVITIES
Journal Reviewer

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.

Australian and New Zealand Journal of Psychiatry 1992CNS Drugs 1997Australian Psychologist 1998Journal of Paediatrics and Child Health 1998Journal of Traumatic Stress 1999Journal of Child Psychology and Psychiatry 2000Medical Journal of Australia 2000British Medical Journal and affiliated publications 2000Clinical Child Psychology and Psychiatry 2000Biological Psychiatry 2002Archives of General Psychiatry 2003Bipolar Disorders 2004Acta Paediatrica 2005Pediatrics 2005Public Library of Science- Medicine 2005Journal of the American Academy of Child and Adolescent Psychiatry 2006American Journal of Psychiatry 2006Pediatric Drugs 2007-
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19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44.
45.
46.
47.

WIT.900.005.0048

International Journal of Mental Health Systems 2007Expert Review of Neurotherapeutics 2008Progress in Neuro-Psychopharmacology & Biological Psychiatry 2008Expert Opinion on Pharmacotherapy 2008Journal of Affective Disorders
British Journal of Clinical Pharmacology 2009Asia-Pacific Psychiatry 2009Australian and New Zealand Journal of Public Health 2009Suicide and Life-Threatening Behavior 2009Journal of Clinical Psychopharmacology 2010British Journal of Psychiatry 2010Children and Youth Services Review 2011Early Intervention in Psychiatry 2011Current Medical Research and Opinion 2011Neuropsychiatric Disease and Treatment 2012Review of General Psychology 2012Advances in Mental Health 2012Neuropsychiatry 2013Australian Family Physician 2013Psychology Research and Behavior Management 2013Asian Journal of Psychiatry 2014Neuropsychology 2014European Child and Adolescent Psychiatry 2014Australian Medical Student Journal 2014The Scientific World Journal 2014Epidemiology and Psychiatric Services 2014Neurology Research International 2015Psychopharmacology 2015Disability and Rehabilitation 2015-

Grant Reviews

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.

ARC 1989Research Management Committee (University of Newcastle) 1989NH&MRC 1994Channel 7 Children's Research Foundation (SA) 1995Wellcome Institute (UK) 1995New Zealand Medical Research Council 1996Victorian Mental Health Foundation 1998Children's Research Foundation 1999The Hospital for Sick Children Foundation (Toronto Canada) 2000New Zealand Neurological Research Foundation 2000Canadian Institutes of Health Research 2001German Federal Ministry for Research and Education and the German Research Foundation 2007Israel Science Foundation 2011Dutch health care research proposal 2015-

Other Reviews

1.
2.
3.

RTl-UNC Evidence-based Practice Centre (USA) 2004National Health Service (UK) Health Technology Assessment Programme 2005Australian Medicines Handbook 2005-

Editorial Panels

1.
2.
3.
4.
5.
6.

Bulletin of the Faculty of Child and Adolescent Psychiatry, RANZCP 1995-2000
Depression, Anxiety and Neurosis Systematic Review Group, Cochrane Collaboration 1995Developmental, Psychosocial and Learning Problems Review Group, Cochrane Collaboration 2002The Clinician 2003Current Opinion in Psychiatry- Guest Special Section Editor 2006-21012
Member, editorial board, Current Opinion in Psychiatry 2013-

29

EXHIBIT 63

WIT.900.005.0049

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.
2.
3.
4.
5.
6.

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 ih 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, 1990Jan 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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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.
8.

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

9.

Member of the Research Committee, NSW Institute of Psychiatry, Dec 1998 - June 2001.

10. Member of the Academic Advisory Board, NSW Institute of Psychiatry Nov 2000-0ct 2003
11. Head, Discipline of Psychiatry, University of Sydney, Jan 2012-Dec 2014
12. Coordinator, child and adolescent psychiatry teaching, Sydney Medical. School, 2014-

Clinical

1.

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

2.

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

3.

Member of the Paediatric Service Development Group, Hunter Area Health Service October
1992-2006.

4.

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

5.

Director, Rivendell Child Adolescent and Family Mental Health Services 2006-

6.

Director, SSWAHS Infant Child and Adolescent Mental Health Services 2006-2014

7.

Member, Statewide (NSW) CYMHS Subcommittee 2006-

8.

Director, SLHD Child and Adolescent Mental Health Service 2014-

Professional

1.

Member and Public Officer of the Postgraduate Training Committee in Psychiatry for the
Newcastle and Central Coast Psychiatry Training Scheme 1989-2006.

2.

Past member of the Standing Committee for Child Psychiatry, NSW Institute of Psychiatry.

3.

Past member of the Child Psychiatry Advisory Committee to the NSW Department of Health.

4.

Member Committee for Examinations RANZCP Oct 2000-0ct 2006

5.

Chair, Observed Clinical Interview Subcommittee, RANZCP Committee for Examinations, Oct
2002-0ct 2006

6.

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

7.

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

8.

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, 2nd violins, Strathfield Symphony Orchestra

2.

Member (violin 2) Strathfield String Quartet

3.

Deputy Leader, 2nd 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:

CONDITIONS:

o
o

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

SUMMARY OF ROLE:

ORGANISATIONAL
ENVIRONMENT:

In accordance with the Salaried Medical Practitioners
(State) Award.
Leadership and clinical management of Area Child &
Adolescent Mental Health Services, which includes
Rivendell Child and Adolescent and Family Service.
The Director of Child and Adolescent Services will
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.

Director CAMH Revised December 2005. JO.doc
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SYDNEY SOUTH WEST AREA MENTAL HEALTH SERVICES
DIRECTOR, CHILD AND ADOLESCENT MENTAL HEAL TH

STATEMENT OF DUTIES

POSITION TITLE:

Director Child & Adolescent Mental Health
Services, Thomas Walker Hospital (Rivendell) &
Associated Services.
Eligible
Sydney

for conjoint position with the University of

AWARD
CLASSIFICATION:

In accordance with Salaried Medical Practitioners
(State) Award.

RESPONSIBLE TO:

SSWAHS
matters to
Associate
University

Area Clinical Director Mental Health in all
do with the Area Health Service and to the
Dean of the Central Clinical School of the
of Sydney on University matters.

Summary of Position:

o

o
o
o
o

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

1.

o

Contribute to the development and implementation of strategies to set the
direction of a comprehensive Child and Adolescent Mental Health Services.
3
Ensure the strategies are consistent with National and State Mental Health
policies and plans.
o Review these strategies in consultation with staff, consumers, carers, other
appropriate service providers and the defined community.
:i Provide expert advice on Child and Adolescent Mental Health Service needs
and service priorities.
:i
Identify and support the professional development of staff working in Child
and Adolescent Mental Health Services.
:.i Advise on the co-ordination and implementation of data systems, including
those, which identify severity, and patterns of mental health problems and
mental disorders.
:J Advise on inter-sectoral issues and strategies to develop effective working
relationships between mental health services, other government departments
and other relevant service providers.
:i Advise on a framework across the Area which provides service evaluation,
outcome measurement, research and continuous quality improvement.
:i Other relevant duties as required.
2. Clinical & Management Tasks:
ci

o
o
o

o

c:i

o
o
o

Be responsible for the management of multidisciplinary clinical staff of the
Child & Adolescent Mental Health Service.
Be responsible for all treatment programs in the service.
Maintain a clinical caseload and be responsible for the assessment,
therapeutic management and inter-agency liaison of these cases.
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.
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.
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.
Establish links with referring agents within Sydney South West Area
Health Service and across the state.
Develop and maintain an up to date Policy and Procedures Manual and
produce an Annual Report.
Ensure regular appraisals of all Health staff and appropriate follow up
where there are concerns.
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o

Attend a yearly appraisal of a professional performance with the Area
Director Mental Health.

3. Teaching & training Tasks

o

Provide clinical supervision to registrars in training in accordance with
RANZCP guidelines.
o Provide tutorials and clinical experience to medical students of the
University of Sydney.
o Organise teaching of medical students from the University of Sydney.
o 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.
o Maintain conjoint appointment functions with the University of Sydney
based on level of appointment.

GENERAL ACCOUNTABILITIES

Quality Improvement
•
•

•
•

II

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.
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*

Ill

as appropriate to the position of the employee and the
facility.

Corruption Prevention

•
•

IV

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.

Policies and Procedures

•

•

•
•

V

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

Code of Conduct

•

VI

To abide by the SSWAHS Code of Conduct.

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
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organising attendance at appropriate training (for example: Fire
Safety Training).
VII

Smoke Free Environment

•
VIII

IX

EEO and Affirmative Action

•

To abide by EEO principles, policies and procedures.

•

To promote, implement and evaluate EEO and Affirmative Action
policies and strategies.

Performance Management

•

X

To abide by the SSWAHS Smoke Free Environment Policy.

To participate in the SSWAHS Performance Management
Programme.

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 position as at :
As occupant of this position, I have noted this Statement of Duties.
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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 201 O 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 subcommittees 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 201 O 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.
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The agreed finalisation procedure was that the MH-CCP EAG and the MH Program
Council members will be able to 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:

•

There is no specific modelling of Aboriginal Mental Health Services.

CALO IMPACT:

•

There is no specific modelling of CALO 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 201 O care package specifications age group 2-4

3)

MH-CCP 201 O care package specifications age group 5-11

4)

MH-CCP 2010 care package specifications age group 12-17

5)

MH-CCP 201 O care package specifications age group 18-64

6)

MH-CCP 201 O care package specifications age group 65+

7)

MH-CCP 201 O Excel spreadsheet age group 0-1

8)

MH-CCP 201 O 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 201 O Excel spreadsheet age group 18-64
12)

MH-CCP 201 O Excel spreadsheet age group 65+

13)

MH-CCP 201 O vs. MH- CCP 2000: an indicative comparison
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ATTACHMENT 13

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 MHCCP 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 AND PREVENTION MODEL PARAMETERS
NSW by Age Group

21o4

5to11

12lo17

POPULATION

MENTAL HEALTH CLINICAL CARE AND PREVENTION MODEL PARAMETERS
NSW by Age Group

1810 64

POPULATION

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.
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SUMMARY OF RESOURCE PREDICTIONS

Employed Clinical Staff
MENTAL HEALTH CLINICAL CARE AND PREVENTION MODEL PARAMETERS
NSW by Age Group

181064

POPULATION
100,000
4,285,000
63%

V2006

57.8
84.1

2.1

RATIO

5,141
70%

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
Health 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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BEDS AND PROGRAM PLACES
MENTAL HEALTH CLINICAL CARE AND PREVENTION MODEL PARAMETERS
NSW by Age Group

>ow1v

18 to 64

POPULATION
StandarE._p~e~-1!~!:~----

100,000
4,285,000
62.9%

,.·,v2010 ,

V2006

V2006

4.5
4.5
0.0
0.0

49.7
30.9
5.4
13.4

62.2
31.8
18.8
11.6

48.3
24.6
13.0
10.7

0.0
0.0
0.0
0.0
0.0

386.6
0.0
358.7
27.8
0.0

5.0
0.0
0.0
5.0
0.0

4.6
0.0
0.0
3.1
1.4

V2006
ALL HOSPITAL BEDS

PROGRAM PLACES
PROGRAM PLACES
Various age-specific CAM HS, .. ____________ _

_ Supported Livin!JJ_n_!.~~-~mmunlty (HBOS & L-HASI) __ _
Supported Living In the __~~!"~~~!¥1~~~-~!_! above O_!:~~~-·J__
RACF Parblershlp (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 TABB.
• 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.
• 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.

EXHIBIT 63

WIT.900.005.0063

SUMMARYBYAGEGROUP
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
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PREDICTED RESOURCE REQUIREMENTS FOR AGES 0 and 1
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PREDICTED RESOURCE REQUIREMENTS FOR AGES 2 - 4

Persons
Age 2-4
Population

MH-CCP
23-Aug-10
100,000

CLINICAL STAFF (FTE)
-- --- ·------

c11ec1<---·~--------------

59.11

----

NON -INPATIENT CLINICAL STAFF
Ambulatory Care

2011

2016

2021

261, 709

286, 162

297,620

309,522

__ _c_:::=-15_55 iI_

58.73

onlyJ+i-_1:'13()~~

2006

I

154

t~~J
- I __

I
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J7§J
- I . _ __!.?l.
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I

58.08
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1
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PREDICTED RESOURCE REQUIREMENTS FOR AGES 5 - 11
Persons
Age 5-11
Population

MH-CCP
23-Aug-10
100,000

CLINICAL STAFF (FTE)

59.51

NON -INPATIENT CLINICAL STAFF
_ ~bulllt()l'_YCllr_El(Jnly (+i-_H_El_Ol>)

56.85

--~~~~~n and prorrn~!'?!l__ _

_

~u1ato_r~_t.11LD

12.28
6.80
9.60
28.17

____ _

Arrbulator_)'_MO[)ERATE __ ~ ____ _
Arrbulatory SEVffiE(except as below)

--- - -~.!11!J.u1alorv cai:e-arounCilnf>auenlepisoc!es~
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__ __ _<YL to ED attendersj_irJclu_d_irl!l_ll_On~adiritl".d ~
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------------
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---
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- I

other Non-Acute

Acute IP Beds

2016

15
2.34

----

2011

-~98 I__ -~g_1_J_

63.86

---checK ______ ----- - --- - --- ---- - ---- --- - -

2006

-

--

11

0
5

13

I

__ LI

8
8

8

71

__ J

14

--

- I
12 I
12 I
I

12
12

_I

1!?1

12

sl

5
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PREDICTED RESOURCE REQUIREMENTS FOR AGES 12-17
Persons
Age 12-17
Population

MH-CCP
23-Aug-10
100,000

CLINICAL STAFF
(FTE)
ChEfck
- - - - .. - ____)l._rn buli11<>_ry_Cii_~e __ci11!y_ {+/-_H_B_c:>~)

2006

2011

547,991

556,740

2016

2021
587,153

559,833

176.31

966 I
-- ·;- T

982

I
I

987
---:--

II

130.25

114

I

125

I

129

I

765

104.73

!.!~~~~~-~~-P!.9~!~t:i-

12.28
6.62
11.22
74.60

ft.rr!J_lllatory _Ml_L_D_
An_bulatory ~_[l!3'1/\TE
Anbulatory SEVERE(except as below)

~~~~I at~_r}i-c;:a·~~rC>Uiid_ llliJ:atie=6f_~Eisodes

25.52

GIL ~ El)_att_ell(f~rs j'1_ckl_cl_ln11_n~n:adrriJted ~L
gl_{?_f'atkin{s_ln -~eneral becls
___ ___13P(12-17)AclJ!E>_ ____ _
Other Acute
------------·-----BP(12-17) HLS_
other Non- Acute

--==~Amb_11l_iil<l_ry_~p_ii_aiil0i_ll_~~l"aiil_fil~c~~-===-

_

INPATIENT CLINICAL STAFF
__BP(12-17) Acute
----

other Acute
---~-----

--

,,

________

----------

-

__ ---~}12-17)HLS _____ _
other Non-Acute

PLACE-BASED CLINICAL STAFF

BEDS & PROGRAM PLACES
HOSPITAL BEDS
Acute IP Beds

I
151 I

I

- I
154 I

I
I

154

I

162
162
85
29
55

Al other Acute

ii0r1-=t.:c-u10 i-Psecis

77
41
36

PROGRAM PLACES
Non-MH Resources

-- - -~PfJC!f1l_~_/J___oo/f'l_a<;_e_~
f'ri~leli_05p~/;l/ f!'<l_E_

General Hospital Beds

6
39
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SUMMARY RESOURCE REQUIREMENTS FOR AGES 0 - 17

1,~fl.I

_---fl~vent~.?.~J~E-~~!~f!
.~.rr!Jll_lato!.!'~E

···

...

..Arrb."lilt()!Y~~TE..

225
124
173

2151
11~

1·

165

f

aiiol

AniJulatory SEVERE (except as below)

...... .A~~~~~icaieB:r.<Jlln]iilJ>~ien1 epl~~es

838

1.ilf I

175

aj

()!-_!CJ ED atte11<J"'.sJirJc:.lu.dirilJ.non:adrriJ~e.d F£C:C)

48

<Y.l:.to_f'iltients in.~eneral b.e<ls
Patients in MH Beds

1i1

8

50

f

I

·11

.. J.!ii.l!ull)l()~S.~P!l()r!for Progran1 Places

iI

INPATIENT CLINICAL STAFF
Acute

. . .150
124

PLACE-BASED CLINICAL STAFF

15

177

I

185

163

I

171

14

Various age-specttlc

HOSPITAL BEDS
Acute IP Beds

130

I

14

BEDS & PROGRAM PLACES

t .... ..!152.

I
I

15

89 f
····~1_

93

69

72

..

.. 1'Jf'(12-17) (use of Acute beds)
Other Acute (rerralnder of Acute beds)

- Non-Aciiii;wsecis. · ··· ······· ···-·· ·

f

74J
39
·351

ii

I

15

J

14
Varlous age-specific

21

14

I

41
36

15

.:.. I

Non-MH Resources

.f3peclal :O.Chrx;f.!lac~s ..

14

Priva~fi~sr.~aJ..8eds
General Hospital Beds

6

51

Til

15

.521

54

6J

6
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PREDICTED RESOURCE REQUIREMENTS FOR AGES 18 - 64
Persons
Age 18-64
Population
CLINICAL STAFF- (FTE)
Che-ck · ·-·--· - _

MH-CCP

2006

23-Aug-10
100,000

80.90
5.04
5.80
16.76
27.09

____ _

Arrt:Juatory SEVffiE(except as below)

__1>.iii:~lil!iiiri~a!~~~O:~il<Eilll~I1!;_nffiJl5Q_c!Ei!l

23.83
1.70
1.81
1.65
17.87
0.75
0.05

E:lf'(1_8~~~)__
other Acute
l\\on-Acute
VLS (Fartnership tirre only)

~--~----~~·~--

-.4mt1iilalory supportlor-i'ro9ram i'iaces

- §_<::_'=:1:<!. 'h':(1.5 -2.5 h~k):-=:=-=-:=-=:::--~-=- - -- --

2.37
0.66

HBOS (Nil specfo - HB0S_al'!'ll<l_s_to_fl_n1_clirlical__!l1i(;\<aJl_eL
L-HASI and ec SLC

0.66
1.40
0.19
1.21
0.31
0.29
0.02

j}:JE"HJ!Jf!°I:S::-:!2f;"~;_lviE1

_

~};~_!rxlir9li-(~~i5~!W1'>

________

___ _\1-HASJandeg~LC ~----- _________ _
X-HASI and eq SLC (Partnership tine only)

INPATIENT CLINICAL STAFF

88.80

Acute IP Clinical Staff

-------~------------

7.78
0.73
43.30
5.77

El_f'_(18~2_4)

FNO

Al other Acute

Non-Acute JF>CJir11caTs!att

9.62
21.61

_'{~fiJ::~iii~aif{t;_s[cl}r1Jca i_slii_ti -

9.82
11.79

VLS IP Beds-Pehabilitation
VLS IP Beds-Extended Care

PLACE-BASED CLINICAL STAFF

2.88

X-HASI and ec SLC
BEDS & PROGRAM PLACES

30.94
4.25
0.40
23.66
2.63

_

Acu~-~~~,;jye(10"/o)_ __ _

-----Non-ACiiiefP8eCls-

5.37
13.42

~',l_i:i:y}:on_!_!~slay <'l~C: =

5.37
8.05

VLS IP Beds-Pehabllitatlon
VLS IP Beds-Extended Care

386.58

PROGRAM PLACES
____!3LC-Lm.v__(_1.5_:~~5_11~_1>YkJ_

3,884

I
- -2351

_

2,548

2211

2_,fl~
242

~I

~I

m

7S5

l81

805

_1_,1~

I

L_

I

- -fff -

~~si I

I

1,220

I

{o73

_iii_
~~~I
----~!_
__3J -- ·2:r
1021 =_-:_: TQ!t -- -3aJ

I
13T

_'7_1 I
~5. l

~5~1

-~I
111 I

-11-4
32
32

ifi

-91
54 I

651
91
- 56-1

141

14 I

-15

3,999

4,137

- _

_:i11 _
1,856

1,950

~48 I
412 [
927 I
4211sos 1-

_ ~~ii
- 4331
973:
442 i
531 i

I

-~}

-3iT

-

q:r= - ~r=: ~F~
I
I
I
g,~~J- - 2,~ 353 0-_1 1 _2,~~-1
I
I

19

~If-

631 -

___ 52

82
87

_3_~J

====---}![t_ - -!() j
60 I
-~r

1,301

1~1:;1:4

841

)6§_ I

5_13[

_

?H

821

71 I

I

1, 110

·111

781

I-

129

34

I

I

2,oi7

9

58

1

~

4,264
35

I

2,o]9 I

-~~= I

277

_ ~_11 I

462

1,~!J

1,0011

-. 4581

472

549 I

566

I

138

134

I

_2,7_3_~_:__-1

I 19,648 I 20,321 I 20,948 I
I

---_:;-11
1,~~-1
1,014

I

-1;3 I

2,239

I

1

- ·~~-1

!iii

1,2?5-i _
118J

230 I_
345

I

242
363

I

11,409

16,575

1

I-

I

2,311

I

2,387

1

- '-~li

204

ii1 _
1,102 1

19

-1221

i~a_f:

126

_-~2§. I _- :

258

644

250 __ _ _ __ _ 25 s
387
375

I

18,011

I

18,561

358.75
328.27
30.48

----- HB~------------------l-HASI and ec SLC

20.33
4.88
15.45
-

234
742

360

7.51
2.50
5.01

120
241

Non-MH Resources
Ji!!.~I'!f!_fiome Bed~
f'_riV<J~H_O~f1.ila]BiJ_<fE
General Hospital Beds

I

3,769

I

-:~~_I
____ -i42I
_ ~'7§ L
- ~o_.t 1:-

AH other Acute

-•: si::c:Hf9ii(S-12hr-~t.;;k)
_ M-HASI and ec 81:<2 ___________________ _
H-HASI and ec SLC
•-- §LC-',f_EOJ:'i_ High (~-35 hr~/;.;k) __
- -~-±!"SI an~ ec SLC X-HASI and ec SLC

-

I

?1_9

2,132

-

~C_ut.,_(90o/o)_

4,801,318

~I

18,101

49.72

_

~--

4,658,946

2.88

Acute
IP Beds
------·- --·----- --El_P.!_18,~24)

2,463

123

436.30

HOSPITAL BEDS

FNO
---------

3,643

3,808

57.57

--

I

~3_4_5_J
2161

1,0221

~~13J_'ltlel11ci"rs_iilc:_klcf_'1g no_n-'1_drrilted_F£_CC)
_Cll,_to Patie~ts_ ln_gener_al ll_e<ls_

-- .M:_HA__§!~cJ eg_~c:_ _
H-HASI and ec SLC

4,503,295

3,469

54.69

f'"~V~!"jt!o~ ,a!J~. ~~~~!~n_
Arr!Juatory "1Jl()

___

4,287,672

2021

172.57

NON -INPATIENT CLINICAL STAFF
~JllJJatory Cal'El_ only (+f:_':l[3Q!>} __ _
!-_niJu_l<il_orX_IVi}_~IE:

2016

2011

o.oo

J

...

3.25

139

146

1521

156

4.31

185

1941

201 I

207

j

I
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PREDICTED RESOURCE REQUIREMENTS FOR AGES 65+

883
Ambulatory Care only(+/- Age care packages)

415

__ _--~~~~~~~~d e!?_rTE_~?-~

f\.rri:>IJ~lcJrLfvlL~

28
62
252

.

:"rri:JuJ<itory~~El1fl:r!'
Arrbulatory SEVERE (except as below)

~fll§i_a1c1;y---_~~~(J ~-~tiii:c[lnp~ii;;:rlf

73

;;:eirod;;:s

232

9'i-_~o_E!)~ttend_er~jirullll<J'1£J"O~:.•drritte<J~l.

44
36

Acute in SMl-OOP unit
---------------·-

72

59
--

-

.l'J<)~±-c:~leJ!o'J)

5
16

!8~S~JB_F'SD)
VLS

ArllbUfaiOrjSUPPOrifor Program PiiCes
- . - . SLC-!,9~ (1.S:2~shrs_.;;,-i()- ~---~=-~ --~-=--~-

_

22

.J:lll_<:JS_L~f'.e<:!f.k'~rl!l_os_"l'f'lies to"_n~ cfin_iciilp~c:lo>~e)
L·HASI and eq SLC

.st:c-=-t:!f_gii
.. -···

tf'i211r~/w_ki

_

M-HASland_eqSLC _
!+HAS! and eq SLC

~~C:.:V_!l.ry fii~h.J.J.6.:j~~,.;;,k[ .
,OP:~~! (eq V:Hf\_S9and eq SLC
X·HASI and eq SLC

__ ... RA<::_F stay~=-=-

22
22

-- ______

214

.. G'L to res_k!eJll~ w Ith flli.nnary Ml in R'.CFs ~_o.nly) -··-·
f/H.AACF partnership (Ml and BPSD)

96

118

1,337

INPATIENT CLINICAL STAFF
Acute IP Clinical Staff

776
250

Acute In SMiSOP unit

526

.. 314

·- ·Non-Acute IP ClinicaTsla!f'

64

Non·Acutel_lo'J)
lBASIS (BPSD)

249

very-L.oii9SiaY. (VLs) cTiiiical sian

I
644 I
6441
.. - -T
2,934 I
591 I
644

.f!~g:'_l"il_r_t_n~rsll~.
~AAS!.Pfillnershlp (Ml and BPS.Pl. .

X·HASI and eq SLC (DJH operated ffi24 units)

BEDS & PROGRAM PLACES
HOSPITAL BEDS

248

I

864

752 j

864

152

152 i
--T

3,430
691

I
I

Acute IP Beds

864

3,938
793
410

------~~---··

Acute in general adult unit

105

-~~~-~-in ge~~~~~~ -~~ --!:!~~~~":~ i~ O!~ ~-~- ~--~-~-~~ ~ -~~f?)

27
234

Acute in SMliSOP unit
Acute In SM-iSOP unit - ntensive (10% in M, 30% in BPSD)

Non-AcuieTF> 00& ---

44

····· ····· ······· · ··· ··

214

...Non-~ule (Ml).
lBASIS (BPSD)

44

veryToii9.slav (Vi..sj ·
HBOS
L·HASI and eq SLC

SL~filgJ:!.J~.:-1.2..h.rs_N,-i()
_ M-Hf\Jll.fll1~ eq ~LC
!+HAS! and eq SLC

_

_

.....• ~0-YeryHiQfi·JI~:i.5..t;!stwkl_

266

OP·HASI (eq V·HASQ and eq SLC
F!ig:i'~!'a.riil~r~lP,s-

266

·· - -

.2!67~

f/H.AACF partnership (Ml and BPSD)

2,879

I

Non-MH Resources
Residents v.ith primary Ml In RACFs (Ml GIL only)
- PriWiteHospitaTblids(Mloni.0..-- ·--··-·--·

... _r·
I
40\

. 8,976

10,168 .
45·

I

11,881 I

-521-

13,648
-60
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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 illnesses 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 illness/es that lead to significant impairment. A history of school nonattendance 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 CAM HS 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 follow 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:
•
•

•

plan an admission to accommodate the individual characteristics of the young person;
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);
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 illness;
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 treatment 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:
•
•
•
•
•

•
•

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 illness with primary
diagnoses 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:

2
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• 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);
• 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 Components

Key Elements

Comments

3.1.0
Working with other service
providers

3.1.1
The Rivendell Unit will develop
and maintain strong partnerships with other components of
the CAMHS network.

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

3.1.2
Shared-care with the referrer
will be maintained

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.

3.1.3
The Rivendell Unit will develop
and maintain partnerships with
other relevant health and nonhealth services that interact
with young people with severe
and complex mental illness.

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 management of eating disorders,
adequate nutrition, obesity,
interactions with psychotropic
medications etc.
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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.

3.1.4
Rivendell Unit staff will comply
with NSW Health policy
regarding mandatory reporting
of a reasonable suspicion of
child abuse and neglect.

Mandatory child protection
reporting of a reasonable
suspicion of significant 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.

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

3.1.6
Provision of appropriate
educational services.

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.

Kev Components

Kev Elements

Comments

3.2.0

3.2.1

Referral, access and triage

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

3.2.2.

Kev Components

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

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

Kev Elements

Comments

3. 3.0

3.3.1

Initial Assessment

Assessments will be prompt
and timely

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

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

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

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.

Assessment begins with the
referral and continues
throughout the admission.

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

3.3.4
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 illness.

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

3.3.5
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.

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

3.3.6
Development Assessment:
The Rivendell Unit will obtain a
comprehensive understanding
of developmental disorders
and their current impact.
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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 young
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.

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.

Physical examination will occur
within 24 hours of admission.

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

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

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

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

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

Kev Elements

3.4.0

3.4.1
The
decision
to
offer
admission is made at the
multi-disciplinary Admissions
Meeting.
The
immediate
management plan (ie need for
and
further
information
planning for the admission,
which usually includes DET) is
made.

Admission Decision

Comments

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:
(i)Adequacy and availability of
community treatment based on
a thorough treatment history
from service providers and
carers with a view to assessing
the likelihood of therapeutic
gains
by
attending
the
Rivendell Unit
and the
likelihood of the young person
to
experience a positive
therapeutic outcome.
(ii)Potential for treatment at
Rivendell Unit to assist with
developmental progression
(iii)Potential adverse impacts
on the young person of being
admitted to the unit (e.g.
isolation from existing supports
and/or cultural connection).
(iii)Potential 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.

3.4.2
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 process monitors changes
in acuity and the need for
admission to help determine
priorities for admissions.
The assessing clinicians can
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Unit.

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

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.

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.

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 Components

Kev Elements

3.5.0
Pre- Admission Meeting

3.5.1
A pre-admission meeting will
be organised when an inpatient
place becomes available.
3.5.2
The preadmission meeting is

Comments

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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used to negotiate the:
• goals of admission
• rights and responsibilities
• 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 Components

Key Elements

3.6.0

3.6.1

Risk Assessments

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

Comments

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).

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.

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.

Kev Components

Kev Elements

3.7.0

3.7.1

Care Plan

An Initial Care Plan is

Comments

During admission, young
9
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developed in consultation with
the young person and their
family/carers on admission.

Key Components

Kev Elements

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
person's own qoals and values
Comments

3.8.0

3.8.1.

Clinical Interventions

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

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

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

The therapy is modified
according to the capacity of the
young person to utilise the
therapy, developmental
considerations and stage of
change in the illness.
The therapist will have access
to regular supervision.
Comments

Key Components

Kev Elements

3.9.0

3.9.1

Psycho therapeutic
Interventions

Psychotherapeutic
interventions may include :
• individual verbal therapeutic
interventions utilising a
predominant therapeutic
framework (e.g. Cognitive
Therapy).

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.

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

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

• individual supportive verbal

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

•

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

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

Kev Components

Kev Elements

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;
• logical consequences;
• distress tolerance activities;
• use of level system;
• use of sensory room.
These maybe implemented
individually and/or in groups.

3.10.2
Patients who engage in selfharm 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

Comments

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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behaviours to others include:
verbal de-escalation
use of outside environment where safe.
increased visual
observation;

•
•

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

•

•

de-escalation techniques

•

development of a
management plan targeting
the specific
behaviour/symptom

•

use of medication to
relieve agitation/aggression

Kev Components

Kev Elements

3.11.0
Psycho-education
Interventions

3.11.1
Psycho-education includes
specific or general psychoeducation on mental illness
and normal development in
young people.

Comments

Available to young people and
their parents/carers.
This includes the sexual safety
group and the protective
behaviours group.

Kev Components

Kev Elements

Comments

3.12.0
Family & Carer Interventions

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

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

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.

Evidence for effectiveness of
the intervention and
interactions with staff will be
reviewed.
Therapists will have
recoqnised traininq in family
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Key Components

Key Elements

3.13.0

3.13.1
Interventions are provided to
promote appropriate
development in a safe and
validating environment.

Interventions to Facilitate
Tasks of Young Person
Development

therapy and access to
continuing supervision.
Comments

Individual based interventions
are provided to promote
development in young people.
Group based interventions
recognise the developmental
stage of the participants.
Interventions are provided
under the clinical direction of a
nominated clinician and have
defined goals.

3.13.2
Individualised educational
programs will be developed

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.
is
The
school
program
determined by the School
Principal
after
continuing
consultations with clinicians.
The Rivendell School will
contribute to life skills
programs to prepare the young
person for work skills or
transition to the community.
Comments

Kev Components

Kev Elements

3.14.0

3.14.1
Medication will be prescribed, Across all treatment settings all
administered and monitored as prescriptions, dispensing and
indicated by clinical need, and administration of medicines will
will involve shared decision comply with NSW Health
making between the treating policies, guidelines and
team and the adolescent and standards.
their family/carers.

Pharmaclogical
Interventions

Administration of medications Education is given to the young
will occur under the direction of person and parent(s)/carer
about medication, potential
a consultant psychiatrist.
benefits and potential adverse
effects.
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The medication management
will be informed wherever
possible by evidence based
medication guidelines. Where
needed, strategies focussed on
medication adherence will be
in place.

Kev Components

Key Elements

3.15.0
Other 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.

Kev Components
3.16.0
Physical Health
Interventions

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.
Kev Elements

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

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

Comments

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

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

Comments

3.17.0
Care Coordination

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.

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

3.17.2
The Team will be responsible
for:
• providing centre
orientation to the young
person and their
parent( s)/carer(s)

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

•

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

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

•

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

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

•

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

•

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

•

Key Components

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
Kev Elements

13.18.0

3.18.1

Clinical Review

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

Comments

• Weekly clinical reviews are
documented on Care
Review Forms.
• Care Plans are formally
reviewed and updated at
intervals ideally of two
weekly, but not more than
monthly.
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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.

• 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.
• 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.

3.18.3
Ad hoc case review meetings
(mini team meetings) may be
held at other times if clinically
indicated.

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.
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Kev Elements
3.19.1
Rivendell Unit staff will enter
and review all required
information into GERNER 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

Comments

• progress notes will be
consecutive within the
clinical record according to
date
• personal and demographic
details of the young person,
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, 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.

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
Outcomes Scale for Children
and Adolescents (HoNOSCA),
the
Children's
Global
Assessment Scale (CGAS) and
the Strengths and Difficulties
Questionnaire (SDQ).

• 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
• Outcomes data is used in
developing and reviewing
recovery plans.

Key Components

Key Elements

Comments

3.20.0
Discharge Planning

3.20.1
Planning for discharge from
Rivendell Unit should
commence when the

Discharge planning should
address potential significant
obstacles e.g. accommodation,
enqagement with another
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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

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

•

•

•

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

3.20.4
Discharge summaries need to
be comprehensive and indicate
diagnosis, treatment and
Interventions provided,
progress of care,
recommendation for ongoing

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.

• 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.
• 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

•

• The Registrar, Case
Coordinator and key
clinicians will prepare this
letter and the Consultant
Psychiatrist is responsible
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care and procedures for rereferral.

for ensuring that discharge
summaries are sent to key
health 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 assessment/
management information.
This will be prepared by the
clinicians involved in direct
interventions.

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 rereferral.
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.
Kev Components

Key Elements

3.21.0.

3.21.1
All appropriate community
based support will be coordinated 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

Transfer/Transition of Care

Comments

• 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 young person and
ensure
the
early
engagement of all service
providers in ongoing care.
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The Rivendell School will be
primarily responsible for and
support school reintegration.

3.21.2
Depending on individual needs
and acuity some adolescents
may require transfer to another
child or adolescent inpatient
unit

Kev Components

Key Elements

3.22.0

3.22.1

Continuity of Care

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.

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

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

3.22.2
Responsibility for emergency
contact will be clearly defined
when a young person is on
extended leave

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

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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Kev Components

Key Elements

Comments

3.23.0

3.23.1
A multidisciplinary team
approach to care is provided.

• 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.

Team Approach

3.23.2
Staff employed by the
Department of Education and
Training will be regarded as
part of the team.

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

Key Components

Key elements

Comments

3.24.0
Working with families, carers
and friends

3.24.1
Adolescents and carers will
contribute to continued practice
improvement of the service.

•

This will occur via:
and
carer
-consumer
in
participation
treatment
collaborative
planning
- young person and carer
feedback tools
- young person and carer
feedback will inform staff
training and service
development.

3.24.2
We will work collaboratively
with families and carers.

•

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 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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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 Components

Key Elements

3.25.0
Peer Support Services

3.25.1
All young people will be offered
information and assistance to
access local peer support
services e.g. Reach Out,
Twenty 10, Black Dog.

•

•

•

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

Peer support services may be
provided by internal or external
services.

4. Related services

The Rivendell Unit is part of the CAM HS network of services in NSW and as such maintains strong
operational and strategic links to other CAM HS 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 non-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 CAM HS 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 facilities - community clinics, inpatient and day
programs, alcohol and drug services and forensic outreach services
• medication management
• 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 CAM HS 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, professional 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 illness
service evaluation and research are prioritised appropriately
young people and their family/carers are involved in all aspects of care.

*********************
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Coming to Walker.
Folluwing 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

WIT.900.005.0097

How we can help.

independence, confidence and social skills

Treatment at the \!\Talker Unit is provided by a

and reflect normal adolescent activities.

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.

longer need to be under the Mental Health Act.
Their family then can help them make decisions
about their care.

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.

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.

Our building is secure, so people cannot walk in or

The Rivendell School runs a learning centre within the

out whenever they feel like it. Many young people feel

\!\Talker Unit staffed by teachers and school learning

nervous about admission: they worry about missing

support officer. The staff members involved will depend

their family and friends, sleeping away from home,

upon our assessment of what is most likely to help.

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.

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

Art room
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SYDNEY SOUTH WEST

THE WALKER UNIT

AREA HEALTH SERVICE

Concord Centre for Mental Health

NSWiHEALTH

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 illness, 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 setting, 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:
1.
2.
3.
4.
5.
6.
7.
8.

Developmental history
Family history, assessment of the family system and past family interventions
Psychological treatments
Educational and Occupational history, educational I 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

2
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Referral Details
Referring Agent Details
Referrer Name: ............................................................................................................. .
Designation: ...................................................................................................................
Organisation: ..................................................................................................................
Health Service: .............................................................................................................. .
Contact person for this referral (if different from above): ............................................... .
Telephone Number: ...................................................................................................... .
Fax: ................................................................................................................................
Email: .............................................................................................................................
Details for Teleconferencing Facilities: .......................................................................... .

Client Details
Client Name: ..................................................................................................................
Date of Birth: ..................................................................................................................
Address: .........................................................................................................................
Gender: ..........................................................................................................................
Mental Health Act Status: .............................................................................................. .
Care (legal) status: .........................................................................................................
Address patient will return to: ........................................................................................ .
EducationalNocational Status: ...................................................................................... .
Primary Carer: ................................................................................................................
Address of Primary Carer: ............................................................................................. .
Telephone number for Primary Carer: ........................................................................... .

3
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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.

Y=Yes

GENERAL RISK FACTORS
Background factors

y

I

N

I

UK

Major psychiatric illness

Current factors

N=No

UK=
Unknown

y

I

I

UK

y

I N I

UK

y

I

UK

N

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

I

N

I

UK

Previous suicide attempts

Current factors
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
Previous incidents of violence

y

I

N

I

UK

Current factors

N

I

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 I Aggression Risk Factors

4
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FAMILY RISK FACTORS
Background factors

y

I

N I

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

y

I

N

I UK

y

I

N

I UK

History of predatory behaviour by a family
member

Further Discussion of Identified Family Risk Factors

OTHER VULNERABILITIES
Background factors

y

I

N

I

UK

Current factors

History of absconding

Desire/ Intent to leave hospital

History of sexual vulnerability

Vulnerability to sexual exploitation I abuse

History of financial vulnerability

Current delusional beliefs

History of falls

Physical illness

History of harm to children

Parental I carer status or access to children

History of blood borne virus infection

Non-adherence to medication I treatment

Further Discussion of Identified Vulnerabilities

Protective Factors

Global Assessment of Risk

High

Medium

Low

Suicide
Self harm
Violence I Aggression
Vulnerability
Absconding
Other

Current Risk Management Plan

5
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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 pu~1li:Ri1r\Ti,~ntal health services
1
in Queensland.
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1
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•

The template for the individual MOS has been developedf
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the UK Department
11t:
~. fl/ --· 1,.,
of Health document 'Mental Health Policy lmplementatibn GuideHJCommunity Mental
1111
, i: \ITI111 q
/:·li['I!!;,/r, I>
Health Teams '
[http://www.dh.gov.uk/prod consum dh/grou~~/Hh dighalassets/@a'M~,,~ n/@ps/docu
ments/digitalasset/dh 085652.pdf]
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A model of service is being developed to describ~·fotgq~'lt~arn/service
com ponent of the
.,j
public mental health service in Queensland. It is a 'liYij!iJJ,' document.
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Generic informaii~;~ ~Jgarding 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 NManager of the Model of Service Project Leianne McArthur at Leianne_McArthur@health.qld.gov.au or 0439924992.
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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 and, ,j~EtY have the potential to
11
carry the greatest burden of illness into adult life.
'' ,
11, ~ ' ·
:'.ifi,ll,'

The Child and Youth Mental Health Service (CYMHS) Ado,\~~d~:ritrr ;Extended Treatment and
Rehabilitation Centre (AETRC) is a statewide service p~qviding'', !l§Ri~cialist multidisciplinary
assessment and integrated treatment and rehabilitation to a,S),olespents be@@l?n 13 and 17 years of
1
age with severe, persistent mental illness/es. The majgirity tqf 'adolescenf$:!11present with severe
psychosocial impairment as a result of their mentc;i,l'.iillness/es, and preM~;'fo<i!tions are often
complicated by developmental co-morbidities. Mapy'~~lso expeJience chronic 'MqiHy, 9ysfunction,
which serves to exacerbate the severity and persisten'q'~;"9! the di~qrder and assocra:l:,~a'disabilities.
'

. 1n,~ 1 l1 1 'r

11 1

1J Wi'ii _

_

.

_J. 11 •

The AETRC is part of the Statewide CYMHS continuuh1!i1of,
Q~re that includes community based
ii/ 1
treatment teams, Adolescent Day Programs and Acute Chilsl'.i:\ild Adolescent Inpatient units.
'I

'i;I !,' !J

I'.' ITT'

!J

I

~I ~ !~ /f,,,,

Treatment programs undertaken by the ~R/~J;ilP, will include a'ri),,if3~1ten9,ive range of therapeutic
interventions and compreh~nsive activities 1 1 fb'Y!~lc{~pl~t, ,i~ the dev~,j ~~ment and recover~
the
adolescent. The program will follow structur8ip pffas~~J1 /:n~~rporat1g@ assessment, establishing a
therapeutic alliance and developing realistic t~erapeU,t1c
goals:,"treatment,
and assertive discharge
/!J,
f_, (•
_If)~ -T'J \Ji
planning to facilitate reinte~~~~,j~g ,P.~ck to commgqiW based tr~q,tment.

1

1
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1
The key functions of <,!l])),t\ETRC at~:~11
J
1
• to plan an admis~ id'ri.;!9 ffc1CComr'fip8ate the indiviB,u.9,l,,characteristics of adolescent.
• ensure a level of adr'rll~~ipn cq@~i,~~\'l,nt with le~Wtcrestrictive care and capacity to access the
service .. ~~~,~} ,?f ,~dmissrqij,riilr 'faAQ~ i,f(:q,npR,~~y 'adm~ssi_on to partial hospitalis~tion to provi?ing
24-hou,r 1,11pa11ert;1~~rn for aaHJ~~cents w1tf1Hh1gh acuity 1n a safe, structured, highly supervised
0
and fil·I•!
su.'p'·'portive eliVrnbh't"Dent.
'11/'I~
11.~ '.l~I' /i,
!! . :;r '1ii'1·
• byUq'/,jwpon existing· ~e,qL!ropreheri$.if{~,.,9ssessment of the adolescent (obtaining a thorough
treatH\l~N history from s~1'i,ce pro~i~ers and carers) with a view to assessing the likelihood of
therapel!Jfi¢,gains by attenC!Jiflg AETRC
• flexible ah~ ~r~rgeted prog~;~1tfis that can be delivered in a range of contexts including individual,
school, conir!l~hity,
group rn;ahd family.
Li
• provide
'i1/~Q,
.Jw
/ 1)_;:/
1-i-JI
o individl!ii;\IJ}!,~tailored,
o targeted/.Jiii 1
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
• provide a range of interventions to assist progression in developmental tasks which may be
arrested secondary to the mental illness
• 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

1

'•l[

1

1dil·1L

)!..

i
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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.
• 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:
• 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.
. tr! \1/,,.
1
• provide treatment and rehabilitation with an appropriate timefram<;?ir;(:fh s'pecific cases when the
admission exceeds 6 months the case must be presented to theii ~take panel for review 6
Hi:~_ 1!: /!i~f: f11
' ' )
mont h after adm1ss1on .
:IF'
, f'J, i::
• provide varying levels of care on the basis of acuity of beha;V,,iours aS$G~iated with mental
illness; with consideration for the safety of self and othcgr:1Pi1an~d1,after con#(p,~ration of the
' ::(~
adolescents capacity to undertake daily self care ac~i1 \(iities ·,
• assist with establishment of care systems for trarn;.ifion to the community
1

1

1
'

u.~:·~/11'

• for ?.
lijllli
• th e service
2 . Wh o 1s
1,d;1
The AETRC is available for Queensland adolescents:
'111 1
·'
Ill #: ~i
• who are aged 13 - 17 years
'·r' :11 if, 11
mm
• who are eligible to attend high schooP:1.W ,"• ,
'1':, f1 ;1,,
1
• with severe and complex mental illness f · 1 i1IJ~ ·1..
' 1 ~'M 1'1111
• who have impaired development second~ry%~{b~~,lrt,'!1ental illne§~h 3'
11
• who have persisting sympton;s and fundi~.~al imp~!n11,~p.t despi~~ pre~ious .treat~ent d~livered
by other components of child and adole~,cenr;mentaJ1)l 1 ,p.r1f\lth services 1nclud1ng child and
ad?lescent psychiatri~nJH~)Jlr:n1;~s com.muriit~ felinics, Ev~l:l/e, day programs, acute inpatient
'
child and adolescent mental lil'ea]th services ;,,
• who will benefit ~;,9~ r/ange d~~11jnical .in.t~rve'~1ipns"
• who may have· a rq.I))~~ of ~9i-morb1d1t1es 1nql1 ~~1ng developmental delay and intellectual
·' W,, rnH·1n1 LJ, 1!1 ij (1~i/ :11~' ..n 1.
kJ
impairment
. Jil
1
11
1
,, u pm ,11~, .
"Hrg ,;' , · 'ii, ~ih /j 1~ ,;.'.
Severe aop.~corrfpl~!.hnental 'illo$~s in adOlescents occurs in a number of disorders. Many
adolesc,y,~fo' present 'Witrj'.)~1 ,com~l~~#111~ray, of co-morbidities. AETRC typically treats adolescent
that canH'De characterised' aslbutlined Helow:
Ll !Ji 1'i1;w--w1~
. if11~ J1i,
1-r1 iii/'
.~ •
~dt
1.•
11
• Adoiedb ~fi:ts with persisMdt deprJssion, usually in the context of childhood abuse. These
·~·~
q~
.
. .
individuals"(r~8.~entl~ h~v~1 ,~'onc?mitant symptoms of trauma eg. PTSD, d1ssoc1at1on, recurrent
self harm andij~ 11 n~ciat1v~) h'allucinoses.
1
'IJ

J

11

1

1

T.J i:J

1

1

U·"J.i 1.1i:'_'

1i1 1i1i

•

Adolescents diagilq$~·a'~with a range of disorders associated with prolonged inability to attend
school in spite of .~~tive 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.

•

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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•

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 (OCH) for specialist medical
treatment.
Adolescents requiring nutritional resuscitation will be referred to OCH. 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 co,rlsi.st of:
11
, )! I! ' t
• the AETRC director/delegated senior clinical staff
11
• referring specialist and/or Team Leader
"
• representative from CYMHS in the relevant districts.
ffl ,
, /r:
1
1
• representative from Education Queensland
:1, ~. •
'~ ';!;/
• other identified key stakeholders (including local CYMH$ as h;iquired)
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yo~ h1~t~~ople may po~J·l~onsidJ1~~ble risk to others. Admission to AETRC will be decided on

an individua1"J~~~,basis by a ip;µ1tidisciplinary review panel.
Admission risks' f~~q),~~e but ar~:lhot restricted to:
• substantiated to~ffn8,!C hiWbry of offences of a violent or sexual nature
• adolescents with O.p'.rn:tuct Disorder
• ongoing significant .$Ubstance abuse
iF

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.
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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.
,Jl

'/;!J.11'.ltJ'~. Pi

Table 1: Key components and elements of an adolescent extended t~,~atmerit''and rehabilitation
centre
,JI 1W i/1~·/;ii::i;:1 f!,
1

Key component

Key elements

3.1.0

3.1.1

Working with other
service providers

The AETRC will develop and
maintain strong partnerships with
other components of the CYMHS
network.

3.1.2

Comments
• At an organisational level, this
includes participation in the
Statewide Child and Youth Mental
Health Sub Network.

• In the provision of service this
includes processes for regular
communication with referrers in all
phases of care of the adolescent in
AETRC.
3.1.3
• 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 OCH 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.
• Dietetic services to liaise with and
advise on the management of
eating disorders, adequate
nutrition, obesity, interactions with
psychotropic medications etc.
• This may include developing
conjoint programs for youth
with developmental difficulties
or somatisation disorders
• This includes but is not limited to
the Department of
Communities (Child Safety),
the Department of
Communities (Disability
Services) and the
Department of Communities
(Housing & Homelessness)
Shared-care with the referrer and
the community CYMHS will be
maintained.
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Key component

Key elements

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
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Comments
and Education Queensland
• Mandatory child protection
reporting of a reasonable
suspicion of child abuse and
neglect.
Hyperlink to:
• meeting the needs of children for
whom a person with a mental
illness has care responsibilities
[http://qheps.health.qld.gov.au/me
ntalhealth/html/careofchild.htm].
child safety policy
[http://qheps.health.qld.gov.au/mh
alu/documents/policies/child_prote
ct.pdf].
• mental health child protection form
[http://qheps/health.qld.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
(CALO) backgrounds and
Aboriginal and Torres Strait
Islander people.
Hyperlinks to:
• interpreter services
[http://www.health.qld.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
[http://www.health.qld.gov.au/paho
spital/qtm he/defau It. asp]
• Aboriginal and Torres Strait
Islander Cultural Capability
Framework 2010-2033
[http://qheps.health.qld.gov.au/atsi
hb/docs/atsiccf .pdf]
• Indigenous mental health
[http://www.health.qld.gov.au/ment
alhealth/useful_links/indigenous.a
sp]
• multicultural mental health
[http://www.health.qld.gov.au/ment
alhealth/usef uI Ii nks/m ulticu ltu ral.
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Key component

Key elements

3.2.0

3.2.1

Referral, access
and triage

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.

3.2.3
All referrals are made to the Clinical
Liaison,
Clinical
Nurse
and
processed through the intake panel.

3.2.4
The adolescent is assessed after
referral either in person or via
videoconference.

3.2.5
If there is a waiting period prior to
admission, the Clinical Liaison,
Clinical Nurse will liaise with the
referrer until the adolescent is
admitted.

Comments
as

• 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 to 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.
• 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 illness 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.

3.2.6
Priorities
for
admission
are
determined on the basis of levels of
acuity, 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.

3.3.0

3.3.1
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Key component
Assessment

3.4.0
Mental Health
Assessment

Key elements
Assessments will be prompt and
timely.

3.3.2
A
comprehensive
clinical
formulation is developed from the
assessment, which is refined and
updated secondary to ongoing
assessment processes
3.4.1
•
The AETRC will obtain a detailed
assessment of the nature of mental
illness, their behavioural
•
manifestations, impact on function
and development and the course of
the mental illness.
•
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Comments
health, development and family
are to be completed within two
weeks of admission.
Hyperlink to:
• mental health clinical
documentation
[http://qheps.health.qld.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
Ihttp://qheps.health.qld.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://qheps.health.qld.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://qheps.health.qld.gov.au/csu
/lnfoSharing.htm].
• carers matter
[http://www.health.qld.gov.au/mhc
arer/J.
• The formulation is reviewed and
refined at case review meetings

Assessment begins with the
referral and continues throughout
the admission.
mental health clinical
documentation
[http://qheps.health.qld.gov.au/pati
entsafety/mh/mhform.htm]
adolescent assessment form child
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Key component

Key elements

3.4.2
The Consultation Liaison Clinical
Nurse will obtain a detailed history
of the interventions to date for the
mental illness.

3.4.3
Mental Health Act 2000
assessments will be conducted by
Authorised Mental Health
Practitioner and/or authorised
doctor.

Comments
and youth
[http:qheps.health.qld.gov.au/patie
ntsafety/mh/documents/cyms_con
ass.pdf].
• This is obtained by the time of
admission.

Hyperlink to:
• Mental Health Act 2000
[http://www.legislation.qld.gov.au/
LEG ISLTN/CURRENT/M/MentalH
ealAOO.pdf].

3.5.1
AETRC will obtain a detailed history
of family structure and dynamics, or
history of care if the adolescent is in
care.

•

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

3.6.0

3.6.1

•

Developmental
Assessment

The AETRC will obtain a
comprehensive understanding of
developmental disorders and their
current impact.

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

•

This occurs upon admission and
will primarily be obtained by the
AETRC school.
This assessment occurs
throughout the admission.

3.5.0
Family/Carers
Assessment

3.6.2
The AETRC will obtain information
on schooling as it is available.

3.7.1

3.7.0
Functional
Assessment

The AETRC will obtain assessments
on an adolescent's function in tasks
appropriate to their stage of
development.

3.8.0

3.8.1

Physical and Oral
Health
Assessments

Routine physical examination will
occur on admission.

•

•

Appropriate physical
investigations should be informed
as necessary.
Hyperlink to:
• physical examination and
investigations form
[http://qheps.health.gld.gov.au/pati
entsafety/mh/documents/cyms ph
ysical.pdfl.
Link to:

'ftl

rretabolic rmnitoring
form

3.8.2
Physical and oral health will be
routinely assesses and monitored
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• Documented evidence of the
physical and oral health
assessment will be included in the
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Key component

Key elements
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:
• activate: mind & body
[http://www.activatemindandbody.co
m.au/]

3.9.0

3.9.1

Risk Assessments

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.

3.10.0

3.10.1

Alcohol and Other
Drug

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

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 11 of 29

Comments
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
• 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://qheps.health.qld.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.
Hyperlink to:
• Drug Assessment Problem List
[http://qheps.health.qld.gov.au/pati
entsafety/mh/documents/cyms_dr
ug.pdf]
• dual diagnosis policy 2008
[http://www.health.qld.gov.au/mh/d
ocs/ddpolicy_final.pdf].
• Interventions range from evidenced
for substance use disorders to
treatment of primary mental illness
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Key component

Key elements

3.11.0

3.11.1

Recovery Planning

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

3.12.0

3.12.1

Clinical
interventions

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.
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Comments
and incorporated in their recovery
Ian.
• During admission, adolescents
have access to 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 treating
team, adolescents, the referrers
and other relevant agencies.
• recovery plan
[http://qheps.health.qld.gov.au/pati
entsafety/mh/documents/amhs re
cplan.pdfJ.
• sharing responsibility for recovery:
creating and sustaining recovery
orientated systems of care for
mental health
[http:qheps.health.qld.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.
• 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 illness.
• The therapist will have access to
regular supervision.
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Key component

Key elements

3.13.0

3.13.1

Psychotherapeutic
Interventions

Psychotherapeutic Interventions can
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. 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)
• psychotherapeutic group
interventions utilising specific or
modified Therapeutic
Frameworks (e.g. Dialectical
Behaviour Therapy).

3.14.0

3.14.1

Behavioural
Interventions

Comments
• 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.
• Can be used at times when the
adolescent is distressed or to
generalise strategies to the day to
day environment
• staff undertaking supportive
interventions will receive training in
the limited use of specific
modalities of therapy and have
access to clinical supervision

•
Behavioural
Interventions
can
include:
• 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
• 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
Draft Model of Service
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Behavioural programs are
constructed under appropriate
supervision.
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
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Key component

Key elements
harm
• increased visual observations
• restricting 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
• 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
• 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.

3.15.0

3.15.1

Psycho-education
interventions

Psychoeducation includes general
specific
or
general
psychoeducation on mental illness.
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Comments
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.

•

Available to adolescents and their
parents/carers
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Key component
3.16.0
Family
Interventions

Key elements
3.16.1
Family interventions are offered to
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.
3.17.0
3.17.1
Interventions
to Interventions
are
provided
to
Facilitate Tasks of promote appropriate development in
Adolescent
a safe and validating environment.
Development

Comments
• This will include 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
- 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.

•

•

•

•

•

3.18.0
Pharmacological
Interventions

3.18.1
Medication
prescribed

•
will be administered,
and
monitored
as
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Individual based interventions are
provided to promote an aspect of
adolescent development.
Group based interventions are
individualised
according
to
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.
is
individualised
Schooling
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.
Across all treatment settings all
prescriptions, dispensing and
administration of medicines will

EXHIBIT 63

WIT.900.005.0118

ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE

Key component

3.19.0

Key elements
Comments
indicated by clinical need, and will
comply with Queensland Health
involve shared decision making
policies, guidelines and standards.
processed between the treating Hyperlink to:
team and the adolescent and their • National Inpatient Medication
family/carers.
Chart
Administration of psychotropic
[http://www.safetyandquality.gov.a
medications will occur under the
u/internet/safety/publishing.nsf/Co
direction
of
the
consultant
ntent/DODABD9912D44A14CA25
7516000FDABB/
psychiatrist.
Administration
of
non$File/20795.pdf].
psychotropic medications (including • clinical guidelines
[http://qheps.health.qld.gov.au/me
medications for general health) will
occur under medical supervision
ntalhealth/guidelines.htm].
• medication liaison on discharge
[http://qheps.health.qld.gov.au/me
dicines/documents/general_policie
s/medic_liaison_discrg.pdf].
• safe medication practice unit
[http://qheps.health.qld.gov.au/me
dicines/].
• therapeutic guidelinespsychotropic
[https ://online-tg-orgau .cknservices .dotsec.com/ip/].
• Queensland Health Medication
Management Plan
[http://www.safetyandquality.gov.a
u/internet/safety/publishi ng. nsf/Co
ntent/OAAD5CC37045BF99CA257
751001 C2543/$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.
3.19.1
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Key component
Other Interventions

Key elements
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.

Comments
• Sensory modulation is utilised
under the supervision of trained
staff.
• Effectiveness of the approach is
monitored.

3.19.2

• ECT is subject to a specific policy
compliance with Australian clinical
practice guidelines, and is
administered in accord with the
Mental Health Act 2000
Hyper/ink to:
• electroconvulsive therapy
guidelines
[http://qheps.health.qld.gov.au/me
ntalhealth/docs/ect_guidelines_31
960. df.

Electroconvulsive therapy (ECT) will
be available where indicated and
will be provided according to
Queensland Health guidelines.

•

7

7

3.20.0

3.20.1

Care Coordination

Prior to admission, a Care
Coordinator will be appointed for
each adolescent.
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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 child Os
behavioural presentation.

• 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

3.20.2
The Care coordinator will be
responsible for:
• providing centre orientation to
the adolescent and their
parent(s)/carer(s)
• monitoring the adolescent's
mental state and level of
function in developmental tasks
• assisting 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
• providing a detailed report of the
adolescent's progress for the
care planning meeting.
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Comments
• 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.
• 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

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
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Comments
• 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.
• Outcome measures and the
adolescent's progress will be
reviewed.
• The summation should include
attendees, 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
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Key component

Key elements

3.22.0

• 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

Case Conference

3.23.0

3.23.1

Collection of data,
record keeping and
documentation

AETRC will enter and review all
required information into the CIMHA
in
accordance with
approved
statewide and district business
rules.

3.23.2
All clinical record keeping will
comply with legislative and local
policy requirements
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Comments
implementation standard
[http://www.health.qld.gov.au/patie
ntsafety/documents/cimist.pdf].
• child and youth recovery plan form
[http://qheps.health.gld.gov.au/pati
entsafety/mh/documents/cyms re
covery.pdfl
• CIMHA business rule
[http://qheps.health.qld.gov.au/me
ntalhealth/cimha/factsheets.htm].
• child adolescent care review
summary form
[http://qheps.health.qld.gov.au/pati
entsafety/mh/documents/cyms_cr
eview. df
• available members of the treating
team should attend each case
conference

Hyperlink to:
• CIMHA business rule
[http://qheps.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
parenVcarer(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://qheps.health.qld.gov.au/poli
cy/docs/pol/qh-pol-280.pdf].
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Key component

Key elements

Comments

Clinical
Docurrentation

Accepted
Terninology

3.23.3
AETRC utilise the range of routine
outcome
measures
mandated
through the National Outcomes and
(NOCC),
Casemix
Collection
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).

3.24.0

3.24.1

Discharge
Planning

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
Draft Model of Service
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• 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
• Outcomes data is used in
developing and reviewing recovery
plans.
• 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
where care arrangements do not
exist, safe supervised
accommodation with adequate
supports will be sought.

3.24.4
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.
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Comments
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 to 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 to 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

Comments
assessment/ management
information.
• this will be prepared by the
clinicians
involved
in
direct
Interventions

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.

3.25.0

3.25.1

Transfer/Transition
of care

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
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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 to 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
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 181h birthday and the AETRC is
no longer able to meet their needs.

3.26.0

3.26.1

Continuity of Care

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.
Responsibility for emergency
contact will be clearly defined when
an adolescent is on extended leave.

3.27.2

3.27.0

3.28.0
Working
families,
and friends

with
carers
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• This will be negotiated between the
AETRC and the local CYMHS

• Joint interventions can only occur if
clear communication between the
AETRC and external clinician can
be established
• An example would include the
referrer providing parent support
while the adolescent is in the
AET RC
3.27.1
• Adolescents and family/carers will
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
school.
regarded as part of the team.
3.28.1
• This will occur via:
Adolescents
and
carers
will
-consume
and
carer
contribute to continued practice
in collaborative
participation
improvement of the service.
treatment planning
- adolescent and carer feedback
tools
- adolescent and carers will
inform
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

Team Approach

Comments
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.
• 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.
• Referrers and significant stake
holders are invited to participate in
the Case Review meetings
• The Care Coordinator will liaise
more frequently with others as
necessary
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Key component

Key elements

3.28.2
Every effort will be made to contact
family, carers and significant others
on
acceptance
into
promptly
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
Draft Model of Service
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Comments
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 to
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://qheps.health.qld.gov.au/lalu
/adm in_law/privacy_ docs/conf_g ui
delines.pdf].
• right to information and
information privacy
[http://www.health.qld.gov.au/foi/d
efault.asp].
• information sharing
[http://qheps.health.qld.gov.au/csu
/lnfoSharing.htm].
• Guardianship and Administration
Act (Q!d) 2000
[http://www.legislation.qld.gov.au/
LEG ISLTN/CURRENT/G/GuardAd
minAOO.pdf].
• Decision making for children and
young people
[http://www.childsafety.qld.gov.au/
right-toinformation/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.gld.gov.au/hid/
MentalHealth/Carerlnformation/car
ersMatterYoureNotAlone is.asp
• Adolescent consent is not required
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Key component

Key elements
families and carers.

3.28.5
Adolescents of parents with a
mental illness will be routinely
as
part
of
all
considered
assessments, and interventions
provided/facilitated if needed.

3.29.0

3.29.1

Mental Health Peer All adolescents will be offered
Support Services
information and assistance to
access local peer support services
'il,it1-/:
"fJ~ ) 1:11 i 1
ili:li/··%·1_1
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•

11

4. Related" services
'd'

Comments
to offer family/carers education
and support.
• Support may be provided by a
member of the MHS or another
organisation.
Hyperlink to:
• Child Protection Act 1999
[http://www.legislation.qld.gov.au/
LEG ISLTN/CURRENTIC/Child Pro
tectA99.pdf].
• child safety policy
[http://qheps.health.qld.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://qheps.health.qld.gov.au/me
ntalhealth/html/careofchild.htm].
• mental health child protection form
[http://qheps/health.qld.gov.au/pati
entsafety/mh/documents/child__pro
t.pdf].
• Family Support Form
http://qheps.health.gld.gov.au/pati
entsafety/mh/documents/family s
upp.pdf
• information sharing
[http://qheps.health.qld.gov.au/csu
/lnfoSharing.htm].
• Peer support services may be
provided by internal or external
services.
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The AETRC 'i~·lil~i\lr of t~~~ CYMHS network of services in Queensland and as such
and strategic links to the CYMHS network. AETRC provides
maintains strong 'o'R~ratiqnal
'11.,11,1q _ 1 1il !"
education and train\~9\ to health professionals within CYMHS on the provision of
comprehensive mental health care to adolescents with severe and complex disorder.
1,

l

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.
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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
• Child and Youth Mental Health Services (CYMHS) incluging Child and Youth
Forensic Outreach Services, Evolve Therapeutic Servicesn i!,' \~ 1' '1:. 1.
• Other specialist child and youth mental health service~11:(~.'.;g. Early Psychosis)
• Acute inpatient mental health teams (child and youtf.fa1oq,1Wf~~nt, adult)
,~!

I•

1

Effective relationships (and a working knowledge of,~~~Ls~r:vice th ~~~J1r~,pvide) will also be
developed with other internal service providers incl,yaihg '(but not limite'd 1}9),:
11
• Aboriginal and Torres Strait Islander ment~j'health s,.ervices
(1.1~,
i·
11
1
1
• Queensland Transcultural Mental Healt~ 'se'r'iY'.ices '
'
• Adult mental health services
, . :1!, 1
d1,iif
• Acute Care T earns
• Community Care Units
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Under hbtirnal circumstanees, care'll&oordination will not be provided by students or staff
appointed 'l~~lJ~an 0.5 FT'il' Typid~lly Care Coordinators are nursing staff.
1;i'

/!rl/lf

~ f~1

If:

/if 1;:
6 • Workforce ·11,1.1tH '·f'I;
i.'il;J'!;.
The staffing prom~ ~,~i),J 11Mcorporate the child and adolescent expertise and skills of
psychiatry, nursing, ~$Ythology, social work, occupational therapy, speech pathology and
other specialist CYMRS staff. While there is a typical staff establishment, this may be
altered according to levels of acuity and the need for specific therapeutic skills.
i

1-1,

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
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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.
, m·:i
,11iiJ
1'11,ll

,

8. Hours of operation
,,!' ~l:,
The AETRC provide a 24 hour service, with nursing staff r,dJ'tered;t~. cover these shifts.
An on-call consultant child and adolescent psychiatrist:i!) aJ?ilable '2~:r1p,urs, 7 days per
;:,,1,
~.11 .,
week •
1
111"i!'
b
Access to the full multidisciplinary team will be pJ,bvided weekdays dudh g)J;J1,.1siness hours
and after hours by negotiation with individual sta'.fh1,,
' 111 1~, If r·i'~ ti
1
, ,
i/•
.i1j,
i;J [JIT'
24 hours, 7 days a week telephone cns1s support VYi1J.l 1~t?,e ay;1q,1lqble to adolesgents on leave
is available. A mobile response will not be available: 1 '~ h 1rlJ·
'
11
While some variation may occur, routjne assessments' ~!/ll;J,1 interventions will be scheduled
during business hours (9am -5pm) 7 d~y;~1 ,s:i week.
"W//:11
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9. Staff training
' (/.
H'li g ,, . . .
"'11; '1
Staff will be provided with continuing clinic ~J eduq,~tM~1,RHR9~tph'ities, mandatory training,
1
clinical supervision, and q,tf\~,i:,support mecliijil)i,~ms to ei1'l~M te that they are clinically
1
competent. All training 91hH'e·~Ubq,tion will be oased on bes't practice principles and
evidence-based tr~~Ht;rnt gui~i'~Hhes, and will"~~ underpinned by the Queensland
Government Recovery 1 ffi~p.mewq~~·
11 "'
11
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tr

JI ·.

p
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Educ~tion a,~,9 ·J,~~ ir.i~g wili~'i ~~,1\~de~J t?~~f 1:'S~'lr~tfategies and mechani~ms to .taster
meaningf~J:.aCio'lesg:rN'if!:,nd car~r,part1c1pat1on across all levels of service delivery,
implem,~htation and e\:1?!4<?-tion: 14A\~ples9ents and carers need to be involved in the
develci~fnent and deliveBY:'hf. educati®,ri11,to staff and other service providers.
i//
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Education ·a:~q, training shoq1~ include (but will not be limited to):
• Queenslahq,i:H,~alth ma~;R'.atory training requirements (fire safety, etc)
• AETRC orien~fli}~H.n tr~i~Jfig
• CYMHS Key Sk1Jlp;:11:r~mmg
• clinical and opera.tl,dnal skills/knowledge development
• team work
• principles of the service (including cultural awareness and training, safety, etc.)
• principles and practice of other CYMHS entities; community clinics, inpatient and day
programs
• medication management
• Mental Health Act 2000
• developmentally appropriate assessment and treatment
• engaging and interacting with other service providers and
• risk and suicide risk assessment and management.
1
11 "
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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:
•
•
•
•
•
•
•
•

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 mn9.intained
clear and strong clinical and operational leadership roles are pr©viqed
all staff are provided with regular supervision, professiona,l .;~,H;pport and training
AETRC is seen by all CYMHS staff as integral a~,q, Hnt~~rated with the CYMHS
continuum of service
11 ~/
'~iii'!!, ~1
1
there is an explicit attitude that adolescents can al]tj iffo ~r,13cover fr~'.P1J,,.mental illness
service evaluation and research are prioritised ~f?'prdpriately
~,,:11It 1,
adolescents and their family/carers are invol'{~(fin all aspects of care'. q ;1
111

l'f r!
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From:

Sent:
To:

Subject:

WIT.900.005.0132

Philip Hazell
Wednesday, 28 November 2012 1:08 PM
Michelle Fryer
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 I will wait until after EQulP next week before asking
him) but that should be fine. Would be good to see the terms of reference asap.
Regards
Phil

Philip Hazell
BMedSc MBChB PhD FRANZCP Cert Accred Child Psychiatry
Director I 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

-----Original Message----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 illness
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, I 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
number and when you are available.
Regards,
1

or email me your
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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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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

vao{;(;(i(/ rurlturv
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 email, 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 to health service matters.

file:///C:/U sers/rzcorn/Desktop/Professor%20Hazell%20attachments/PLH-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
or by return email. You should also delete this email, and any copies, from your
telephone collect on Australia
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 Policy.
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J:el"~s(")f.R_eier~ng~:·•Expert Clinical R_efereoce Gro.iJp-- ~err~ttAdole~ceniStrat~gy
Date:

Review
Date:

30.11.12

Version:

N/A

Final Draft

1.Purpose:
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: Scope and.functions:
2.1 The Expert Clinical Reference Group will consider that the model(s) of care:
• will clearly articulate a contemporary model(s) of care for subacute mental health treatment and rehabilitation for
adolescents in Queensland
• 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~ivlerrab,~rship (position ~e1ci only):·
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
•
Ms Emma Hart, NUM, Adolescent Inpatient Unit and Day Service, Townsville HHS
•
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.(;llalrpers.on
4.1 Dr Leanne Geppert, Director Planning and Partnerships Unit, Mental Health Alcohol & Other Drugs Branch
(MHAODB)

5.

Secr~t<\riat(positionheld

only):

.·

..

5.1 MHAODB will provide the secretariat to the Expert Clinical Reference Group.

Terms of Reference Expert Clinical Reference Group
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6. Reporting relationships:
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.

, 7. Sub Committees:
7.1 Nil.

8.

Frequen~y

of meetings:

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,Quorum:
9.1 The quorum for Expert Clinical Reference Group meetings will be half of membership plus one.

1o, Authorisation:
These Terms of Reference may be altered following committee consultation and endorsement by the Chief Executive
West Moreton HHS and NExecutive Director MHAODB on the recommendation of the Expert Clinical Reference Group.
Chairperson: Dr Leanne Geppert, Director Planning and Partnerships Unit, MHAODB
Date:

Signature:
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