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BARRETT ADOLESCENT CENTRE COMMISSION OF INQUIRY

Commissions of Inquiry Act 1950
Section 5(1)(d)

STATEMENT OF ASSOCIATE PROFESSOR JAMES SCOTT

Name of Witnhess: Associate Professor James Graham Scott

Date of birth:

Current address: C/- Level 3 UQCCR, Royal Brisbhane and Women’s Hospital,
Herston QLD 4029

Occupation: Consultant Psychiatrist

Contact details
(phone/email):

Date and place of statement: | 26/11/2015 Block 7 Royal Brishane and Women’s Hospital

Statement taken by: Paul Freeburn QC and Rachel] Cornes

| Associate Professor Dr James Scott make oath and state as follows:

1.  Onorabout 19 November 2015, | was contacted by Ms Sophie Pettigrew (Senior Lawyer,
Legal Services, Metro North Hospital and Health Service) who advised me that an
interview request had been received for me, from the Barrett Adolescent Centre
Commission of Inquiry (the Commission).

2. On 26 November 2015 | participated in an interview at the Royal Brisbane and Women's
Hospital (RBWH) with Commission staff. [ was accompanied at this interview by my legal
representatives, Ms Pettigrew and Mr John Allen of Counsel.

Employment and qualifications
3.  Attached and marked ‘JS-1’ is a copy of my most recent curriculum vitae.

4.  Since 2010 | have been employed in the position of Consultant Psychiatrist, at the RBWH,
Prior to that, | was a consultant psychiatrist at the Royal Children’s Hospital Child and
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Youth Mental Health Service (2007-2010) and the Director of Hospital Services for Child
and Youth Mental Health Services at the Mater Children’s Hospital (from 2003 to 2006).

5. In addition to my work at the RBWH, since 2010, | have been a Senior Lecturer (2010-
2013) and Associate Professor (2014 to date) in psychiatry at The University of
Queensland. | have developed a programme of research broadly encapsulated under
child and adolescent mental health and early psychosis.

6. My formal qualifications include a Bachelor of Medicine, Bachelor of Surgery (MBBS), a
PhD and a Fellowship of the Rayal Australian and New Zealand College of Psychiatrists
(FRANZCP).

Barrett Adolescent Centre

7. Although | have never worked at the Barrett Adolescent Centre (BAC), during my career
as a Psychiatrist, | have referred several patients to the BAC (which | discuss further
below).

8.  The BAC was a medium to long term hospital-based treatment and rehabilitation service
that integrated an educational facility. It provided individual therapy for patients and
families and had a focus on improving a patient’s mental health, and their social and
educational functioning.

9,  Sometime between 2002 and 2009 | attended The Park Centre for Mental Health, which
included the BAC, to conduct training site accreditations. | had no cause to, and did not,
assess the adequacy or otherwise of the operations of the BAC during this accreditation
process.

Model of Care

10. |was never asked to, and did not ever have any input into, the model of care developed
for, or implemented at, the BAC.

11. However, based on my experience referring patients to the BAC, | would describe the BAC
as having an ‘eclectic’ model of care. | observed the BAC to accept the admission of
young persons who needed long-term mental health intervention for a mental health
disorder.

12. In response to being asked as to the training BAC staff received, | am uncertain whether
or not BAC staff received training in the mental health care requirements for different
mental health disorders. [ did not have the opportunity to ascertain this information.

.............................................................
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Inpatient and Acute Mental Health Facilities

13. At the time when the BAC closed in January 2014, there existed several acute inpatient
mental health facilities for children and adolescents in Queensland, including at the
RBWH, RCH, Logan Hospital and the Mater Children’s Hospital (MCH). As reflected in my
curriculum vitae, | have been the Director or Acting Director of units at the RBWH, RCH
and MCH facilities, at various stages of my career.

14. Based on my experience as Director of inpatient facilities, | am aware that Queensland
acute units generally have a mean length of stay of around 13 days. This length of stay is
driven by a combination of: :

(@) budgetary restraints (inpatient care is very expensive and there is a high demand
for beds); and

(b)  National Performance Indicators, which require mental health care to be carried
out in the least restrictive setting with a model of social inclusion. Acute inpatient
! facilities operate to reduce symptomology. The aim is to have a patient’s stay in
hospital as short as possible and to return the patient back into the community for
ongoing care.

15. Based on my experience as a child and adolescent psychiatrist, | am aware that
adolescent patients do not do well with extended admissions (in terms of their recovery)
in the acute inpatient setting. This is primarily because:

(@) the constant turnover of patients in an acute unit is often distressing to an
adolescent mental health patient who remains in the hospital for a prolonged
period of time;

(b} acute settings sometimes involve exposure to threatening and self-injurious
behaviour by other patients, which may be damaging for an adolescent’s wellbeing.
As mental health services for adolescents have developed in Queensland, it has
been my observation that community mental health services are becoming
increasingly skilled at treating adolescent mental health problems. The result is that
adolescents with lower acuity mental health illnesses (such as anxiety and
depression) who are less likely to engage in aggressive behaviours or seriously self-
injure are less likely to be admitted to hospital as they are treated in the
community, leaving a greater percentage of ‘higher acuity’ patients with mental
ilinesses within acute units who are more likely to have serious aggressive or self-
harming behaviours; and

.........................................
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(c)  the provision of education for any extended period in an acute inpatient facility is
inadequate.

16. In orderto be admitted into a Queensland inpatient mental health facility (including the
BAC, prior to its closure), an adolescent patient must generally satisfy one of two criteria,
namely: :

(a) adiagnosis with a severe (often life threatening) mental health iliness;

(b) aless severe mental health problem that has emerged in a young person where the
family and other systems are unable to meet the health and/or disability needs of
the young person. The rationale for this second criterion is that most families are
able to support a family member with even moderate to sometimes severe mental
ill health in the home setting, without the requirement for an admission into an
inpatient facility.

Referral of patients to the BAC

17. Prior to its closure, when | was working in the acute inpatient units, | referred on average,
one to two adolescents per year to the BAC. The majority of these referrals were patients
who had not improved sufficiently in the acute inpatient facilities and were unable to be
safely discharged home,

18. | had occasionally referred patients from my private practice or from the Child and Youth
Mental Health Service (‘CYMHS’) community mental health services. In order to refer a
patient to the BAC | would send detailed information to the clinicians of the BAC directly.
As the referring clinician, | would then have the opportunity to remain informed of the
patient’s care and be invited to attend case conferences (by phone) approximately every
three months.

19. Attendance at these case conferences enabled me to keep up to date on the patient’s
progress. This allowed the patient to be transitioned back to my care if appropriate at
least one month prior to their discharge, so as to facilitate a smooth transition back into
the community.

Circumstances in which | have referred a patient to the BAC

20. Forthe reasons | have stated at paragraph 15 above, my preference is generally always
for an adolescent patient to receive mental health treatment in the community (and stay
in their home environment) wherever possible. Consequently, | only referred a patient to
the BAC in circumstances where | was satisfied that:

...................................................................
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(a) the patient had a mental illness requiring a high level of support over a long period
of time (meaning acute care would have been counter-productive to recovery for
the reasons | have outlined above); and :

(b)  the family was unable to meet the needs of the health or disability needs of the
young person which meant that community care (in the home environment) was
inappropriate (in the sense that the patient was unlikely to improve).

21. Examples of the patients whom | have referred to the BAC are as follows:

e seesssisnniiananersesiay
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Decision to close the BAC

22. Inaround March 2008, | had some involvement in the selection of Redlands as a possible
alternative site for the BAC. My impression from the discussions | was involved in, was
that there were few options from a Queensland Health/resourcing perspective, and that
it was a ‘Redlands or nothing’ type situation. | do recall that there was some (limited)
discussion about the Prince Charles Hospital site.

23.  Whilst | do not recall any of the spetifics, | do have some recollection of having attended
a meeting in around 2008 at which time the ‘pros and cons’ of the Redlands site were
discussed. | recall a discussion about the physical locality of the site and, specifically, the
fact that it was close to a train line. | considered the proximity of the train station to be a
good thing in terms of the transport needs of day patients who would be attending the
facility.

24. 1 did not have any involvement in the decision not to proceed with the relocation of the
BAC to the Redlands site. | have no recollection of when, or from whom, | became aware
of the fact that the relocation was no longer to proceed.

25. Sometime prior to or around November 2012, | recall receiving a group email sent to a
Child Psychiatry Group of which | am a member, Although | do not recall the specifics of
the emall, | recall that the key message was that the BAC was to be closed. | have
searched for, but have been unable to locate, a copy of this email. | have been supplied
with a copy of this email by Commission staff. It is attached and marked ‘JS-2’,

26. Queensland child and adolescent psychiatrists are a small, collegiate group many of
whom have had some contact with the BAC at some stage of their career. | am aware of a
number of psychiatrists who undertook training at the BAC (for between 6 to 12 months)
during their studies. Many others have referred patients to the BAC.

27. The possibility that the BAC was to be closed was received by the group with significant
concern. | recall concerns being raised about where patients could be referred once there
was no longer a long-stay inpatient facility (also referred to as a tier 3 facility).

28. | was personally concerned about the possibility of the BAC being closed because |
recognised it to be the only long-stay inpatient facility for adolescents in Queensland.
Without the BAC, there was nothing else available at that time for patients who had
severe mental health problems that could not be managed in the community.

29. Forthe reasons outlined below, | consider that for one sector of the BAC patient cohort,
* this remains to be the case.

..................................................................
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Voicing my concerns

30. On 11 November 2012, | sent a letter to the former Health Minister, Mr Lawrence
Springborg, outlining my concerns about the reported forthcoming closure of the BAC.

31. The reason | sent this letter was because | wanted to ensure that the Minister was
thinking carefully about the decision being made. Before making a decision to shut down
a service, it is important to map out the patient population, plan services to cater for that
population, and consult with stakeholders,

32, In my letter, | explained to Mr Springborg, my concern that:
(a) without the BAC, there would be an enormous gap in care;

(b) acute inpatient units cannot provide the same care as the BAC as they are driven by
performance indicators such as short lengths of stay, and the mental health
problems that trouble adolescents admitted to the BAC will not respond to brief
admissions and existing community care; and

(c) the BAC plays an important role in preventing young people from suicidal acts or
committing offences that result in lengthy incarceration.

33, Attached and marked ‘JS-3’ is a copy of my letter to Mr Springborg, dated 11 November
2012, To the best of my recollection, | received an acknowledgment letter back from Mr
Springborg but [ received no further response from Mr Springborg’s office,

34. Also on 11 November 2012, | sent an email to Ms Lesley Dwyer, prompting her to give the
decision to close the BAC further consideration, and advising her that | considered
without the BAC, adolescents would ‘die or end up in some other form of institutional
care that would be very expensive and of little therapeutic benefit’. Attached and
marked “JS-4’ is a copy of my email to Ms Dwyer sent on 11 November 2012,

35. On 19 November 2012, | received a response from Ms Dwyer advising that no decision
had been made by the West Moreton Hospital and Health Board and that it had been
decided a small working party would be formed, assisted by an Expert Clinical Reference
Group, to look at the various options for the longer term needs of adolescent mental
health services currently provided at the BAC. Ms Dwyer assured me, in her email, that
she would keep me informed and enable me the opportunity to have input into the
process.

36. On 20 November 2012, Ms Sharon Kelly sent me an email promising to include me in the
consultation process as the working group moved forward.

...........................................................
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37. Attached and marked ‘JS-5’ is an email chain containing my email to Ms Dwyer on 11
November 2012 and Ms Dwyer and Ms Kelly’s responses of 19 and 20 November 2012,

Reasons for the closure

38. | wasamember of an Expert Clinical Reference Group (‘ECRG’) (which | discuss below),
however | did not have any input into the decision to ultimately close the BAC in January
2014,

39. Based on discussions with colleagues between around 2012 up until early 2014, and my
involvement as a member of the ECRG, my understanding is that the expressed reasons
why the BAC was closed were:

(a) the buildings were old, run-down and dilapidated and in need of capital works
investment; and '

(b) as The Park had become a forensic mental health facility, it was expressed that it
would be inappropriate to maintain an adolescent unit in this precinct.

40. Around this same period, | recall public statements about the State’s financial problems
and budget blow-outs,

41. |am not persuaded that the condition of the building or the co-location of forensic
patients were the decisive reasons for the closure. The Park has always been a large adult
psychiatric asylum with adult mental health patients. None of the patients who | referred
to the BAC ever expressed any concern to me about their co-location with adult or
forensic mental health patients. | am not aware of any incidents involving adult patients
and patients of the BAC.

Expert Clinical Reference Group

42. Although I cannot recall the specifics, | do recall that in around early December 2012, |
was invited to be a member of an ECRG with respect to the BAC. Attached and marked
‘)$-6’ is a letter which | received from Ms Kelly on 3 December 2012, formally inviting me
and thanking me for agreeing to be a member of the ECRG.

43. The expertise amongst the members of the ECRG was significant and the different areas
of child and adolescent mental health were appropriately represented.

44, The ECRG came together quickly and meetings were convened over a period of several
months (between December 2012 until around May 2013). Meetings of the ECRG were

.....................................................
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held fortnightly, with some instances towards the latter months, of the ECRG meeting
weekly.

45, | attended my first meeting of the ECRG on 9 January 2013. Attached as a bundle and
marked ‘JS-7’ are the Minutes of the ECRG.

Role of the ECRG

- 46. The Terms of Reference for the ECRG directed the ECRG to, Vamong other tasks, consider a
model of care that would replace the BAC. Attached and marked ‘JS-8’ is a copy of the
Terms of Reference for the ECRG.

47. Dr Leanne Geppert had been appointed as the Chair of the ECRG. My impression from Dr
Geppert’s direction during initial meetings of the ECRG in early 2013, was that the role of
the ECRG was essentially to support a model of care that the Government or the
Department or someone within those bodies had already developed. However, there was
nonetheless an opportunity for the ECRG to express their views (as is discussed below).

48. The model of care put forward to the ECRG involved housing adolescent mental health
patients in the community near an acute unit, with the idea being that the patient will be
admitted to the acute unit when needed. From my recollection, there was to be a strong
reliance on the use of existing acute inpatient facilities for patients who would have
previously been admitted to the BAC.

49. The concept of BAC patients utilising acute facilities (as an alternative to a model such as
the BAC) was, in my view, very problematic from a clinical perspective. For the reasons |
have outlined at paragraph 15 above, acute inpatient units cannot appropriately manage
the type of patients who were being cared for at the BAC,

50. After| had attended a number of ECRG meetings, and heard the model proposed by Dr
Geppert, | expressed my view to the ECRG that | considered the model of care put
forward to be inadequate. | recall that | said words to the effect of ‘That won’t work’. |
recall that there was agreement from the other members of the ECRG. Dr Geppert then
sought the views of the ECRG as to what would be required to replace the BAC.

51. | recall what felt to me a sense of defiance to the proposed model of using acute
inpatient services developing amongst members of the ECRG and in response, members
proposing a model of care that maintained many of the features of the BAC.

52. 1 subseduently felt that Dr Geppeﬁ seemed initially concerned about the model that was
being proposed. She made a comment to the effect that the proposed model would not

...................................................
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be well received by corporate office. However, she then agreed to incorporate the
recommendations of the ECRG. From my recollection of the model proposed by ECRG, it
was suggested there be a new long stay inpatient unit for adolescents, with
accommodation available for family who were from outside Brishane and educational
facilities for the adolescents

53. During such discussions, concerns were being voiced (with which | agreed) that if the BAC
model of care were to be replaced with something new, then the timeframes for the
development of new services were unrealistic. | am of the belief that we were advised
the BAC would shut later in 2013 [eaving less than twelve months to establish services to
replace the existing service. In my experience, it takes considerable time (approximately
24 months) to establish and implement a new service, taking into account the need to
design and build facilities and recruit and train staff. Even if the facilities were built and
available, it would take at least 12 months’ lead in time in order to plan the service
model, recruit and train staff to provide the service.

54. Inaround April 2013, ECRG members were invited to provide feedback on draft versions
of the ECRG report. Attached and marked ‘JS-9’ are two tables which set out some of the
feedback which | provided to Dr Geppert in respect of the draft ECRG report. My
recollection assisted with the information in the tables was that various members of the
ECRG including myself were not comfortable with aspects of the draft versions.

Concerns about the ECRG process

55. The ECRG was established with a sense of urgency from the start and the process by
which the model was to be developed and the way in which the ERCG interfaced with
those responsible for planning the model was unclear.

56. In order to properly review and devise a model of care to support the most severely
impaired adolescents in Queensland, the first step should have been to conduct a
systematic search of all potential care options for adolescents with complex needs and
gather the available literature and information on those options.

57. ltis only then that the experts should be consulted to consider the options and make
recommendations. That is, it is necessary to look at all of the options potentially
available, and then consider which would be the most appropriate model of care for
adolescents severely impaired by mental ill health.

58. The application of more time and research and a broader consideration of available
options, would have in all probability resulted in better outcomes from the ECRG. If 1 am
ever to be invited to participate in a similar process again, | will most certainly require

..........................................................................................
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that a full review of care option be conducted which would then inform the final model to
be established.

Recommendoations of the ECRG

59.  On 17 April 2013, Ms Vaoita Turituri sent a final draft of the proposed service model and
other documents to the ECRG members for review and final comments. | have searched
for, but have been unable to locate, a copy of this email. | have been supplied with a copy
of this email by Commission staff. It is attached and marked ‘JS-10°.

60. Dr Trevor Sadler responded to Ms Turituri by email dated 22 April 2013, raising a number
of issues and concerns about the documents provided to the ECRG for review. | have also
been supplied with a copy of this email by Commission staff. It is attached and marked
1S-117.

61. Although | do recall recelving these documents, [ do not remember if | or any other ECRG
members provided feedback separately. | expect the issues raised by Dr Sadler in his
email of 22 April 2013 were discussed at an ECRG meeting but | cannot recall any specific
details. Certainly, the issues were consistent with the feedback provided to Dr Geppert by
the ECRG during the previous ECRG meetings.

62. On or about 8 May 2013, the ECRG finalised and endorsed its report on the proposed
service model elements. A copy of the ECRG report is attached and marked ‘JS-12,

63. The key recommendation made by the ECRG was that inpatient extended treatment and
rehabilitation care (tier 3) was an essential service component and interim service
provision if BAC closes and tier 3 is not available, was associated with risk.

64. The ECRG’s reference to ‘risk’ was a reference to the view of the ECRG that, without a tier
3 facility, there will exist young people with severe and complex needs who are a risk to
themselves and without adequate supports to manage their social and mental health
needs.

65. Knowing the patients who | had referred to the BAC, | was firmly of the view that without
high level care such as the BAC,

66. The ECRG expressed a view that a tier 3 level of care was needed. This was in part
because the group was not aware of any other options other than the existing care
options that had historically been available in Queensland and what had been proposed,

-----------------------------------------
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particularly with the ECRG agreeing that reliance on acute inpatient facilities was not
appropriate for this group of adolescents with severe and complex needs.

Involvement following provision of ECRG report

67. Following the delivery of the ECRG’s report in May 2013, | did not have any further
involvement in respect of decisions made about the BAC nor any replacement models of
care. | did not ever receive a copy of the recommendations which | understand were
made by a Planning Group in respect of the recommendations of the ECRG.

68. Commission staff have provided me with a copy of a table which records the ECRG’s
recommendations and the Planning Group’s responses, As to those, it would appear that
the ECRG’s recommendations regarding a Tier 3 model of care were ignored.

69. On 9 August 2013, | received an email from Ms Susan Daniel (Community Liaison, Clinical
Nurse, Barrett Adolescent Centre) which was copied to Dr Trevor Sadier and Ms Vanessa
Clayworth.

70. Ms Daniel referred to the review conducted by the ECRG and stated, ‘Fortunately a
decision has been made to continue to provide an extended care mental health service to
adolescents. However we will not continue to operate at our present site. A new site is
yet to be determined but it is proposed that it will continue to be located in the South-
East Queensland area’. Attached and marked JS-13’ is a copy of Ms Daniel’s email of 9
August 2013 (together with my reply of 10 August 2013).

71. It appeared form this email that the BAC was to relocate, rather than close. | had no
other knowledge of the plans to relocate the BAC.

Transition Arrangements

72.

I had no further involvement in the transition of patients from
the BAC to the community upon its closure in January 2014.

Alternative services

73. lam unaware of any new tier 3 services established in Queensland to replace the BAC,

.............................................................
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74. There were no specific identified services available for adolescents who would have
previously been admitted to the BAC after it closed in January 2014,

. To the
best of my knowledge, no new facilities or services were available until after some
months following the BAC closure,

AMYOS

75. In the second half of 2014, the Assertive Mobile Youth Outreach Services (AMYOS) were
established in Queensland as part of the broader Children’s Health Queensland Statewide
Adolescent Mental Health Extended Treatment Initiative.

76.  AMYOS are not one of the services which were considered by the ECRG. AMYOS is not an
inpatient service but rather an intensive community support service.

77. AMYOS provide recovery-oriented assessment and assertive treatment and care for
young people with complex mental health needs. Services are delivered by
multidisciplinary mental health clinicians either in the family home or in the community.
In an operational sense, clinicians will meet with a patient and their family very regularly
(up to a few times a week if required) and focus on the needs of the family and the young
person.

78. The AMYOS service is underpinned by a theoretical psychotherapeutic model known as
Mentalisation Based Therapy (otherwise known as MBT). MBT teaches skills to
adolescents and their families on how to manage their emotions and interpersonal
interactions better. MBT involves both the parent and the young person and trains them
to mentalise and think about themselves and their actions and also to think about the
responses and actions of those around them. It assists patients to respond more
reflectively to difficult situations.

79. By way of example, an adolescent might be rejected by a peer and feel suicidal. This does
not mean that an adolescent has to go into hospital. By mentalising, the adolescent can
learn skills to consider why the other person might have rejected them and to consider
how they might respond to this. Mentalising also allows the parents to think about how
best to respond to the suicidality and what they can do to helpfully support their
adolescent. These responses will influence whether the suicidal thoughts are acted upon
and specifically, whether they escalate or de-escalate, which determines whether
hospitalisation is required.

........................................
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80. Based on my experience having referred patients to AMYOS, having spoken to patients
who are being treated by AMYOS and having discussed the model of care at length with
Dr Michael Daubney, the director of AMYOS, | would assess AMYOS:

(@) tobe agood alternative for patients who | would previously have referred to the
BAC who have a home environment where parents are motivated to try and
understand their adolescent and acquire skills to support their adolescent;

(b) to not be a good alternative (particularly in isolation) for patients who have a home
environment with parents who are unwilling to accept that they might need to
change in order to support their adolescent. In my opinion, AMYOS is unable to
support those adolescents who remain in households where a family member is
acting in an intentionally harmful way towards the adolescent or where parents are
unwilling to make changes to accommodate the special needs of their adolescent.
In these circumstances, the patient is at risk of remaining in a dysfunctional
environment which will generally prevent any meaningful recovery or rehabilitation
(and not ‘fixable’ by AMYOS services); and

(c)  to potentially be unsuitable for those adolescents whose severe mental health
problem is refractory to treatment, for example treatment refractory psychosis or
treatment refractory Anorexia Nervosa.

81. Inrespect of those patients for whom | consider AMYOS to be an appropriate BAC
alternative, | consider AMYOS to have some advantages for the patient, as compared the
BAC model of care. In particular:

(@) AMYOS enables the patient’s family to receive support which, in turn, lifts the
functioning of the family and has the potential to result in better rehabilitation
outcomes for the patient, their siblings and the parents. ‘Skilling-up’ a family means
that they can better support the mental health of the adolescent;

(b)  treatment in the home environment is generally safer for a young person as it
allows the patients to avoid the risks of hospital (which include risks of exposure to
medications that are not needed, sexual assault by other patients, adverse staff
reactions (for example, seclusion) and institutionalisation).

82. Institutionalisation is an enormous problem in mental health care generally. [n my
experience, the inpatient care of adolescent risks the patient regressing and becoming
‘de-skilled’. '

...................................................
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83. Inrespect of those patients for whom | do not consider AMYOS to be a satisfactory
alternative to the BAC (in isolation}, | consider mental health care must necessarily be
accompanied by a meaningful partnership of services from other government
departments (including health, child safety, education, housing etc), Non-Government
Organisations and potentially the private sector. In my experience, currently this
wraparound care is generally done poorly in Queensland.

OATHS ACT 1867 (DECLARATION)

| ASSOCIATE PROFESSOR DR JAMES GRAHAM SCOTT do solemnly and sincerely declare that:
(1) This written statement by me datad ’%}%}”}jg Is true to the best of my knowledge and hellef: and

{2) I make this statement knowing that if It were admitted as evidence, | may be liable to prosecution for
stating in it anything | know to be false.

And 1 make this solemn declaration conscientiously believing the same to be true and by virtue of the provisions of
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H JS—1 "

CURRICULUM VITAE

James Graham Scott

Researcherid D-5900-2012

Contents

Part A:

Part B:

Part C:

Part D:
Part E:

Part F:

Part G:

Demographic details, qualifications and appointments

Current appointments
Demographic and contact details
Education

Undergraduate activities
Qualifications, Awards

Past Appointments

Other Professional Activities

Y V VYV Vv Vv VYV VYV VvV

Professional Mémbership
Teaching, Supervision, Reviewing

> Postgraduate Student Supervision
> External Examiner

» External Reviewer

> Editorial Boards

Research Grants

Publications

Published abstracts

Conference presentations

Invited seminars and talks



EXHIBIT 114 MNH.900.003.0018

MNH.800.003.0018

Part A

Current Appointments:
e Consultant Psychiatrist; Royal Brisbane and Women’s Hospital Early
psychosis service. -
* Associate Professor; Discipline of Psychiatry, The University of Queensland.
¢ Director of Research in Child and Youth Mental Health; Queensland Cente
for Mental Health Research.

Postal Address:
The UQ Centre for Clinical Research
Level 3, Building 71/918
Royal Brisbane and Women’s Hospital
Herston, QLD 4029

Phone:

Fax:

E-Mail:

Date of Birth:

Nationality:

Marital Status:

Dependants:

Education: St Peters Lutheran College 1981-1985.
The University of Queensland 1986-1993.
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Undergraduate Activities:

1987~ 1991 Night Duty Officer Red Cross Blood Bank
1987- 1992 Karate Instructor Renbukan Shito Ryu Karate
1989- 1991 Member of Qld Kumite Team

1990 18t Place Qld Kumite Championship (75- 80 kg)

1990 31 Place Australian National Kumite Championship (75- 80 kg)
1991 Gold Medallist Kumite Oceania Cup New Caledonia

1992 Author “Lost in The Himalayas”

1992-1996 Professional Motivational Speaker

Qualifications

1993 The University of Queensland
Bachelor of Medicine, Bachelor of Surgery

2000 Royal Australian and New Zealand College of Psychiatrists
Training Program
Fellowship of the Royal Australian and New Zealand College
of Psychiatry (FRANZCP)

2001 Royal Australian and New Zealand College of Psychiatrists:
Faculty of Child and Adolescent Psychiatry Training Program
Certificate in Advanced Training in Child and Adolescent
Psychiatry

2009 The University of Queensland
' Doctor of Philosophy: “The prevalence and correlates of
psychotic-like experiences in the Australian community”.

Awards
2001 Dr. Helen Rowe Zonta International Memorial Prize in Psychiatry
2005 UQ School of Medicine Central Clinical Division Post Graduate
Student Conference
“Best Presentation- Second Year Category”
2005 Australasian Society for Psychiatric Research
“Best Debut Presentation”
2007 ' The Australian Society of Traumatic Stress Studies

“Queensland Chapter Award for Research”

2009 The University of Queensland Dean’s Award for Research
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Excellence

2015 Best Clinical, Education or Health Services Oral Presentation 24th
Annual RBWH Health Care Symposium.

2015 National Health and Medical Research Council Clinical Practitioner
Fellowship.

Appointments

1993 — 1995 Resident Medical Officer
Royal Brisbane Hospital

1996- 2000 Registrar in Psychiatry
Queensland Health

1996 — 2000 Visiting Senior Medical Officer

Sir Leslie Wilson Youth Detention Centre

2001 - 2003 - Consultant Psychiatrist
Royal Brisbane Hospital
Royal Children's Hospital
Pine Rivers Child and Youth Mental Health Service
Rural Clinics Longreach

2003 — 2003 Deputy Director
Royal Brisbane and Women’s Hospital: Eating Disorder QOutreach
Service

2004 — 2006 Director of Inpatient Services

Mater Child and Youth Mental Health Services

2007 — 2010 Consultant Psychiatrist
‘Director: Child and Family Therapy Unit
Evolve Therapeutic Services North Brisbane
E-CYMHS (Video-psychiatry)

- 2010 -2013 Conjoint Senior Lecturer and Consultant Psychiatrist
The University of Queensland Discipline of Psychiatry
The Royal Brisbane and Women’s Hospital

Other Professional Activities

1996 — 2000 Executive Member,

Queensland Association of Psychiatrists in Training.
1998 Chair; Queensland Association of Psychiatrists in Training
2001 —2003 Co-ordinator;

Senior Registrar Module for Queensland Psychiatry Trainees
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2008 —-2010
2008 — 2010
2009
2010
2009 - 2011
2010 —-2013
2010 -2011
2013
2013

2001 — Present

2009 — Present

2010 — Present

2010 — Present

2011 — Present

2010 — Present

2011— Present

2012 — Present

2013 -20
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Co-ordinator;
First Year Assessment of Queensland Psychiatry Trainees

Chair; QLD Working Party Child and Youth Mental Health Services
and Department of Child Safety

Co~Chair; Partnership Committee Queensland Child & Youth
Mental Health and Department of Child Safety

Convenor; Queensland Child Psychiatry Annual Weekend
Workshop

Convenor
Queensland Child Psychiatry Annual Weekend Workshop

Chair; Qld Branch of the Faculty of Child and Adolescent
Psychiatry

Chair; Autism Early Intervention Outcomes Reseérch Advisory
Group

Member; Scientific .Committee for 2011 RANZCP Congress
Member, Barrett Centre Advisory Group

Member; Organising Committee National Youth Mental Health
Member; Training Monitoring Sub Committee for Psychiatry

Member; Queensland Health Psychotropic Medication Advisory
Committee

Executive Member Qld Branch of the Faculty of Child and
Adolescent Psychiatry

Member; Queensland Statewide Early Psychosis Advisory Group

Member Steevring Committee 2" Child and Youth National
Survey of Mental Health and Well Being.

Academic Editor PLoS One.

Expert Advisor for Childhood Mental Disorders Global Burden
of Disease Project.

Elected Executive Member Binational Youth Special Interest
Group.

Lead Author Childhood Mental Behavioural and Developmental
Disorders: Disease Control Priorities 3 Edition.
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2013 — Present

2013 — Present
2014 — Present
2014

2015 — Present
2015 — Present

2015 — Present
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MNH.900.003.0022

Principal Investigator Mater University of Queensland Study of
Preghancy

Chair Nundah Headspace Clinical Reference Group
Member Australian Early Psychosis Research Network
Convenor Binational Youth Mental Health Forum

Member Queensland Family and Child Commission Advisory
Council

Member Queensland Child Death Review Panel

Member Reference Group Queensland Indigenous mental and
substance use disorder prevalence and service utilisation study

Professional Memberships

1993 — Present
2001 — Present
2001 — Present

2005 — Present

2005 — Present
2012 — Present

2014 — Present

Australian Medical Association
Royal Australian and New Zealand College of Psychiatry
Faculty of Child and Adolescent Psychiatry (RANZCP)

Australian Society of Psychiatric Research (ASPR)/ The Socxety of
Mental Health Research (SMHR)

Schizophrenia International Research Society
Youth Mental Health Special Interest Group (RANZCP)

Neurodevelopmental and Behavioural Paediatric Society of
Australia (NBPSA)
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Teaching

2001 — Current

2001 — Current

2001 — Current

RANZCP

Part B

MNH.900.003.0023

MNH.900.003.0023

Clinical supervision of Psychiatry Registrars

Lecturer

RANZCP Qld Training Programme

¢ Psychiatry (Child and adult)

Statistics and Research methodology

e Public Health

Ethics

Lecturer and Examiner

e Discip

line of Psychiatry

The University of Queensland

¢ Discipline of Child Health
¢ School of Population Health
e School of Psychology (Post Graduate)

Postgraduate Student Supervision

Completed Students

Name Degree Administering | Date of Research topic and
Institute Completion | Published Papers —
See peer reviewed
publications for details.
Moore, S | Masters of The University | 2012 Bullying and peer
International of Queensland aggression in
Public Health adolescence (P66, P86)
Castellini, | Doctorate of The University | 2013 Emotion Regulation and
J. Clinical of Queensland Emotional Expression in
Psychology Adolescence: A
Comparison of Clinical
and Non-Clinical
Adolescents (P 81)
Duhig, M. | Masters of Queensland 2014 The Prevalence and
Educational University of Correlates of Childhood
and Technology Trauma in Patients with
Developmental Early Psychosis (P75)
Psychology
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Capra, C.

PhD

Queensland
University of
Technology

2011-2015

Measuring,
understanding and
reducing psychotic-like
experiences (PLES) in
young people

Students in Progress

Name Degree Administering | Dates of Research topic
Institute Enrolment
Erskine, | PhD The University | 2013-2015 | The epidemiology of conduct
H. of Queensland disorder and implications for
: . interventions
Mills, N. | PhD The University | 2010-2016 | The role of cytokines in
of Queensland depression and cognition in

adolescents

Thomas, | PhD The University | 2014-2016 | Beyond the classroom and

H. of Queensland into the cyber world, next
generation research into
adolescent bullying

Meddick, | PhD The University | 2014-2020 | Exploring family mental health

T. of Queensland as predictors of children's
education and vocational
outcomes across the lifespan

Banney, | PhD The University | 2013-2016 | Specific language impairment

R of Queensland across the lifespan: A
retrospective and prospective
study.

Moore, Masters of | The University | 2014-2016 | An investigation into the

P. Clinical of Queensland efficacy of prospective

Psychology memory reminders in

individuals with schizophrenia

Suetani, | PhD The University | 2015-2020 | Physical activity and people

.S. of Queensland . with psychosis

Burgher, { PhD The University | 2015-2020 | Microglial activation in early

B. : of Queensland onset psychotic disorders

External Examiner;

Deakin University PhD Examiner
Royal Australian and New Zealand College of Psychiatrists Clinical Examiner
The University of Auckland PhD Examiner
The Royal College of Surgeons Ireland Doctor of Medicine Examiner
The University of Melbourne PhD Examiner
The University of Otago PhD Examiner
The University of Adelaide PhD Examiner
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Reviewer - Journals

Acta Psychiatrica Scandivanica

Australasian Psychiatry

American Journal of Psychiatry

American Journal of Preventative Medicine
Archives of General Psychiatry

Australian & New Zealand Journal of Psychiatry
BJPych Open

British Journal of Psychiatry

British Journal of Psychology

10 Development and Psychopathology

11.Early Interventions in Psychiatry

12. European Child and Adolescent Psychlatry
13.JAMA Psychiatry

14.Journal of Child Health and Paediatrics

15. Journal of Child Psychology, Psychiatry and Other Disciplines
16.Journal of Clinical Psychology

17.Journal of Psychiatric Research

18. Journal of Nervous and Mental Disease

19. International Journal of Epidemiology

20.The Lancet

21.Medical Journal of Australia

22.Public Library of Science (PLoS) One
23.Psychiatry Research

24, Psychopathology

25.Schizophrenia Research

26. Schizophrenia Bulletin

27.Social Psychiatry and Psychiatric Epidemiology
28.Suicide and Life-Threatening Behavior

29.The BMJ

©EOND OIS WM

Reviewer — funding agencies

Medical Research Charities Group and Health Research Board (Ireland)
National Health and Medical Research Council (Australia)
New Zealand Health and Research Council (New Zealand)

Editorial Boards

2009 — Present Public Library of Science (PLoS) One
2011 — Present Australian and New Zealand Journal of Psychiatry
2015 — Present ~ Advances in Mental Health
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PartC

Research Grants

G1.

G2.

G3.

G4.

G5.

G6.

G7.

G8.

G9.

G10.

G11.

G12.

Astra Zeneca Investigator Initiated Trial Scott, J. Safety and tolerability of
Quetiapine in First Episode Psychosis. (2002) $220,000

Queensland Health Allied Health Research Grants: Dean,A. Scott, J. Safety and
efficacy of pm sedation in children and adolescents — a naturalistic trial in a
mental health inpatient unit: (2005) $7,617

RBWH Foundation Grant. Scott J., Dark, F. Capra, C. Stathis, S. Turner K.
McGrath, J. Does exposure to childhood trauma alter the presentation and
clinical outcomes of patients with early psychosis? (2011) $38,000

RBWH Foundation Grant Pritchard, M. Hovey, D. Bella, E. Cartwright, D. Scott, J.
A longitudinal study of autism, development and parenting in preterm infants
(<29weeks) from 2 to 4-years (2012) $25,000

Bryan Foundation Scholarship Scott, J. Funding available through Clear Thinking
for a PhD Scholarship. (2013-15) $75,000

Private Donation Youth Mental Health Schizophrenia Initiative Scott, J.
Investigating NMDAR antibody encephalitis in Patients with FEP (2013-15)
$54,000

National Health and Medical Research Council. Scott, J., McGrath, J. Najman, J.,
AlLati, R.,, Mamun, A., Clavarino, A. Outcomes of Adolescents who hallucinate
(2013-15) $603,000

RBWH Foundation Grant: Scott, J. Patterson, S, Martin, N., Medland, S.
Breakspear, M. Wright, M. Predicting mental health outcomes in young adults
from brain imaging and adolescent personality and psychiatric symptoms (2013)
$40,000

RBWH Foundation Grant: Scott, J. Patterson, S Modelling Psychiatric
Readmissions (2013) $37,500

RBWH Foundation Grant: Blum, S. Scaott, JK. Gillis, D. Patterson, S Prevalence,
clinical and serological characterization of first episode psychosis associated
with NMDAR antibodies (2014) $40,000

National Health and Medical Research Council. Hickie, 1., Martin, N., Scott, J.,
Gillespie, N., Hermens, D. Clinical and neurobiological predictors of onset of
major mental disorders (mania, psychosis, severe depression), and associated
functional impairment, in adolescent and young adult twins: A prospective
longitudinal study” (2014-2019) $1,291,586

Stanley Medical Research Institute. Berk, M., McGrath, J., Dean, O., Lapau, W.,
Dodds, S., Scott, J., Dark, F. The efficacy of adjunctive Garcinia mangostana
Linn (Mangosteen) pericarp for the treatment of schizophrenia. A double blinded
randomized, placebo controlled trial (2015-2018) US$899,398
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G13.

G14.

G15.

G16.
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National Health and Medical Research Council. Greer, J., Mowry, B., Scott, J.
“Investigating the aetiopathogenic role of autoantibodies against the M1
muscarinic acetylcholine receptor in patients with first episode of schizophrenia’
(2015) $830,986

i

National Health and Medical Research Council. Mihalopoulos, C., Richardson,
J., Scott, J.G., Viney, R., Brazier, J., Chen, G. Determining the Best Outcome
Measures for Assessing Cost-Effectiveness of Interventions for Childhood
Mental Disorders (2015) $473,837

National Health and Medical Research Council Scott, J.G. Clinical Practitioner
Fellowship Prevention and Management of Youth Mental Iliness (2015)
$334,258

RBWH Foundation Grant: Scott, J. Anti-Neuronal Antibodies in patients with
treatment refractory psychotic disorders (2016) $44,000
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Part D

Peer Reviewed Publications

P1.  Zimmerman, M., Appadurai, K., Scott, J., Jellett, L. B., & Garlick, F. (1997).
Survival. Ann Intern Med, 127(5), 405-409.

P2.  McGrath, J., & Scott, J. (2008). Urban birth and risk of schizophrenia: a worrying
example of epidemiology where the data are stronger than the hypotheses.
Epidemiol Psychiatr Soc, 15(4), 243-246.

P3.  Scott, J., Chant, D., Andrews, G., & McGrath, J. (2006). Psychotic-like
experiences in the general community: the correlates of CIDI psychosis screen
items in an Australian sample. Psychol Med, 36(2), 231-238.

P4. Dean, A., Duke, S., George, M., & Scott, J. (2007). Behavioral management
leads to reduction in aggression in a child and adolescent psychiatric inpatient
unit. J Am Acad Child Adolesc Psychiatry, 46(6), 711-720.

P5.  Scott, J., Chant, D., Andrews, G., Martin, G., & McGrath, J. (2007). The
association between trauma exposure and delusional experiences in a large
community-based sample. Brit J Psychiat, 190, 339-343.

P8. Scott, J., Pache, D., Keane, G., Buckle, H., & O'Brien, N. (2007). Prolonged
anticholinergic delirium following antihistamine overdose. Australas Psychiatry,
15(3), 242-244.

P7. Scott, J., Nurcombe, B., Sheridan, J., & I\/IcFarlénd, M. (2007). Hallucinations in
adolescents with post-traumatic stress disorder and psychotic disorder.
Australas Psychiatry, 15(1), 44-48.

P8. Catts, S,, Frost, A., Gifford, S., & Scott, J. (2008). Real-world use of quetiapine
in early psychosis: An acute inpatient and community follow-up effectiveness
study. Int J Psychiatry Clin Pract, 12(1), 65-73.

P9. Dean, A, Duke, S., Scott, J., Bor, W., George, M., & McDermott, B. (2008).
Physical aggression during admission to a child and adolescent inpatient unit:
predictors and impact on clinical outcomes. Aust N Z J Psychiatry, 42(6), 536-
543,

P10. Jessop, M., Scott, J., & Nurcombe, B. (2008). Hallucinations in adolescent
inpatients with post-traumatic stress disorder and schizophrenia: similarities and
differences. Australas Psychiatry, 16(4), 268-272.

P11. Scott, J., Welham, J., Martin, G., Bor, W., Najman, J., O'Callaghan, M., . . .
McGrath, J. (2008). Demographic correlates of psychotic-like experiences in
young Australian adults. Acta Psychiatr Scand, 118(3), 230-237.
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P13.

P14,

P15.

P16.

P17.

P18.

P19.

P20.

P21.

P22.
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Swannell, S., Martin, G., Scott, J., Gibbons, M., & Gifford, S. (2008). Motivations |
for self-injury in an adolescent inpatient population: development of a self-report
measure. Australas Psychiatry, 16(2), 98-103.

Varghese, D., Scott, J., & McGrath, J. (2008). Correlates of delusion-like
experiences in a non-psychotic community sample. Aust N Z J Psychiatry, 42(8),
505-508.

Dean, A. J., Scott, J., & McDermott, B. M. (2009). Changing utilization of pro re
nata (‘as needed') sedation in a child and adolescent psychiatric inpatient unit.
Aust N Z J Psychialry, 43(4), 360-365.

Scott, J., Martin, G., Bor, W., Sawyer, M., Clark, J., & McGrath, J. (2009). The
prevalence and correlates of hallucinations in Australian adolescents: results
from a national survey. Schizophr Res, 107(2-3), 179-185.

Scott, J., Martin, G., Welham, J., Bor, W., Najman, J., O'Callaghan, M., . ..
McGrath, J. (2009). Psychopathology during childhood and adolescence predicts
delusional-like experiences in adults: a 21-year birth cohort study. Am J
Psychijatry, 166(b), 567-574.

Welham, J., Scott, J., Williams, G., Najman, J., Bor, W., O'Callaghan, M., &
McGrath, J. (2009). Emotional and behavioural antecedents of young adults who
screen positive for non-affective psychosis: a 21-year birth cohort study. Psychol
Med, 39(4), 625-634.

Welham, J., Scott, J., Williams, G., Najman, J., O'Callaghan, M., & McGrath, J.
(2009). Growth in young adults who screen positive for non-affective psychosis:
birth cohort study. Aust N Z J Psychiatry, 43(1), 61-67.

Aird, R., Scott, J., McGrath, J., Najman, J. M., & Mamun, A. (2010). Is the New
Age phenomenon connected to delusion-like experiences? Analysis of survey
data from Australia. Ment Health Relig Cult, 13(1), 37-53.

| Dean, A., Gibbon, P., McDermott, B., Davidson, T., & Scott, J. (2010). Exposure

to aggression and the impact on staff in a child and adolescent inpatient unit.
Arch Psychiatr Nurs, 24(1), 15-26.

McGrath, J., Welham, J., Scott, J., Varghese, D., Degenhardt, L., Hayatbakhsh,
M., ... Najman, J. (2010). Association between cannabis use and psychosis-
related outcomes using sibling pair analysis in a cohort of young adults. Arch
Gen Psychiatry, 67(5), 440-447.

Scott, J., Varghese, D., & McGrath, J. (2010). As the twig is bent, the tree
inclines: adult mental health consequences of childhood adversity. Arch Gen
Psychiatry, 67(2), 111-112,
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P31.

P32.
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Welham, J., Scott, J., Williams, G. M., Najman, J., Bor, W., O'Callaghan, M., &
McGrath, J. (2010). The antecedents of non-affective psychosis in a birth-cohort,
with a focus on measures related to cognitive ability, attentional dysfunction and
speech problems. Acta Psychjatr Scand, 121(4), 273-279.

Hollingworth, S., Nissen, L., Stathis, S., Siskind, D., Varghese, J., & Scott, J.
(2011). Australian national trends in stimulant dispensing: 2002-2009. Aust N Z J
Psychiatry, 45(4), 332-336.

McGee, T., Scott, J., McGrath, J., Williams, G., O’Callaghan, M., Bor, W., &
Najman, J. (2011). Young adult problem behaviour outcomes of adolescent
bullying. J Aggress Confl Peace Res, 3(2), 115-120.

Saha, S., Scott, J., Varghese, D., & McGrath, J. (2011). The association
between physical health and delusional-like experiences: a general population
study. PLoS One, 6(4), e18566.

Saha, S., Scott, J., Johnston, A., Slade, T., Varghese, D., Carter, G., & McGrath,
J. (2011). The association between delusional-like experiences and suicidal
thoughts and behaviour. Schizophr Res, 132(2-3), 197-202.

Saha, S., Scott, J., Varghese, D., Degenhardt, L., Slade, T, & McGrath, J.
(2011). The association between delusional-like experiences, and tobacco,
alcohol or cannabis use: a nationwide population-based survey. BMC
Psychiatry, 11, 202.

Saha, S., Scott, J., Varghese, D., & McGrath, J. (2011). The association
between general psychological distress and delusional-like experiences: a large
population-based study. Schizophr Res, 127(1-3), 246-251.

Saha, S., Varghese, D., Slade, T., Degenhardt, L., Mills, K., McGrath, J.,'&
Scott, J. (2011). The association between trauma and delusional-like
experiences. Psychiatry Res, 189(2), 259-264.

Varghese, D., Saha, S., Scott, J., Chan, R., & McGrath, J. (2011). The
association between family history of mental disorder and delusional-like
experiences: a general population study. Am J Med Genet B Neuropsychiatr
Genet, 156B(4), 478-483.

Varghese, D Scott, J., Welham, J., Bor, W., Najman, J., O'Callaghan, M., . ..
McGrath, J. (2011). Psychotic-like experiences in major depression and anxiety
disorders: a population-based survey in young adults. Schizophr Bull, 37(2),
389-393.

Al Mamun, A., O'Callaghan, F., Scott, J., Heussler, H., O'Callaghan, M., Najman,
J., & Williams, G. (2012). Continuity and discontinuity of trouble sleeping
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P34.

P35.

P36.

P37.

P38.

P39.

P40.

P41.

P42.

P43.

P44,

MNH.900.003.0031

behaviors from early childhood to young adulthood in a large Australian
community-based-birth cohort study. Sleep Med, 13(10), 1301-1306.

Hollingsworth, K., Callaway, L., Duhig, M., Matheson, S., & Scott, J. (2012). The
association between maltreatment in childhood and pre-pregnancy obesity in
women attending an antenatal clinic in Australia. PLoS One, 7(12), e51868.

Murray, C., Vos, T., Lozano, R., Naghavi, M., Flaxman, A., Michaud, C., . ..
Memish, Z. (2012). Disability-adjusted life years (DALYs) for 291 diseases and
injuries in 21 regions, 1990-2010: a systematic analysis for the Global Burden of
Disease Study 2010. Lancef, 380(9859), 2197-2223.

Norman, R., Byambaa, M., De, R., Butchart, A., Scott, J., & Vos, T. (2012). The
long-term health consequences of child physical abuse, emotional abuse, and
neglect: a systematic review and meta-analysis. PLoS Med, 9(11), e1001349.

Paynter, J., Scott, J., Beamish, W., Duhig, M., & Heussler, H. (2012). A Pilot
Study of the Effects of an Australian Centre-Based Early Intervention Program
for Children with Autism. Open Pediatr Med Journal, 6(1), 7-14.

Saha, S., Scott, J., Varghese, D., & McGrath, J. (2012). Anxiety and depressive
disorders are associated with delusional-like experiences: a replication study
based on a National Survey of Mental Health and Wellbeing. BMJ Open, 2(3).

Saha, S., Scott, J., Varghese, D., & McGrath, J. (2012). Social support and
delusional-like experiences: a nationwide population-based study. Epidemiol
Psychiatr Sci, 21(2), 203-212.

Stark, A., & Scott, J. (2012). A review of the use of clozapine levels to guide
treatment and determine cause of death. Aust N Z J Psychiatry, 46(9), 816-825.

Vos, T., Flaxman, A. D., Naghavi, M., Lozano, R., Michaud, C., Ezzati, M., . ..
Memish, Z. A. (2012). Years lived with disability (YLDs) for 1160 sequelae of 289
diseases and injuries 1990-2010: a systematic analysis for the Global Burden of
Disease Study 2010. Lancet, 380(9859), 2163-2196.

Ahire, M., Sheridan, J., Regbetz, S., Stacey, P., & Scott, J. (2013). Back to
basics: Informing the public of co-morbid physical health problems in those with
mental illness. Aust N Z J Psychiatry, 47(2), 177-184,

Betts, K., Williams, G., Najman, J., Scott, J., & Alati, R. (2013). The association
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United States.

Scott, J., Welham, J., Bor, W,, Najman, J., O’'Callaghan, M., Williams, G., Aird,
R., McGrath, J. (2009) Attentional Problems in childhood predict psychosis at 21
years World ADHD Congress, Vienna, Austria.

Scott, J. Therapeutic options for abused children in care Queensland Child
Safety Research Conference Brisbane Australia (Invited Plenary Speaker)
Scott, J. (2009) Attachment relationships and Emotional Regulation, National
Conference of Youth Mental Health, Melbourne, Australia (Invited Plenary)
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Scott, J., McGrath, J., & Najman, J. (2010). The influence of maternal sensitivity,
parental relationship and childhood sexual abuse on adult delusional-like
experiences: A birth cohort study. 2nd Biennial Schizophrenia ‘/nterhaﬁonal
Research Conference Florence, ltaly

McGrath, J., Varghese, D., & Scott, J. (2010). The association between psychotic-
like experiences and depression and anxiety. 2" Schizophrenia International
Research Society Conference, Florence, Italy.

Scott, J. (2010) Does childhood trauma cause psychosis? A review of the
evidence, National Conference of Youth Mental Health Brisbane, Australia,
(Invited Plenary)

Scott, J. (2010) Use of time out to reduce behavioral disturbance in a child
psychiatry inpatient unit Sydney, Australia (Invited Plenary)

Scott, J. (2011) Childhood trauma and risk of psychosis in later life Annual
Workshop Qld Branch of RANNZCP. Kingscliffe, Australia, (Invited Plenary)
Scott, J. (2011) Assessing and managing psychosis in children and adolescents
Qld Branch RACP: Paediatrics & Child Health Annual Conference Brisbane,
Australia, (Invited Plenary) '

Scott, J. (2011) Does childhood trauma cause psychosis? A review of the
evidence, Australasian Conference of Child Trauma, Gold Coast, Australia,
(Invited Plenary)

Scott, J., Mills, R., Strathearn, L., Najman, J., & McGrath, J. (2012) Emotional
abuse predicts hallucinations at 14 years: A birth Cohort 3 Biennial
Schizophrénia International Research Conference Florence, Italy

Scott, J. (2012) Trauma in childhood and risk of adult psychosis Rotary Early
Psychosis Forum. Gold Coast Australia (Invited Speaker)

Scott, J. (2012) Substance use and psychotic disorders: Assessment and
Management. Walk on the Wild Side Substance Abuse Conference Brisbane,
Australia (Invited Plenary Speaker)

Scott, J. (2012) Does Childhood Trauma, Cause Psychosis? A review of the
evidence International Society for Psychological and Social Approaches to
Psychosis, Auckland, New Zealand. (Invited Key Note Speaker)

Scott, J. (2012) Risk factors for autism: Can they explain the rising incidence.

'AEIOU Autism Research Conference. Brisbane, Australia, (Invited Plenary)

Scott, J. (2013) Strategies to reduce Childhood mental and behavioural
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disorders Disease Control priority Network. New Delhi, India (Invited Speaker)

C27. Scaott, J., Martin, G., Thomas, H., Andréws, T., & Haskings, P. (2013) Psychotic
Experiences in adolescents predict current and future suicidal behaviours, 14t
International Congress of Schizophrenia Research, Orlando, United States.

C28. Scott, J., & Moore, S. (2013) Early childhood and familial risk factors for self-

' reported bullying in adolescence No2Bullying National Conference, Gold Coast
Australia

C29. Scott, J. (2013) Modifiable Risk Factors for Mental Disorders in Children and
Youth Royal Australian and New Zealand College Congress, Sydney, Australia

C30. Scott, J. (2013) Bullying: The most Important risk Factor for Mental lliness
RBWH Health Care Symposium Brisbane(Invited Speaker)

C31. Scott, J. (2013) Market Mechanisms to ﬁeduce Mental Disorders Bi National
Youth mental Health Symposium, Melbourne Australia.

C32. Scaott, J. (2014) Psychosis in Adolescence Inaugural National
Neurodevelopmental and Behavioural Paediatric Society of Australia
Conference, Brisbane, Australia (Invited Plenary)

. C33. Scott, J. (2014) NMDA receptor Antibodies and Psychosis: A cause of
schizophrenia? Princess Alexandra Hospital Health Care Symposium, Brisbane
Australia (invited Keynote for Mental Health)

C34. Scaott, J. (2014) Immune dysregulation; NMDA receptor Antibodies and
Psychosis: Rotary Early Psychosis Forum,. Gold Coast Australia (Invited
Keynote)

C35. Scott, J. (2014) It is easier to build strong children than to repair broken men.
The RANZCP Faculty of Child and Adolescent Psychiatry Bi-National
Conference, Gold Coast Australia. (Invited Plenary)

C36. Scott, J. (2014) Surveying ihfants and young children: A First World problem.
The RANZCP Faculty of Child and Adolescent Psychiatry Bi-National
Conference, Gold Coast Australia. ‘

C37. Scott, J., Martin, G., Thomas, H., Andrews, V., & Hasking, P. (2014) Psychotic
experiences and psychological distress predict contemporaneous and future
non-suicidal self-injury and suicide attempts in a sample of Australian school-
based adolescents. The RANZCP Faculty of Child and Adolescent Psychiatry Bi-
National Conference, Gold Coast Australia.

C38. Scott, J., Martin, G., Thomas, H., Andrews, V., & Hasking, P. (2014) Psychotic
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experiences predict future suicide attempts in a sample of Australian school-
based adolescents. RBWH Health Care Symposium, Brishane Australia.

C39. Scott, J.,, Mamun, A, Najman, J. & McGrath, J. (2015). Increased maternal
pre-pregnancy BMI is associated with offspring psychosis-related outcomes.
15t International Congress of Schizophrenia Research, Colorade Springs,
Colorado. United States.

C40. Scott, J. (2015) From consulting rooms to global research: Clinical psychiatrists
who research. Royal Australian and New Zealand College of Psychiatrists
(RANZCP) 2015 Congress, Brisbane Australia (Invited Keynote).

C41. Scott, J., Duhig, M., & Hides, L. (2015). The prevalence and correlates of
childhood trauma in patients with early psychosis. Royal Australian and New
Zealand College of Psychiatrists (RANZCP) 2015 Congress, Brisbane Australia
(Oral Presentation).

C42. Scott, J. (2015) Causes and Care of Anxiety in Adolescents. Association of
Counsellors of Catholic Secondary Schools of Queensland (ACCSSQ) Annual
Conference. (Invited Keynote)

C43. Scott, J. (2015) Psychotic like experiences in the general community.
Australasian Schizophrenia Research Conference (Invited Plenary Speaker)

C44. Scott, J., Gillis, D., Ryan, A., Prain, K., Newman, M., Wong, R. & Blum, S. (2015)
The prevalence of autoimmune encephalitis in patients presenting with first
episode psychosis RBWH Health Care Symposium, Brisbane Australia.

C45. Scott, J. (2015) Bullying in Australia, Prevention and Intervention Victorian State
Branch Conference of the Royal Australian and New Zealand Colleage of
Psychiatrists, Lorne, Victoria.(Keynote Speaker) _ |

C46. Scott, J. (2015) Barriers and Options in the Treatment of Schizophrenia in
Australia, World Psychiatric Association International Congress, Taipei, Taiwan
(Invited Speaker)

C47. Scott, J. (2015) Preventing mental iliness in Australian Children and Youth.
Australasian Society for Mental Health Research, Brisbane Australia (Keynote
Speaker)

C48. Scott, J., Mamun, A., Najman, J., & McGrath, J. (2015). Increased maternal
pre-preghancy BMI is associated with offspring psychosis-related outcomes.
Australasian Society for Mental Health Research, Brisbane Australia (Oral

Presentation)
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Part G

Invited Lectures and Seminars (other than conference presentations)

2008 Pharmacotherapy for Children in Care
: Queensland Department of Child Safety- Brisbane Region
Brisbane
2009 Mental lllness in Youth
" Rotary Health Community Forum.
Brisbane
2010 Research opportunities in Autism

Inaugural Opening QIMR Division of Mental Health.
Brisbane, Australia.

Attachment and Emotional regulation
UQCCR Seminar Series
Brisbane

2011 Attachment and Emotional regulation
Prince Charles Hospital Grand Rounds
Brisbane

2012 Does Childhood Trauma Cause Psychosis?
Prince Charles Hospital Grand Rounds
Brisbane

Treatment Refractory Patients with First Episode Psychosis
RBWH Grand Round
Brisbane

Post Mortem Clozapine levels
RBWH Grand Round
Brisbane

The continuum of Psychosis
UQCCR Seminar Series
Brisbane

Psychopharmacology in the Classroom
APS College of Educational and Developmental Psychologlsts
Brisbane

Bullying. A modifiable risk factor for mental illness.
Bostock Oration
Brisbane
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The continuum of Psychosis in Adolescents
Orygen Youth Health Service
Melbourne

Parenting Adolescents
Hillbrooke Anglican College Parent Information Evening
Brisbane

2013 Research Opportunities in Psychiatry
RBWH Grand Rounds
Brisbane

Bullying: The most modifiable risk factor for mental illness
Canaan Institute Lecture Series
Brisbane

Using Market mechanisms to prevent Mental lliness
The University of Queensland CCR Seminar Series
Brisbane

Workshop: Youth Mental Health in Universities
University Colleges Australia National Conference
Gold Coast

Keynote Address: Optimising Mental Health in School Students
Independent Schools Queensland Conference
Brisbane

2014 Medications for Children with Autism
AEIOU Annual Conference
Brisbane

Personal Resilience
AMAQ Inaugural Junior Doctor’s Conference
Brisbane

The immune system and schizophrenia
Queensland Forensic Mental Health Seminar
Brisbane

Bullying: The Most Important Risk Factor for Mental lliness
The Barton Pope Lecture
Adelaide

ADHD: The Most Treatable Neurodevelopmental Dlsorder
RIS Equity Meeting
Brisbane

2015 Neuronal Autoantibodies in Psychosis
Lady Cilento Children’s Hospital
Brisbane



EXHIBIT 114

MNH.900.003.0048

MNH.900.003.0048

Clinical Trials in Early Psychosis
Metro South Mental Health Grand Rounds
Brisbane (1/6/15)

Clinical Trials in Early Psychosis
Prince Charles Hospital Grand Rounds
Brisbane (11/6/15)

Clinical Trials in Early Psychosis
Royal Brisbane and Women'’s Hospital Grand Rounds
Brisbane (23/6/15)

Clinical Trials in Early Psychosis
Grand Rounds Lady Cilento Children’s Hospital Grand Rounds
Brisbane (17/7/15)

Auto immune encephalitis. A cause of psychosis.
Secrets of your brain revealed:a research update.
UQCCR Community Symposium

Brisbane (22/08/15)

Preventing Mental Disorders in Children and Adolescents

Invited Presentation to the Queensland Mental Health and Drug Advisory
Council

Brisbane (19/10/15)

Optimising recovery in persons with serious mental illness
Invited Workshop PsyAcademy Il (Janssen Cilag)
Sydney (24/10/15)

Psychotic like Experiences, Research and clinical applications
UQCCR Seminar Series
Brisbane (29/10/15)

Psychosis — What is it and how is it treated?.
Unravelling Psychosis Consumer and Carer Conference
Brisbane (26/11/15)
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From: o , On Behalf OF Trevor Sadler

Sent: Fridav, 2 Novéember 2012 7:13 PM
To:
Subject: RE; [QFCAP] BAC impending closure

C

Dear Colleagues,

I meant to add that this information Is confidential at the moment, until after discussions with the other
Inpatient units. | cannot inform any staff,

Kind regards,

Trevor

From: _ o
Sent: Friday, 2 November 2012 6:42 PM

To: ) ;

Subject: [QFCAP] BAC impending closure

_ On Behalf Of Trevor Sadler

COear Colleagues,

| was informed today that the Mental Health Alcohol Tobacco and other Drugs Directorate (MHATODD) has made
the decision to close Barrett Adolescent Centre. | got the impression that it Is to be sooner rather than later —a
date of 31 December was mentioned.

The decision ta do this was because of alleged occupancy rates of about 60% in the acute inpatient units, and lass
than 50% for our unit. | cannot speak for the acute inpatient units, of course, but | know that currently we are
managing 13 inpatients and 7 day patlents (+ 1 outpatient whom | may need to readmit soon), We have 15
inpatient beds, (MHATODD has hever recognised we have day patients for the last 30 years.) Adolescents who go
on leave for the weekend or for school holidays or adolescents whe are partial inpatlents while in transition back
to the community are not counted as occupled beds when they do not spend the night with us,

. We have trialled other

adolescents as day patients for several weeks, but then needed to readmit them. During their absence, they are a
vacancy. All of this adds up, of course over the period of a year, and MHATODD averages out our accupancy,

hence the figure of less than 50%.
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They belleve our adolescents can be redistributed among the other inpatient units and seek out some NGO
services.

The declsion has Just about been made. However, they will first talk to senlor staff in the other inpatient units to
determine their capacity to take up our adolescents,

I thought, however, that | needed to let you know ahead of the official announcement so you can carefully
conslder the alternatives

» For any patlents you may have with us

»  Forany services which will provide services in lleu of our service, ) must confess that because my thinking
has been along the lines of how to hest provide an Inpatient/day patlent services, | am a bit stumped to
think quickly of alternatives, My narrow thinking was reinforced at the recent FCAP conference, when
there was a presentation by the Walker Unit {which Is ouir NSW counterpart opened 2 years ago) where
they were able to argue the need for a longer term unit, and Bob Adler’s commaents at that presentation
that they absolutely needed one In Victorla, | thought the alternatives probably aren’t that obvious. | also
vistted 13 inpatlent units in the UK and 2 in Switzerland. Those that had a mix of acute/medium-fong term
patients really struggled. Again, for the patient groups we see that require longer term treatment and
intensive rehabllitation, there weren’t clear alternatives,

30 it will require some careful thinking as to how best we can help adolescents with severe and persistent
disorders with resulting Impairments. There isp’t apparently much time to come up with ideas,

Sorry to trouble you. | know you are all busy. 1 just want to make sure the adolescents we see have a viable
alternative,

Kind regards,

Trevoy
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Dr Jameés Scott

MBBS QLD. FRANZCP, PhD
Consultant Psychiatrist

11% November 2012

Hon Lawrence Springborg
GPO Box 48
BRISBANE QLD 4001

Dear Mr Springborg

I am wilting to expiess my concerns about the reported forthcoming closure of the
Barrett Adolescent Gentre. | am a child and adolescent psychiatrist who has been a past
director of the Mater Inpatient Unit at the Matet Children’s Hospital (2003-2006) and the
Child and Family Therapy Unit at the Royal Children’s Hospital (2007-2010).

The Barrett Centre provides medium to long term treatment and rehabilitation to the
most setlously mentally ill adolescents in Quesnsland. Without this facility, there will be
an enormous gap in the care that can be provided to these young Queensianders and
their families. The acute Inpatient units cannot provide the same care. as the Barrett as
they are driven by performance indicators such as short lengths of stay. The mental
health problems that trouble adolescents admitted to the Barrett will not respond to brief
admissions and community care. Generally speaking, these are young people who have
either éxperienced ohgoing and severe abuse throughout childhood or they have a
serlous mental lliness that is refractory to other treatments.

The Barrett centre plays an important role in preventing these young people from
sulcldal acts or alternatively committing offences that result in Iengthy Incarceration, |
urge you to carefully consider the problems that will arise if this facility is closed without
an alternative medium term inpatient unit to provids ongoing care to these very
vulnerable adolescents

Yours Sincerely

Dr James Scott
Consultant Psychiatrist

Page 1 of 1
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From: James Scott

Sent: 11 Nov 2012 22:21;01 +1000

To! Lesley Dwyer

Subject: FW: Concerns about the reported closure of the Barrett Centre
Attachments: Concerns regarding the Barrett Centre Closure.pdf

Dear Ms Dwyer

I have written to The Minister today to express my concerns about the reported closure of the
Barrett Adolescent Centre, Each year, [ refer 1 to 2 adolescents to the Barrett Centre.
Realistically, without the Barrett, these adolescents would die or end up in some other form of
institutional care that would be very expensive and of little therapeutic benefit (youth
detention, One on one youth worker support).

~ I'hope that there is still an opportunity for this decision to be further considered
kind regards

James

Dr James Scott
Consultant Psychiatrist
Metro North Mental Health

Level 3 UQCCR
Royal Brisbane and Women's Hospital

Herston Qld 4029
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From; Sharon Kelly

Sent: 20 Nov 2012 21:48:52 +1000

To: James Scott;Lesley Dwyer

Subject: Re! FW: Concerns about the reported closure of the Barrett Centre
Tharks James,

I will be certaln to Include you In the consultation processes as we move forward. Our first
small planning group Is to occur tomorrow morning so from there we will have sorme further
agreed direction and steps to move forward.

Regards
Sharon

Sharon Kelly
Executive Director ) .
Mental Health and Speclalised Services

West Moreton Hospital and Health Service

Chelmsford Avenue, Ipswich, QLD 4305
PO Box 878, Ipswich, QLD 4305
www.health, qld gov.au

>>> Jarhes §¢ott 11/20/2012 9:39 pm >>>
Deat Lesley arid Sharon

thank you for your response, I weild be very pleased to assist in any way I can In
considerihg other options to the Barrett

kind regards
James

>>> Lesley Dwyer 11/19/2012 11:50. am >>>
Recent media reports Have raised to the forefront the role and future of the Barrett

Adolescent Céntre at The Park,

I am seeking your support, advice and collaboration in relation to developing an alternative
model or madels of service to replace the services currently provided at tha Barrett
Adolescerit Centre (BAC), at The Park - Centre for Mental Health.

Initial high level discussion had commenced with Mental Health Branch and senior staff at
* The Park, as you Would be aware, the Redlands Adolescent Extended Treatment capital
praject has been recently cancelled,

Dear Dr Scott
Firstly apologies for not responding eatlier t6 your email.

The following is inforination that we have sent to invitees that attended a méeting last
Thursday to discuss how we tesolvé the Issues faclng Us at The BAC.

"The BAC facillty at The Park Is approaching 40 years of age and has been identified by the
Australian Council of Healthcare Standards as unsafe and necess/‘tat/ng urgent rep/acement
Frther, there Is concern regarding lts co-location wWith adull forensic and sectire setvices.at

The Park
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At this paint in time, no declsion has been made by the West Moreton Hospital and Health
Board and the punpose of the planned meeling tomorrow, Thursday, Is to provide spme
dlarity and commence discussions in regards fo the next steps for determining the solution
and altetnate services for this consumer group,”

At the meeting It was agreed that a small working patty be formed, assisted by an Expert
Clinical Reference Group, to Iook at the various options for the fonger term neads of
Adolescent Mental Health Services currently provided at the BAC.

A communlcatjon strategy for key stakeholders will be developed and I would be pleased to
énsure that you are kept informed and have the opportunity to input into this process.

Sharon Kelly is the Executive Director, Mental Health and Specialised Services who will lead
the process,

Thank you for taking the time to write to me,

Kind Regards

Lasley Dwyer

Lesley Dwyer
Chief Executive

West Moreton Hospital and Health Service
PO Baox 78, Ipswich, QLD 4305

>>> James Scott 11/11/2012 10:21 pm >>>
Dear Ms Dwyer

I have wiitten to The Minister today to express my concerns about the reported cldsure of
the Barrett Adolescant Centre. Each year, I refer 1 to 2 adolescents to the Barrett; Centre.
Reallstically, without the Barrett, these adolescents would die or end up in some other form
of Instltutional care that would be very expensive and of little therapeutic benefit (youth
detention, One on one youth worker support),

I hope that thete Is still an opportunity for this declsion to be further consldered
kind regards

James

Dr James Scott
Consultant Psychiatrist
Metro North Mental Health

Level 3 UQCCR
Royal Brisbane and Women's Hospital
Herston Qld 4029
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BNINE A

Enquiries to;  Sharon Kelly
Executive Director Mental
Health & Specialised Services
Telephone:;
Facsimile:
' Our Ref: CT:KA

Dr J Scott
Consultant Psychiatrist Early Psychosis
Metro North Hospital & Health Service

bear Dr Scott

| would like to formally invite you and to thank you for agreeing to be a member of the Expert
Clinical Reference Group that has been established to recommend a model of care that will meet
the needs of adolescents requiring sub-acute mental health care in Queensland.

As you maybe aware, West Moreton Hospital and Health Service In partnership with Mental Health
Alcohol and Other Drugs Branch, wants to conslider alternative model(s) of care to the current
model at Barrett Adolescent Centre (BAC). You have been nominated to be a part of this group
due to your specialist skills and expertlse in this area.

It is proposed that the Expert Clinical Reference Group consist of:

s & & & o

Dr Michelle Fryer, Faculty Child and Adolescent Psychiatry .

Dr James Scott, Consultant Psychiatrist Early Psychosls, Metro North HHS

Dr David Hartman, Clinlcal Director, CYMHS, Townsville HHS

Dr Trevor Sadler, Clinical Director, BAC, West Morston HHS

Dr Ray Cash, Consultant Psychlatrist, CYMHS, Children’s Health Qld HHS

Professor Philip Hazell, 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, Team Leader, Adolescent Inpatient Unit and Day Service, Townsville HHS
Mr Kevin Rogers, Principal, BAC School

w2

Office Postal Phone Fax
Division of Mental Health & Speclallsed Services PO Box 73

West Moreton Health Ipswich Qid 4306

Ipswich Hospital

Chelmsford Avenue

Ipswich Qld 4305
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2.

It is also proposed that the Chair of the Expert Clinical Reference Group will be Dr Leanne
Geppert, Director Planning and Partnerships Unit, Mental Health Alcohol & Other Drugs Branch.

The Chair, through the Expert Clinical Reference Group, will invite additional nominated National
experts on an as heeds basis to provide further input into the development of a contemporary
evidence based model of care.

The Chair will be in contact with you in the near future regarding the first mesting time, Given the
expected short duration of this forum, it is anticipated that the Expert Clinical Reference Group will
meet inittally on at least a fortnightly basis (in petson or tele/videoconference).

| would like to thank you in anticipation of your confribution to the model of care that will meet the
needs of adolescents requiring sub-acute mental health care in Queensland.

Yours sincerely

Sharon Kelly
Executive Director Mental Health & Specialised Services

03/12/2012
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Oueensland Governmen|
Barrett Adolescent Strategy
Expert Clinical Reference Group

MINUTES

Friday 07 December 2012

Dr Leanne Geppert

Chief Executive West Moreton HHS and A/Executive Director
MHAODB

Emma Foreman/Vaclta Turituri

Butterfleld St Level 2 Conference Room (Room 2,2 LMR)

Local Dial in no,
National Dial In no.
Particlpant code

»  Amanda Tllse, Operational Manager, Alcohol
Mater Children's Hospital

Amella Cauaghan State Manager Qld

9,00 ~ 10.30am

ental Health Services,

Josle Sorban, Director of PsychalogyFGhild { 2
Kevin Rodgers PSM, Principal, Barrett ‘e School, Education Queensland

Dr Michelle Fryer Chaif; c! illd & Adolescent Psychiatry (QFCAP), The
Royal Australian and N ¢

p Hazel, Dlreotor, Infant Child and Adolescent Mentai Health Services, Sydney and
ydney Local Health Districts,

FACHQ BAC CON2, Closure DeclslomM\ECRGWminules\2012.12.07.doc
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Queenslahd Go\zemmem
Barrett Adolescent Strategy
Expett Clinical Reference Group

14 | Open and Welcome
% Waelcome and Introduction of Invited members brought together for
their particular expertise and specialist areas in adolescent mental
health,
»  Chair provided brief backgroUnd and historical context to events
leading to the establishment of the reference group
o Noted cancellation of Redlands capital works project, i
redirection of capital funds to other capltal projects. g
hope that operational funds will remaln for the u
and youth mental health purposes.
o Noted the condition of the current facliity
with aduit secure and forensic service,
o Noted the Queensland Plan for Ment
(QPMH) and clear policy direction fof

community networks,
Where to from here?
x  Task of the ECRG Is to recoffi

Identifying the cohort of adolé
options for service models. - %

S (WMHHS) will be
d thelr familles and

15:and developments.

neral, Queensland

particlpate.

duration.
izProxies will

' acceptable due to the time limited nature of the
f loss of consistency and continuity.

Actions FCRG Sectetariat

1. Follow up with Dr Ray Cash,
2. Confirm and send out scheduled dates and times for 2013,

2.4 » Wil be used to track tasks and actions of the group
Action Sheet

FI\CHQ BAC CON2, Closure DeclsiomM\ECRG\miInutes\2012.12.07 .doe



EXHIBIT 114

Oueenslnnd Govemntnl

Barrett Adolescent Strategy

3.4

Communication
Log

4.1
Introduction of
purpose and
parameters

Expert Clinical Reference Group

Noted the log of lefters to the Minister for Health ralsing concerns
about the possible closure of the BAC.,

Need to note the sallent points In these communications and ensure
that they are addressed or considered where appropriate,

Ofthe hlghest priority are the current consumers of BAC (and
future consumers) and what is planned for them In the lnterimv‘
declsions and plans are being made,

Risk of dispersal of clinical expertise and possible loss
expertise to Queensland with possible BAC closure
has already begun to happen due to uncertaln futyr

conslstency and boundarles provided by iney|
ECRG members agreed that any model th: 1
retain the education component, The ¢
this will be incorporated.
ECRG noted the endorsed Terms of Refare
provided the following feedback to the Planning
consideration:
o The TOR does ho

o Noted that the scop

o

et the needs of this cohort, Further
t and comparable to Internatlonal

uld Identify gaps and recommend innovative
|55 to address these.
Bted that there have been a number of attempts to

oW Is BAC cannot continue on the current site and there Is
#¥ho funding to build another BAG,

ERGG noted that this was an opportunity to start afresh with respect
to model development.

o [t provides an opportunity to look at innovative strategles
and models such as using the Non government sector and
developing partnerships and opportunities with other
stakeholders.

o Provides an opportunity to address service gaps fot
adolescents on the walling list for BAG and for those young

MNH.900.003.0060

MNH.900.003.0060

ECRG Chair

CHS.001.001.6056

FACHQ BAC COI\2, Closure Declslon\ECRG\minutes\Zm2.12.07,doc



EXHIBIT 114 MNH.900.003.0061

MNH.800.003.0061

CHS.001.004,6057

Queenslangd Governmen!

Barrett Adolescent Strategy

people that currently don't 'fit’ such as those with
developing chronic psychiatrlc disorders and intsllectual
disabilities eto,

o EGCRG acknowledged that there is a lot to learn from BAC
model. The BAC day program has been drawn on heavlly
to model the day program for adolescents at Townsviile
Child and Youth Mental Health Service hence the ECRG
should consider what components of the BAC model to ta
forward.

4.2 x  The profile of consumers accessing BAC has changed and thez

setvice Is not dealing with the same group or type of consu

Definitlons the past. Thls may be as a result of increased access to,ch
youth acute units,

» |n order to better understand the target client group,g
that members needed to inform themselves abo

1. Service models for adolescents that
including;

o Barrett Adolescent Cen

o Draft Adolescent Exten

Rehabilitation MOS

4, Client profile of posslb :
fo refer to BAC,

ECRG members | 14/12/2012,

(see action shest
for detail)

e recommendation Is to consider the conceptual
ge i.e. when the individual begins to deal with

reed that the lower age range should be retained at 13

years bt upper age limit should be flexible,

% Average age range how seen at BAC is 15-16 year olds which has
an Impact on the type of currioulum offered at the BAC school.

»  Agreement in principle that the presenting lssue rather than the age
range flexibility should be the determinant at the higher age range.
Further, that the developmental age of the young person rather than
chronological age should be considered,

»  Noted a higher ratio of females to males at BAC.

% Sexuality and gender Issues need to he addressed both in the

FACHQ EAC COMN2, Closure Declsion\ECRG\minutes\2012,12.07.doc
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recommended mods! and at this stage of developm

Other discussion points:

*  Noted again that any model of care that Is recommended will need to
"fit' closely with state models of service and national mental health
planning frameworks as fufure funding will be linked to these, &

x  Passible scenatlos for distribution of this service could include:

.o One spedific HHS funded to provide statewide service
o Stand alone statewide service .
o Individual flexible funding packages within the Non gover

sector
o Day program places

This Is a high service user group. Noted that the

visible system cost to the population of adolescg
people that are house bound, Invisible and
however, a ‘huge cost to saclety’. Note alg
adolescent suicide on families,

Target group/Glient profile
2. Service analysis across adolé
»  Existing services
x  Gap analysls

F:ACHQ BAC CON2. Closure Declslom\ECRGminutes\2012,12.07.doc
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Follow up and confirm with Or Ray Cash
acceptance of invitation to parficipate in the
ECRG.

Vaoita Turitur

MNH.900.003.0063
CH8.001.001.6058

2 Confirm and send outf scheduled dates and times | Vaoita Turituri 14/12/12
for 2013
3 Forward feedback to the Barrett Adolescent Leanne Geppert |

Strategy Planning Group regarding
changes/recommendations to the ECRG ferms
of reference.

4 Examples of adolescent mental health service
models to be forwarded to the secretariat for

compilation.
= Barett Adolescent Centre Model of Service
(MOS)

x  Draft Adolescent Extended Treatment and
Rehabilitation MOS

»  Draft Acute Adolescent Inpatient Unit MOS

»  The Walker Unit MOS, Concord Centre for:
Mental Health, NSW

5 x  Profile of current BAC consumers.
x  Cumulative demographlc profile
consumers in BAC over a period:
years,
x  Any BAC consumer or ¢g ‘Satistaction
slrveys.
x  Any investigations of eggyts by students etc
on longer term ou‘tcomes‘*o\d BAC
consumers. B

Treatment & Rehabilitation MOS received

npafient Unit MOS received

5 x  Client profile of possible consum
services would like fo refer to BAE

14/12/2012

Received

FACHQ BAC CO2. Closure Decislon\ECRG\minutes\2012.42:
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MINUTES

| 09 January 2013

Dr Leanne Geppert

Chief Executlve Wast Moreton HHS and A/Executive Director
MHAODB

Emma Foreman/Vaoita Turltur
Butterfield St Levsl 2 Conference Room (Room 2.2 LMR)
!l Local Dial in no.

National Dial in no.
Patticipant code;

9.00 ~ 10.30am

Mater Chiidren's Hospital

= DrJames Scott, Consultant Psychlatrist
Service

= Josle Sorban, Director of Psycholog

= Dr Leanne Geppert, Director, Planni
Drugs Branch (MHAODB)

x  Dr Trevor Sadler, Clinlcal Director, Barrett At Sentre West Moreton HHS Mental Health
Service 3

»  Emma Hart, Nurse UnitM Qage
: Townsville HHS Mental Haalth

e Jﬂcal Directori

FA\CHQ BAC CON2. Closure Declslon\ECRGminutes\2018,01.09.dec
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Leanhne Geppert

1.4 Open and Welcome

= Woelcome to reference grotip members. Speclal welcome fo Drs
Trevor Sadler and James Scott who are attending for the first time.

1.2 Previous minutes

»  The minutes of the previous meeting held on 07.12.12 were accepted
as an accurate record.

Minutes were endorsed by Josle Sorban and Amanda Tilse,

PR ES H et

241 Outstanding actions fo be addresed:
Action Shest »  Feedback on ECRG TOR to be considered by the Planning Group at Leanns Geppert | 18/01/2013
thelr next meeting on 18,01.2013
= DrSadler to forward consumer vignettes and profiles Trevor Sadler Due

ES T AT R ]

3.4 ECRG Media Protocol

Communication | x  Members were reminded of the medla protocol developed by West
Moreton HHS (WMHHS). Furthermore, a request had been made for
the names of reference group members to be made publicly
avallable. All members present agreed for their names to be publioly
avallable. Acknowledgement and acceptance [s still fo be confirmed
by some members.

»  Clarification was sought regarding the duratlon of the medla protocol.
An ad infinitum request is not acceptable to the group; agreement
that members will ablde by the media protocol untll the conclusion of
the ECRG.

« |t was acknowledged that each member was present as an individual
expert in their discipline and a leader in their particular field. To some
extent though, they also represent thelr particular Hospital & Health
Service (HHS) or organisation and with that may come certain
pressures and expectations,

= Members therefore agreed that each individual will forward a
Declaration of Interest to the Secretariat for notlng to avoid any
potential confilet of interest.

Action:

7. Members to confirm acceptance of media protocol and for their Group members 18/01/2013
names to be publicly avallable,

8. Degclarafion of Interest document will be developed by the Searetariat
for use by members, Please see altached draft Secretariat asap

A

(e Leanne Geppert 18/01/2013

dedén of
Interest terplate_ad:

9. Chalr to report back to the Planning Group that the members will
ablde by the media protoco! until the conclusion of the ECRG.,

Communication Log

x  Reference was made to communications received by West Moreton
HHS (WMHHS) from Child and Youth Mental Heaith experts,

* A summary of these Is collated In the Communications l.og. Hard Each

Group members

FACHQ BAC CON2. Closure Deciston\ECRG\mInutes\2013.01.09.doc 2
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copies are available for EGRG members to read in detall if required.
ECRG members are asked fo read the Communications Log prior to
each meeting as It Is a requirement of the ECGRG to consider this
communication In the development of a future service model.

MNH.900.003.0066

MNH.800.003.0066

meeting

CHS.001.001.6062

3.2 L]
Updates

44

Consumer and
Carer x
Representation

An update from the Planning Group will be provided at the next
meeting.

Reference was mads to Inclusion of consumer and carer
representation in the ECRG,

General consensus Is that this Is appropriate and integral to service
planning. Furthermore, this Is the internationally accepted practice in
mental health, '

Questions about whom and whether it should be a former consumer
of Barrett Adolescent Centre (BAC) or whsther a general consumer
would suffice was debated, Noted that It was important that the
consumer representative have an appreciation of the degree of
unwellness and severlty that this consumer group experlence. Such
a representative would provide invaluable input and Insight.

Noted that the consumer representative will need to be linked to or
understand the experience and severlly of the target group and
service type but is not necessatily limited to those who are past or
present consumers of BAC.The target group and service type was
yet to be determined.

Declsion to nominate a consumer or carer rep, should be based on
the target group and service profile.

Action:
10. Chair to forward to the Planning Group a recommendation for the

inclusion of a consumer and carer represantative on the ECRG

- membership.

Leanne Geppert

Leanne Geppert

18/01/2013

4.2 1.

Target
group/Glient
profile

The ECRG used a structured approach to address the service
elements to-be considered in developing a service model and
determining the cllent profile. A template was developed to assist in
this process,

The following was discussed:

o The acuity of some consumers in BAC was compared in
relation to those In adolescent acute Units. The severity of
issues for some clients Is persistent and from a young age,
leading to deficits and Impacts both at home and later on at
school and into adulthood. By this point, there Is a broad
spectrum of persistent and severe symptomatology.

o Consensus that a feature of the target group was that
adolescent consumers have persistent and severe
symptomatology.

o Noted that the ERCG need to consider existing national
frameworks and use language and terms consistent with
these in determining a proposed madel,

o Models need to be consistent with national frameworks to
ensure that funding s not at tisk; also need to remember
Activity Based Funding (ABF) In these discussions.

o Noted that the Walker Unit In Sydney Is desighated as a non
acute and non severe service however the funding model Is
acute based. The challenge ls fo provide the context within

F:\GHQ BAC GON2. Closure Dedlsior\ECRG\mInutes\2013,01.09.doc
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which to develop the rationale.

o Noted that there was varylng degrees of knowledge of
current adolescent setvices whether private, non
government ot public avallable across the state. Current
knowledge seems to be localised and specific to district
Child & Youth Mental Health Services (CYMHS).
Agreement to commence a mapping exercise. The mapping
exercise will assist in Identifying current gaps.

o A draft adolescent mental health continuum service analysis
has been developed and will indicate at which point of the
spactrum these services and gaps, identified from the
mapping exeralse, are located,

Action:

11, Secretariat to commence mapping of current adolescent mental
health services avallable. Please refer fo Agenda ltem 4,3

Secretarlat 16/01/2013

A question was raised as to what could be offered In the absence of
the BAC and possible solutions included:

o Management of possible BAC consumers would be
devolved to the current adolescent acute units as a default
position.

o Or alternatively, all services would need to develop and
acquire the capacity and capability to manage these and
current consumers across the state.

o Alternatively, Day Programs could be developed across
services,

Day Programs
»  Noted that for day programs to be successful for this cllent group the
following was essential in ensuring consumers were supported.

o Accessible for yoting people with residential support
available If required. May be difficult to access day
programs even within the Brishane metropolitan area due to
travel distance. [f well funded and well staffed, a day
program can imanage this client group. After hours support
and therapy needs to continue for some at risk olients.

o Famlly support is essential — families need to be stable,
committed and ‘non-toxic’, Familles may be required to
transport the adolescent and help with their treatment at
home,

o Cater for adolescents that are 'uhsafe’ at night and at risk of
suicide. Management outside hours of the day program
may be required.

»  Apossible day program model may Include partnership with an acute
inpatient unit or with a Non Government (NGO) resldentlal provider or
both,

»  Apossible configuration could thus be:

‘o Gonsumer attends day program and goes home

o Consumer attends day program and goes to a residential
facility provided by a NGO provider and spends the
weekends at home

o Consumer attends day program and stays in an acute
Inpatient facliity.

»  Noted that the current Draft Acute Adolescent Inpatient Unit MOS
allows for short admissions only. This model will need to be changed

FACHQ BAC GON2, Closure DeclsiomECRG\minutes\2013.01.09.doc 4
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if a decision Is utllise adolescent acute units in this way.
Further, queried the feasibility of doing this.

x  Expetlence from New South Wales and overseas has shown thata
mix of acute and persistent presentations within an acute unit was
destabillsing and often to the detriment of consumers with severe and
persistent symptomatology. Further, it was noted that in 12 such
units across the UK; acute patients received better treatment. The
programs were repetitive and there were nelther targeted programs
nor intensive rehabilitation for long stay patlents.

% The physical environment was deemed important with units located
on a significant amount of land.

= There was a question concerning the need to provide this high level
of service to regional areas. A compaiison was made with liver
transplants where there Is low prevalence and high severity and an
acceptance that such a highly specialised service would not be
available regionally.

= The demographic profile of BAC clients Indicate that In the past 10
years, there have been only a small percentage of referrals from
North Queensland and few from Toowoomba and the south west,
The majority have bsen from south east Queensland.

% Please note the attached demographic data for BAC from January
2011 — December 2012 provided by Dr Sadler.

A

Demographics_BAC_
Tsadler_Jani3.doc

% Noted that there may be in fact two target groups.

1, High intensity, severe nesds group requlring long term
therapeutic care which Is currently catered for by BAC,
(Accessed mainly by Southern QLD although available
statewlde).

»  The group requiring step down sub acute adolescent mental health
supparted day program and not requiring 24 hour residential support
but still high Intensity,

= Further noted that there are three main gaps related to accessibliity
o lack of access to BAC services
o lack of access to step down, sub acute mental health
program.
o lack of access to both programs.

»  Further discussion ensued regarding persistent and severe disorders
and treatment within a day program model, From Dr Sadler's
experlence of the current BAC day program the following Issuss were
noted:

o Many adolescent consumers have not attended school on a
regular basls,

o Most do not have contact with adolescents of their own age
group.

o Distuption of social hetworks,

o Ongoing continuing longer term care with evening

FACHQ BAC CON2, Closure DecislomECRGminutes\2013.01.08.doc 5
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supervision to maintain health In a therapeutic residential

facility,

o Severlly of impact from severe anxlety disorders and
avoldani personality disorders can account for a significant
number of adolescents not accessing services or accessing
them too late in adulthood.

With reference to the domains identified in the draft service elements
table, the BAC is [dentified as a sub acute service. It was suggested
that BAC would ‘fit' under an intensive care sub acute service, Such
a service would provide medium term treatment and rehabilitation.
Consumers would receive specialist behavioural and symptom
management programs, individualised and group rehabilitation
programs aimed at improving individual functioning, There would
also be planned transition back into the community,

Dus to time constraint it was agreed that the draft template would be
populated by the secretariat using the information disoussed and
linked to the national frameworks.

Action:

12. Draft service elements template to be populated and sent to ECRG
members for comment out of sesslon, Please see attached document

Service
Elerents_V1.doc

MNH.900.003.0069

MNH.900.003.0069

Secretatiat
Members

GHS.001,001,6065

11/01/2013

4.3

Service
analysis across
the adolescent
mental health

continuum

Please see above discussion telated to the mapping exercise.

m

BACServiee  BAC Service Analysis
Analysis.vsd 2.vsd.pdf

1. Service model options
2. Budget and staffing profile

F:\CHQ BAC CON2, Closure Declslon\ECRGImInutes\2013,01.09.doc
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3 Fotwardback to the arrett Lenn Geppert | 18/1/2013 Recommendations have been forwarded. Planning Group to
Adolescent Strategy Planning Group consider at mesting on 18/1/2013,
regarding changes/recommendations
to the ECRG terms of reference.
4 Examples of adolescent mental health 14/1212012 | »  Walker Unit MOS recelved
sefviee madels to be forwarded to the *»  Draff Adolescent Extended Treatment & Rehabilitation
secretarlat for compllation. MOS recelved
*  Barrelt Adolescent Gentre Model Gary *  Draft Acute Adolescent inpatient Unit MOS to be sent
Breakey/Trevor »  Barrelt Adolescent MOS to be sent
Sadler
Vaolta Turlturl
Vaoita Turltur!
Phillp Hazell
5 = Proflle of current BAG Cary Breakey | 14/12/2012 | Demagraphic data recelved for January 2011 — December
2h Kevin Rodgers 2012 from Dr Sadler.
x  Any BAG consumer or carer
satlsfaction surveys,
*  Any Invesligations or reports by
students etc on longer term
outcomes of BAC consumers,
7 Members to confirm asceplance of Group members | 18/01/2013
media protoco! and for their names to
be publicly available.
8 Declaration of Interest document witt | Secretarlat. asap Draft document developed and forwarded to the Planning
be developed by the Secretarlat for Group for approval
use by members.
9 Chalr to report back to the Planning Leanne Geppert | 18/1/2013
Group that the members wili abide by .
the media protacol untll the conclusion
of the ECRG.
10 Chalr to forward 1o the Planning Leanne Geppert | 18/1/2013
Group a recommendation for the
Incluslon of a consumer and carer
representative on the ECRG
membership.
11 Secretarlat to commence mapping of | Secretariat 16/1/2013 Draft document developed and disseminated with the minutes,
current adolescent mental health
sarvices avallable
12 Draft service elements template tobe | Leanne Geppert | 16/1/2013 | Draft document has been developed and dissminated with the
populated and sent to ECRG & minutes,
memmbars for comment out of session. | gecretariat

FACHQ BAC CON2, Closure Declsiom\ECRG\minutes\2013,01.09.doc
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MINUTES

16 January 2013

- Dr Leanne Geppert

Chief Executlve West Moreton HHS and A/Exscutive Director
MHAODB

Vaoita Turlturi/Rachael Brown
Butterfleld St Level 2 Conference Room (Room 2.2 LMR)

9.00 ~ 10,30am

Local Dial In no.
Natlonal Dial in no.
Participant code:

*  Josle Sorban, Director of Psychology, C
= Dr Trevor Sadler, Clinical Director, Barre
Service

= Dr Leanne Gsppert, Director, Planni|
Drugs Branch (MHAODB)

|

FACHQ BAC CON2, Clostre DaclsiomMECRG\mInutes\2013.01.16.doc
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1.1 Open and Welcome Leanne Geprt

*  Leanne opened by welcoming reference group members.

1.2 Previous minutes

% Leanne requested that members peruse the draft minutes from the
prevlous mesting held on 9 January 2013. 1t was acknowledged that
due to the short timeframe members' may not have had the
opportunity te review the minutes.

The draft minutes were endorsed by Dr Sadler as an accurate record.

Outstanding actions to be addressed: |
Action Sheet »  Feedback on ECRG TOR to be considered by the Planning Group at Leanne Geppert 18/01/13
their next meeting on 18.,01.2013,
»  Feedback on recommendation to include a consumer or carer Leanne Geppert 18/01/13
representative in the mermbership of the ECRG, Leanne Gepport 18/01/13
»  Declaratlon of Interest template to be forwarded to West Moreton
HHS for approval,
x Al members to indicate thelr agreement for their names to be made
publicly avallable,

Al members ASAP

e
LR

34 | ECRG Medila Protocol

Communication | x  Confirmation of Individual names to be made publicly avallable [s stil Members ASAP
to be confirmed by some members,

= A Declaration of Interest docuiment has been developed. This
document needs approval from West Moreton HHS before it can be
used,

» |t was acknowledged that each member was present as an individual
expett in thelr disclpline and a leader in their particular fleld. To some
extent though, they also represent their particular Hospital & Health
Service.(HHS) or organisation and with that may come certaln
pressures and expectations.

»  Members therefore agreed that each individual will forward a
Declaration of Interest to the Secretarlat for noting to aveld any
potentlal conflict of interest.

Action:

13. Secretarlat to send a reminder emall to those members that have not Secretariat ASAP
sent back a response.

14, Declaration of Interest document to be forwarded to West Moreton Leanne Geppert 18/01/13
HHS for approval.

Gommunication Log
= No further communication received

3.2 *  An update from the Planning Group will be provided at the next Leanne Geppett 30/01/13

Updates meeﬂng.

»  Conflrmation from Dr Trevor Sadler that permission to distribute
matetial he has provided to the Secretariat for distribution is impliciily
understood by contributors,

x  The Acute Adalescent Inpatient Unit MOS will not be distributed to

FACHQ BAC CON2, Closure Decislon\ECRG\minutes\2013.01.16.doc 2
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the reference gupem ors as this document Is still In draft from

and is not significant to the current discussions.

x  Agreement to change meeting schedule to fortnlightly to allow
members to 'digest’ reading materlal and for the secretariat to
progress actions arising out of meetings.

Actioh:

15, Secretartat to forward updated schedule of meetings Seoretariat ASAP

4.4 There was further discussion concerning the service elements table
Target which was populated by the Secretariat based on the discussion from
group/Client the previous meeting.
profile cont’d »  Dr Sadler forwarded to the Seoretariat patient profiles examples of
some of the BAC consumers.

o [twas felt that the service elements table does not capture
the complexity or severity of this cllent group; a simple
dlaghosis does not indicate the persistence and level of
Impairment that may be present.

o The profiles forwarded by Dr Sadler try to encapsulate this
and includes [dentification of the Individuals unique
strengths which s important to build on as a component of
the therapeutic mix. Further, It attempts to encapsulate the
complexity and Interaction of a number of varlables that
make for change and highlight that clinlcal treatment Is not
linear in progresslon.

o DrSadler was keen to recelve feedback from group
members as how this could be presented better.

o - It was suggested that the use of quantitative and qualitative
data would be useful to address this. Further, looking at the
length of stay (LOS), the services being utllised by
adolescents and the type of treatment they were recelving.

o ltwas further noted that this should be considered also for
those consumers that have not accessed BAG. Moreover, It
was questioned whether there was Indeed another group of
adolescents that are missing out and not getting thelr needs
met.

% A question was ralsed regarding whether evidence ot research exists
that links the achievement of optimal therapeutic treatment to LOS,

o Members present were not aware of any research indicating
an optimal LOS to achleve optimal therapeutic treatment.

o Noted that in the Walker Unit’ the LOS is identified as up to
6 months, howaver, they have had paople for longer.
Similar units in the United Kingdom have had LOS of 2
years. ‘

o For BAG, time seems to be a factor in the improvement of
an adolescent, it s not clear what particular factors have
really worked; whether it be the therapeutic milieu, that the
adolescent is kept alive long enough for them fo be able to
reflect and contemplate other options or belng In the

% =,

\Vzwb;ﬁn.pdl .
1 Walker Unit brochure " The Walker Unit

FAGHQ BAC COI\2, Closure Deslslon\ECRGYinutes\2013,01.16.doc 3
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company of their paers who are going through simllar

situations.

o Whatls clear however, Is that not having anywhere to go
after discharge from BAGC or other step down facility has a
detrimental effect and leads to a deterioration in the
progress made by an adolescent,

o Acknowledgement that there will be a small group (‘outllers’)
that would require more time.

» A suggestion was put forward for consideration by the group of a
smaller residential bed based unit (8 beds) with a limited time frame
(up to 6 months). The step up/step down component wotld be
undertaken by the relevant adolescent acute unit.

= Suggested that the ECRG should define the yoting people that need
the service first and the coordination of services required at different
levels,

»  Furthermore, flexibllity In the duration of service should be
determined by focusing on factors necessaty for the young person {o
progress and the barrlers that must be overcome to continue or move
towards discharge.

»  Need to ook at barrlers to shortening LOS; one of these as
mentionad Is lack of alternative and appropriate accommodation for
adolescents once discharged.

= [tmay be that the LOS Is Identifled as 6 months as this fits with
national frameworks however that there Is flexibility to allow the
barrlers Identified to be addressed.

= Noted incluslon of ‘emotions’ in the draft service descriptor, Agreed
that adolescents have difficulty in articulating and expressing
emotions. Moreover, there is difficulty in recognising and
understanding emotions.

After further discussion regarding the service element content, It was
agreed that the revised verslon would be sent to the members for further
thought and perusal,

Members were requested to use track changes If possible to add, amend
or edit the current content and forward back to the Secretariat,

Please see attached draft table

%

Service
Elements_4_16.01,13

Action
: . Secretariat ASAP
16. Secretariat to forward revised draft service elements to EGRG
members
17. Members to review the draft service elements table using track
changes and forward to the Secretarlat for collating. ECRG membets | 30/01/13

F:\CHQ BAG CON2. Closure DeclsloMECRG\minutes\2013.01.16.doc 4
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MNH.900.003.0076

MNH.900.003.0076
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4.3 No further discusslon

Service x
analysls across
the adolescent
mental health
continuum

continuum,

5.1 1. Service model options

2. Budget and staffing proflle

Please note the updated draft adolescent mental health service

BAC Service Analysis BAC Service Analysis NGO Adolescent MH
4,pdr 4sd

sarvices_2.doc

F\CHQ BAC CORW2. Closure Dsclslon\ECRG\minutes\2013.01,16.doc
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Expert Clinical Reference Group

Forward feedback fo the Barrett

to the ECRG terms of reference,

Leanne Geppeit
Adolescent Strategy Planning Group
regarding changes/recomimendations

18/1/2013

Recommendations have b

MNH.900.003.0077

MNH.S800.003.0077

een forwarde

consider at meeling on 18/1/2013.

d. Plannin

g Group to

CHS.,001.001.6073

= Profila of current BAC

satlsfaction surveys.

= Any investigations or reports by
students etc on longer term
outcomes of BAG consumers.

Trevor Sadler
Kevin Rodgers

14122012

Demographic data recelved for January 2011 — December

2012 fram Dr Sadler.

Members to confliin acceplance of

be publicly avaliable,

media protocoal and for their names to

Group members

18/01/2013

Reminder emall sent 18/01/13 to those members that have

not responded.

the media protocol until the
concluslon of the ECRG.

Chalr to report back to the Planning
Group that the membets wili ablde by

Leanne Geppert

18/1/2018

10

Chair to forward to the Planning
Group a recomimendation for the
Incluslon of a consumer and carer
representative on the ECRG
membership.

Leanne Geppert

18/1/2018

14

for approval.

Declaration of Interest document to
be forwarded to Wast Moreton HHS

Leanne Geppert

16

Secretarlat to forward revised draft

for revlew and comment

service elements to ECRG members

Secretariat

17

and forward to the Secretariat for
collating

Members to review the draft service
elements table using rack changes

ECRG members

F:\CHQ BAC CON2, Closure DecisiomECRGWInutes\2013,01.16.doc



EXHIBIT 114 MNH.900.003.0078

MNH.800.003.0078

. GHS.001.001.6074

=g

L

%’%
Oueensland Gavernmens

Barrett Adolescent Strategy
Expert Clinical Reference Group

MINUTES

Dr Leanne Geppett 13 February 2013

Chlef Executlve West Moreton HHS and A/Executive Director
MHAODB

Vaolta Turituri
Level 2 Conference Room (Reom 2.2 LMR), 15 Butterfield St, H
Local Dial in no.

Natlonal Dial in no.
Participant code‘

9.00 - 10,30am

: Mater Children's Hospital
§ » Josle Sorban, Director of Psychology, Chll
Dr James Scott, Consultant Psychiaf

= Kevin Rodgers PSM, Principal, Barrz

= DrlLeanne Geppert, Director, Planning &
Drugs Branch (MHAODB)

»  Dr Trevor Sadler, C
Service

=4
NT and WA, Headspace.

Gallagh Stf\te Manag
hild and Adolescent Mental Health Services, Sydney and

ofessor Philip Prq-g II, Director, |
uth Western Sydn y Local Heal

F\CHQ BAC CON2, Ciostire Declslon\ECRG\minutes\2013,02.13.dos



EXHIBIT 114 MNH.900.003.0079

MNH.900.003.0079

CHS.001.001.6075

Oueansland Gavernment

Barrett Adolescent Strategy
Expert Clinical Reference Group

11 Open and Welcome

»  Members present and on teleconference were welcomed by the
Chair
1.2 Previous minutes

*  The draft minutes of the last meeting (16.01.2013) were endorsed by
Dr Sadler and Josle Sorban as an accurate racord.

ST TR EE s 8 | /s XY el

21 Outstanding action to he addressed:

Action Sheet = Awalting response back from the Planning Group regarding the
amendments to the ERCG terms of reference.

»  The Planning Group has endorsed the Inclusion of a consumer and
carer representative. West Moreton HHS will develop a process for
the support and debrief of these individuals as requlired,

= Deoclaration of Interest template has been approved. All members to

indloate thelr agreament for thelr names to be made publicly

avallable,

it i

31 Gommulcatlon Log
Communication | x  No further communication received
3.2 x N noted

Updates

T TG

= West Moreton HHS has approved the Indlusion of a consumer and a

4.1

Consumer and carer representative on the ECRG. However, there is an unclear
carer commitment from them In regards to remuneration for these

representaﬂon I‘epresentailves.

»  The ECRG recognise the need to provide adequate support for the
prospective consumer and carer representailve and identifled the
following :

Up brief

o To support the consumer and carer rep. by providing
background Information and context for the meeting;
procasses and responsibliities of members etc. This will be
a responsibility of the Chalir and secretariat.

De-brief

o To support the representatives with issues such as
abstacles, dilsmmas etc that may arlse during the course of
meetings.

Remuneration i

o Itis standard practice fo remunerate consumer and carer
representatives for meeting, reading time and travel.

»  The ECRG wil seek ofariflcation from West Moreton HHS regarding
commitment to remuneration of these representatives,

= The ECRG have agreed on

as sultable carer and consumer representatives; their
names will be forwarded to West Moreton HHS for Invitation to the
group.

»  Further, ECRG members agreed that , oarer

FACHQ BAC CON2. Closure Declsion\ECRG\minules\2013.02,13.doc 2



EXHIBIT 114

Ouesnsiand Government

Barrett Adolescent Strategy

Expert Clinical Reference Group

MNH.900.003.0080

MNH.900.003.0080

CHS.001.001.6076

FACHQ BAC CONZ, Closure DeclslomM\ECRG\minutes\2013,02,13.doc

consultant at Mater CYMHS will he approached to provide support
and debriefing for the cansumer and carer representatives as
required.
Representation
L ]
»  The ECRG are seeking a broader perspective that includes the
perspectives of the parents of clients that have not or cannot access
BAC.
Actions Leanne Geppert By next
) . meeting
18. Progression of consumer and carer nominations and proposal for
thelr support to the Planning Group
4.2 »  |dentifying the broader group of adolescent consumers that meet the
Broader group citeria of savere and persistent symptoms but not accessing local
of consumers CYMHS or BAC.
= Not improbable that there may be up to 10-15 adolescents, as In
Townsvllle, In every town that may be sitting at home, not attending
schoal with psychiatric symptoms that may be difficult to identify,
engage with services or If they are, not able to access BAC.
= Townsville CYMHS have asplrations-to look after this high needs
group within their alternative model of service. This model proposes
a partnership between the local acute adolescent mental health unit,
child and youth communily services and a non government
resldential provider.
»  Consider whether this alternative model would have utility elsswhere
in Queensland especially the south east corner.
»  Noted the Adolescent Drug and Alcohol Withdrawal Setvice
(ADAWS) residential facility works vety well and recognise the value
of using an alternate workforce such as non clinical support staff,
»  Noted that an alternative model should have its governancs managed
by a consortium,.
Actions
19. Forward ADAWS model of service to secretarlat for distribution to the Amanda Tilse Asap
group
20. Further development of service elements with reference to alternative Chalr & By next
models in preparation for discussion at the next scheduled meeting. Searetariat mesting
1, Service model options
2. Budget and staffing profile




EXHIBIT 114

Oueensland Gavernmenl

Barrett Adolescent Strategy
Expert Clinical Reference Group

| Forward feedback to the Barrett

Adolescent Sirategy Planning Group
regarding changes/recornmendations
to the ECRG terms of refersnce.

Leanne Geppert

18/1/2013 Recommendatons have been forwarded. Planning Group to

MNH.900.003.0081

MNH.900.003.0081

CHS.001.001.6077

consider at meeting on 18/1/2013.

Changes made to the TOR and forwarded to Sharon Kelly for
the Planning Group 26/01/2013

pertag aar

% Any BAG consumer or carer
salisfaction stirveys.

*  Any investigations or reporis by
students etc on longer term
outcomes of BAG consumers.

Trevor Sadler
Kevin Rodgers

14122012

Dentographic dala recelved for January 2011 — December
2012 from Dr Sadler, -

17

Members to review the draft service
elements table using track changes
and forward to the Secretarlat for
collating .

ECRG members

Ongoing

Chalr and Secretariat to further develop service elements
table based on commenls recelved from members and In
reference to current modals including the Oslo Model

18

Chalr to follow up with WMHHS re:
remunetation and support processes
consumaer and carer reprasentatives.

Leanne Geppert

By next
meeting

19

Chalr to forwatd consumer and carer
rep, names to WMHHS for Invitatlon
to the ECRG.

Leanne Geppert

By next
meeting

20

Forward ADAWS modet of service to
secrelarlat for distribullon to the
group

Amanda Tilse

Asap

FAGHQ BAC CON2, Closure DeclsiomMECRGminutes\2013.02,13.doc




EXHIBIT 114 MNH.900.003.0082

MNH.900.003.0082

GHS.001.001.6078

Qaeenslaid Gaveramen]
Barrett Adolescent Strategy
Expert Clinical Reference Group

MINUTES

13 March 2013

Dr Leanne Geppert
Chief Executive West Moreton HHS and A/Executive Director
MHAODB

Vaolta Turlturl

Level 2 Conference Room (Room 2.2 CR), 15 Butterfleld St, Herst

Local Dial in no,

National Dial in no.

Parilclpant code:

»  Amanda Tilse, Operational Manager, Alcocho
Mater Chlildren's Hospital

x  Amelia Callaghan, State Manager Qld N

Carer represent

9.00 ~ 10.30am

FACHQ BAC CON2, Closure DeclsiomECRG\mInutes\2013,03.13.doc



EXHIBIT 114 MNH.900.003.0083

MNH.900.003.0083

GHS.001.001.6079

Oueens(and Gnvemmenl

Barrett Adolescent Strategy
Expert Clinical Reference Group

Leanne Geppert

1.1 Open and Welcome
' »  Members present and on teleconference were welcomed by the
Chalr
1.2 Previous minutes

= The draft minutes of the last meeting (27.02,2013) were endorse
an accurate record of procesdings by and
Rodgers ]

21 Outstanding actions to be addressed:
Action Sheet x  Nil of note

*  Amanda Tilse to forward ADAWS modsl of 8
dissemination.

Action
Seoretarlat to disseminate ADAWS model to mem

oito secretattat for

2.2 »  Clarification was sought In relation to determinin
Clariflcation of proposed service model shquld: be an aspirational made Hat deplots
parameters and the Ideal without budgetary ins.
scope of »  Funds to Implement a propo
proposed funds from the BAC and oper§i
model Redlands fadility,

»  Agreement th

Group.

= ltwas :that thefeqm ¥ thii the recommended
] jented by the Planhing
ponent,

Final meeting &
-write up A bh by the EGRG will provide the abllity to capture the

4.2 »  Asin the previous meeting, a workshop format was used to work

Workshop g;g%légl;h the service description and critleal elements of the service

»  Feedback from current and past BAC clients indicates that there Is a
need for consistency In staffing. This is supported by carers and
familles.

FACHQ BAC CONI2. Clasure Declslon\ECRGminutes\2043.03,13.doc 2



EXHIBIT 114 MNH.900.003.0084

MNH.900.003.0084

N CHS.001.001.6080

Oneensland Gavermnen)
Barrett Adolescent Strategy
Expert Clinical Reference Group

x  Agresment that the proposed model should have an emphasis on;
1. flow through
2. family involvement
3, medium term therapy

= [nclusion of the Non Government sector as a component of the
recommended model was not unanimously supported by members.

The risks and benefits were robustly debated.

The risks were as follows:.
1. Noled that an NGO patrtnership arrangement wi
services is a comparatively new concept to Q
compared to other states such as Victoria.
2, There was a concern that an NGO wiil not,
manage the aculty and crises In this p
3. In additlon, there was concern rega
stability of the NGO workforee gl
pay scales.
The benefits were as follows: !
1. The NGO sector has indeed manage :
complexity with the support of the publ
teams
2. The public seactor
and improve the reg]
support.
3, This Is an opportunit
component In the NGO e%tor and
partnership and better nd oonﬂ

1hs "quality' and
raditionally lower

nical

support the NGO s

olstg,malntaln
icomponent and en

able24 hour

4.3

Closing
discussions

before BAC can close. There will no gaps In service delivery.

= Presentation will be developed by the Chair and Secretariat based on
collated discussion and feedback. Will attempt to send out a draft
presentation as soon as possible.

Action
Draft power point presentation to be developed and sent to members as

FACHQ BAC GONI2, Closure Declslon\ECRG\minutes\2013,03.13.doc 3



EXHIBIT 114 MNH.900.003.0085

MNH.800.003.0085

GHS.001.001.6081

Oueensland Governmen!

Barrett Adolescent Strategy
Expert Clinical Reference Group

Leanne Geppert
Secretrlat

1. Service mode! options
2, Budget and staffing profile

FAGHQ BAC CON2, Closure DscislolNECRGwmInutes\2018,03,13.doc 4



EXHIBIT 114 MNH.900.003.0086

MNH.800.003.0086

" GHS.001.001.6082

Barrett Adolescent Strategy
Expert Clinical Reference Group

Forward ADAWS model of service to | Amanda Tiise
secretariat for distribution to the

group
20 Further development of servics Members By next n{s with reference to alternative
elements with reference to alternative meeting discussion

madels In preparation for discussion

at the next scheduled mesiing sesslon to revise the service

21 Develop a draft power point Chalr
presentation of a proposed service Secretariat
mode! based on workshop
discussions

FACHQ BAC COI2, Closure DeclislomECRG\minutes\2013.03.13.doc ) 5



EXHIBIT 114 MNH.900.003.0087
MNH.900.003.0087

CHS.001.001.6083

Barrett Adolescent Strategy
Expert Clinical Reference Group

MINUTES

Dr Leanne Geppert
Chlef Executlve West Moreton HHS and A/Executive Director
MHAODB

Vaoita Turiturl

Level 2 Conference Room (Room 2.2 CR), 156 Butterflel

Local Dial In no.
National Dial in no.
Particlpant code:

= Amanda Tilse, Operational Manage
Mater Children's Hospital

x , Carer representafi

»  DrJames Scotf, Consultant Psychiatri
Service :

»  Josie Sorban, Direct F
*  Kevin Rodgers PSM, Pl
x  DrLeanne Geppert, Di

st 9,00 — 10,30am

L € id and Adolescent Mental Health Services, Sydney and
istriots

FACHQ BAC CON2, Closure Declslon\ECRG\minutes\2013,03,27.doc



EXHIBIT 114 MNH.900.003.0088

MNH.900.003.0088

- ‘ CHS.001.001.6084

Oueensland GDvemanl
Barrett Adolescent Strategy
Expert Clinical Reference Group

Open and Welcome

»  Members present and on teleconference were welcomed by the
Chair

1.2 Previous minutes

»  The draft minutes of the last meeting (13.03.2013.) were endors
an accurate record of proceed!ngs by

24 Outstanding actions to be addressed:

Action Sheet »  Amanda Tilse to forward ADAWS model of service,
dissemination.

Action
Secretarlat to disseminate ADAWS model to

E-petition x|t was noted that there Is a second e—petltio Te
Adolescent Centre.

Please see attached link fo tms petition for infornia

hitp:/fwww,communityrun,ord g*e‘tlﬁ ﬂs/don—t—close—

for-adolescents-with-sever:

3.1
Gommunication

3.2 ) A
Updates D vice elements table

are purported to
eal model howsver, some of the elements
Thay not be supported (although may be

41
Revised time
frames

With the opening of EFTRU, it is likely that there will be forensic
patients on the grounds with access to BAC. This Is seen as a risk
for young people. .

= EFTRU Is a new model of setvice and there Is uncertainty as o
whether the tisks to adolescents in BAG have been assessed for
patlents likely to transition to EFTRU,

= ltwas noted that there are differing opinions to whether these

FACHQ BAC COI\2, Closure Declsion\ECRGYminutes\2013,03.27.doc 2



EXHIBIT 114 MNH.900.003.0089
MNH.900.003.0089

CHS,001.001.6085

Oueensland Gnvemmenl

Barrett Adolescent Strategy
Expert Clinical Reference Group

consumers wi posea 2 tisk to the adolescents on site and a comment
that there are ongoing myths being perpetuated about forensic
consumers. N
= Furthermore, it was noted by staff from BAC that currently, forensic
patients on leave already have access to the BAC grounds with no-
incident and question the validity of the claim around increased risk
due to forensic consumers,

4.2 The following discussions were noted in reference to the draft model;
Draff model of | Service. (Please see attached)

service E%

Service
Elerents_IMG_22 Me

Discussion
Education compoenents

» A concern was raised regarding the sustainab
school with proposed changes to the current

Education (QED) would re
funds for a school. %

= [n this scenario, responsibility
locality where the consumer s frg
are lssues with this arrangement
priority and fln

Actlons

Kev Rodgers ASAP

f the temm 'tlers’ could cause confusion and should
he Clinical Servnces Capability Framework

" There Was discussion regarding possible locations and confi guratlons
of day programs across the state. Funds from BAC could be used to
establish day programs it areas such as the Gold Coast, Children’s
Health QLD CYMHS, West Moreton etc. However, any proposed
locatlons, funding etc would need to be determined through a
planhing process.

»  The addition of new day programs across the state l.e, Tier 2a and

passibly the addition of a residential component (Tier 2b) should

FACHQ BAC CON2, Glosure Declslon\ECRGYmMInutes\2013,03,27.doc 3
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OQueensland Govermnmenl

Barrett Adolescent Strategy
Expert Clinical Reference Group

MNH.900.003.0090

MNH.900.003.0090

CHS.001.001,6086

Tier 2b - Residential component

meet the nesds of these adolescents. »
There was a question regarding whether acute child & youth inpatient
units could be utllised in the interim to meet the needs of adolescents
prior to the establishment of a Tier 3 service,

It was suggested that adolescents requiring more intensive services
than possible from a Tler 2 service would not have their needs met

only Tler 2 Is avallable.

Furthermore, the issue of having long stay adolescent consu
a short stay environment with unintentional consequences
inpatlent sefting was again highlighted.

o Staff burnout
o Acutely unwell adolescents mixing with |
o Increased incidence of seclusion

Some members were concerned with th
residential component). Primatlly, that{
good beneﬂts for this option.

require accommodation,
Noted that if this was an opti

stant care provided.
appendage to a 24/7 model. The

igram Is conduclve to development of
stency and dedicated staff.

arified with the ECRG members that Tier 3 will be
mmended model however, in the short term, the

Kevin Rodgers, PSM noted the following:
o There Is a cost to losing BAC Including 25 years of culture,
- knowledge and experience.
o There Is a seamless relationship belwsen education and
health that will be forever lost.

FACHQ BAGC COIN2, Glosure DeclslorA\ECRG\minutes\2013.03.27.doc



EXHIBIT 114 MNH.900.003.0091

MNH.900.003.0091

CHS.001.001.6087

Oueansiand Govemnment

Barreft Adolescent Strategy
Expert Clinical Reference Group

®  The Chalr acknowledged this statement and clarified agaln that the
reality Is that In the foreseeable future, Tler 3 will not be progressed.

Member opinions

*  Apossible impact on inpatient beds if the Tier 3 is not implemented is
that long stay patients will take up acute beds. This will need to be
managed carefilly and should include scoping of the current
occupancy rates of adolescent units across the state, .

= ltwas suggested that the current bed stock Is not the issue i
Increasing capacity and having a combination of acute
with long term patients in the same unit.

»  There is currently no evidence based alternati
adolescents with mental health issues at the vi

activittes and programs required.

«  |fhowsver, thers [s no Tler 3/Level 6 avallab
unit may be the only option,

» nreply to the two main reagois. for BAC to cdlose,

o

Current Day
Programs

Preambli Dr Sadler o Trevor Sadler ASAP

atlons. "Suggested that the following shouid be

included:

e needs to be expanded rather than contracted
garding the challenges faced by the ECRG in

x  Combination of Tier 2 and Tier 3 as a compromise

541 1. Budget and stafﬂng proﬂle

F\CHQ BAC CON2, Closure Declslor\ECRG\mInutes\2013.03.27.doc 5
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MNH.900.003.0092

CHS,001,001.6088

FACHQ BAG CON2. Closure Declslon\ECRGmiInutes\2018.08.27.dac 8
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&

Sl

Oueensland Govetnmen!

Barrett Adolescent Strategy
Expert Clinical Reference Group

Forward ADWS mode!of se]ce to ‘
secretariat for distribution to the
group

Amanda Tilse

Asap

MNH.900.003.0093

MNH.900.003.0093

CHS.001.001.6089

20

Further development of service
elements with reference {o alternative
modals In preparation for discussion
at the next scheduled meeting

Members

By next
meeling

Revised servicg élémefits with reference to altemative

models develg)
27.02,2013

ar discussion

21

Develop a draft power point
presentatlon of a proposed service
madel based on workshop
discussions

Chalr
Sacretarfat

FACHQ BAC CON2, Clostre DeclslomMECRG\mInutes\2013,08,27.doc



EXHIBIT 114 MNH.900.003.0094

MNH.900.003.0094

1.1 The purpose of the Expett Clinical Reference Group Is to:
Provide expert clinical advice to promote the development of a contemporary evidence based model of care to mest the
needs of adolescent mental health consumers who expetience severe and persistent psychiatric symptomatology that
significantly interferes with soclal, emoticnal, behavioural and psychological functioning and development.

2.1 The Expert Glinical 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 rehabllitation for
adolescents in Queensland

s Wil be evidenced based, sustainable and allgn with Quesensiand mental health policy, current statewide models of
service, National mental health policy, National mental heaith service planning frameworks and future funding
models.

» will take into account the Clinical Services Capability Framework (for Mental Health) and

» will replace the existing Statewlde services provided by Barrett Adolescent Centre — The Park.

3.1 Members:
«  Dr Michelle Fryer, Facuity Child and Adolescent Psychiatry
« Dr James Scott, Consultant Psychiatrist Early Psychosis, Metro North HHS
¢ Dr David Hartman, Clinical Director, CYMHS, Townsville HHS
s Dr Trevor Sadler, Clinical Director, BAC, West Moreton HHS
e Professor Philip Hazell, Director, Infant Child and Adolescent Mental Health Services, Sydney and South Western
Sydney Local Health Districts
- Ms Josle 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, Headspacs
Ms Emma Hart, NUM, Adolescent Inpatient Unit and Day Service, Townsville HHS
Mr Kevin Rodgers PSM, Principal, Barrett Adolescent Centre School
consumer representative
, carer representative

Carer Gonisultant will provide support to the consumer and representative will on the Expert Clinical
Reference Group.,

The Chalr on behalf of the Expert Clinical Reference Group, will invite additional nominated National expetts on an as
needs basls to provide additional Input into the development of a contemporary evidence based model! of care.

3.2 Proxies:
Due to the time limited nature of this reference group, it Is unlikely that the use of proxies will be effective,

4.1 Dr Leanne Geppert, Director Planning and Partherships Unit, Mental Health Alcohol & Other Drugs Branch
{(MHAODB)

Terms of Reference Expert Clinlcal Reference Group Page 1 of 2

GCHS.001.001.6019



EXHIBIT 114 MNH.900.003.0095

MNH.900.003.0095

CHS,001.001.6020

8.1 The Expert Glinical 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.

8.1 Glven 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. 1t may
reconvehs on an as needs basis to examine plans regarding the Implementation of an endorsed model of care.

These Terms of Reference may be altered following committee consuitation and endorsement by the Chief Executive
West Moreton HHS and A/Executive Director MHAODB on the recommendation of the Expert Clinical Reference Group.,

Chairperson: Dr Leanne Geppert, Director Planning and Partnerships Unit, MHACDB

Date: Signature:

Terms of Reference Expeirt Clinical Reference Group Page 2 of 2
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MNH.900.003.0096 -

CHS.001.001.6015

2,
A

[

Srernafamd G/otnaant
Barrett Adolescent Strategy
Expert Clinical Reference Group

17.04.13 | James Scott

Comments Re preamble Preamble document amended to reflect suggestad
x  Mental llhesses do carry the greatest burden of fllness Into adult like, In Tact only after back palh, changes.
depression causes the greatest loss of disabillty adjusted Jife years globally according to our- .
GBD2010 study (published last year In the lancet). *  ‘haveifie potentialto” deleted
= 5o I'd advise deleting "have the potentizl to” in the preamble. Added the following:
It should be noted that child and youth mental health
x  Secohdly, health care funding to adolescent 15 minute in Ausiralia. services gre Aistorically under fuhded both ot hational and
. stgte levels. The constrgints In resource and funding
*  The historical lack of funding should be stated In the preamble to explaln why we are in this cutrent | avallability have therefore also been g key considerqtion in
dilemma of asking for more the fingl determingtion of the proposed service model
glernents.
17,0418 | Phlllp Hazell No comments

19,0413 | David Hartman Happy 1o support these docutnents but note the following:

Tiet 2; Townsvilie has a stte for day program but dosst't at this time have a funded day program.
Length of stay: | would suggest the same length of stay Tor tfer 2 and tler 3, T.e. six months, One term

Amend service element documetrt to reflect the following:
x  Added day program + residertial to Townsville

x

t IoUpto s ths”
gy ba sufficlent for some dlfents but itIs unduly optimisticio expect this to be an average. *  Amended Tler 23 length of stay o “up o
x  Agres with James's comments on the Preamble. x  Amended slide 39 to include:
- o Atleast equivalent fo currant BAC level of
slide 38 deflning need ~the % of population requiring this setvice, aotivity '
x  Thisis a difficult ohie to answer because the number of clietts golng through BAC is not an accurate BA :
C Iz not equitably accessed by regional QLD
teflestion of state-wide heed for this kind of service, ahd i would be a significant plece of work to do ° q v Y T

thoraugh state-wide needs assessment.

| am hot aware of any Titerature that would glve population humbers for adolescatits with this level
of mental health problems. |

L~-S L,

1

9600°€00'006"HNIN
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B
Ozensiand Gvemment
Barrett Adolescent Sirategy
Expert Glinical Reference Group
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23,0413 | lamesScott Leanne, ] would really like the people who malke the decisions to hear this feedback from parents and
consumers, In otherareas of health care, patients aren't excluded from sarvices because their llinesses
dor’trespond to arbiirary time frames. Can you Imaglne the outery if we did this to adolescents wlth
leukaermta who don't go into rembssion quickly encugh,
1 am an apology for tomorrow {[ am ovefseas} but the contributons by desarves
some serlous consideration :
1
23.04,13 | Davld Hartman | | would llke to particularly support Amanda's polht about educatlon. Any redeployment: of BAC resources should Ideally come

for
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Proposed service model elements AETRS

Cc:
Date: Wed, 17 Apr 2013 09:46:32 +1000

Attachments: Proposed service model AETRS.ppt (276.48 kB); V1 Preamble_draft_April 13.doc (25.09
kB); V2 Proposed Service Model Elements_April 2013.doc (295.94 kB)

Dear Reference Group Members,
Please find attached the following:

e FINAL preamble '
» FINAL Proposed service model elements for Adolescent Extended and Rehabllitation Setrvices

» DRAFT power point

AS previously advised, your final comments are due by COB Monday 22nd April and our final meeting is
scheduled for 24 April 2013. A

Kind regards
Vaoita

Vaoito Tuwvituri

Planning and Partnerships Unit

Mental Health Alcohol and Other Drugs Branch
Health Services and Clinlcal Innovation Division
Level 2, Queensland Health Building

15 Butterfield Street

BRISBANE QLD 4006

GPO Box 2368

FORTITUDE VALLEY BC OLD 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 reciplent(s), or if It is ransmitted/received in error.

Any unauthorised use, alteration, disclosure, distribution or review of this emall is strictly prohibited. The information contained in this
emall, including any attachrment sent with it, may be subject to a statutory duty of confidenfiality if it relates fo health service matters.

If You are not the Intended recipient(s), or if you have recelved this email In error, you are asked to Immediately notify the sender by
telephone collect on Australia +61 1800 198 175 or by return emall. You should also delete this email, and any coples, from your
computer system network and destroy any hard coples produced.

If not an Intended recipient of this emaill, 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 emall is also prohibited.

Although Queensland Health takes all reasonable steps to ensure this emaif does not contain maliclous software, Queensland
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Preamble

Mental health disorders are the most prevalent illnesses affecting adolescents today
and have the potential to carry the greatest burden of illness into adult life.

In the past 25 years, a range of child and youth mental health services have been
established and provided by the Department of Health to address the mental health
needs of children and adolescents. These services endeavour to deliver mental
health assessment and treatment across the spectrum of mental iliness and need.
Child and Youth Mental Health Service (CYMHS) clinics are located across regional
and rural Queensland. Adolescent acute mental health inpatient units are located at
Royal Brisbane, Logan, Robina, Mater and Toowoomba, and a new unit in Townsville
is due to open in June 2013, The Barrett Adolescent Centre (BAC) located at The
Park Centre for Mental Health (TPCMH) provides a statewide specialist
multidisciplinary assessment and integrated treatment and rehabilitation to
adolescents between 13 and 17 years of age with severe, persistent mental iliness.

The current policy context and direction for mental health services is informed by
the National Mental Health Policy (2008) which articulates that ‘non acute bed-
based services should be community based wherever possible’.

The key principle for child and youth mental health services is that young people are
treated in the least restrictive environment possible, which recognises the need for
safety and cultural sensitivity, with the minimum possible disruption to their family,
educational, social and community networks

Consistent with state and national mental health reforms, the decentralisation of
services; including BAC at TPCMH will result in this site offering only forensic and
secure services. Therefore, BAC can no longer operate into the future. In addition,
alternative models of care need to be considered to align adolescent mental health
services with the current policy and direction for mental health.

Accordingly, contemporary evidence based models of care including additional day
programs and alternatives provided by community-based mental health services
have been considered by an Expert Clinical Reference Group (ECRG). The ECRG
comprises of consumer and carer representation and distinguished child and youth
mental health clinicians across Queensland and New South Wales.

The attached model of service has been proposed by the ECRG as a way forward for
adolescent extended treatment and rehabilitation services.
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Qurensland Govermment

Barrett Adolescent Strategy
Expert Clinical Reference Group

Proposed Service Model Elements
Adolescent Extended Treatment and Rehabilitation Services (AETRS)

Service Delivered The aim of this platform of services is to provide medium term,
recovery oriented treatment and rehabilitation for young people
aged 13 — 17 years with severe and pers:sten’c mental health

young Queenslanders, that
)patient, day program and

Over-arching Pri \ 7 glolescent Extended Treatment and

prowde services either in, or as close to, the young person’s

local community

collaborate with the young person and their family and

support people to develop a recovery based treatment plan

that promotes holistic wellbeing

s collaborate with other external.services to offer continuity of
care and seamless service delivery, enabling the young
person and their family to transition to their community and
services with ease

¢ Integrate with Child and Youth Mental Health Services

+ (CYMHS), and as required, Adult Mental Health Services

e recoghise that young people need help with a variety of
issues and not just iliness

e utilise and access community-based supports and services

v2 { DATE\@ "d/MM/yyyy" } 1
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Barrett Adolescent Strategy
Expert Clinical Reference Group

where they exist, rather than re-create all supports and
services within the mental health setting

e treat consumers and their families/carers in a supportive
therapeutic environment provided by a multidisciplinary
team of clinicians and community-based staff

e provide flexible and targeted programs that can be delivered
across a range of contexts and environments

» have the capacity to deliver services in a therapeutic milieu
with family members; support and work with the family in
their own environment and keep the family engaged with the
young person's problems

¢ have capacity to offer mtensnve family therapy and family
support - S

» have flexible options’ from 24 hour mpatxent care to partial
hospitalisation and day treatment with ambulant
approaches; step up/step down

» acknowledge the essentlal rble that educational/vocational
activities and networks héve on the recovery process of a
young person o

s englge wuth ‘a range of educational or vocational support

nd encolrage engagement/reengagement of
pportlve social, family, educational and

Key Distinguishing
| Features of an AETRS
within the Public Sector

Sé‘rvices are accessed via a tiered, least-restrictive approach, and

‘Tier 1 Public Community Mental Health Services (Sessional)

& Access ambulatory care at a public community-based mental

may involve combinations of service types across the tiers.

e Existing Locations: Access at HHS level.

health service, within the local area.

» Interventions should consider shared-care options with
community-based service providers including General
Practitioners and headspace.

Tier 2a: Day Program Services {IVlon — Fri business hours)

e FExisting Locations: Townsville, Mater, Toowoomba.

» Possible New Locations: Gold Coast, The Prince Charles
Hospital (TPCH), Sunshine Coast. Funds from existing
operational funds from BAC and Redlands Facility. Final
locations and budget to be determined through a planning
process,

vZ { DATE\@ "d/MM/yyyy" }
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ftzensland Govermment

Barrett Adolescent Strategy

Expert Clinical Reference Group

e Individual, family and group therapy and rehabilitation.
programs operating throughout school terms,

e Core educational component for each young person —
partnership with Education Queensland and vocational
services required. This may be provided at the young person’s
school/vocational setting, or from the day program site.

e Flexible and targeted programs with attendance up to 5 days -
(during business hours) a week, In combination with
integration into school, community and/or vocational
programs. »

s [ntegrated with local CYM :
community mental h%

dcute inpatient and public

e Programs are deliv
of settings includi

admission to Adolescent Acute
end the Day Program during business

4h/7d) . ,
Existing Locations: Nil service that includes both a Day
Program and Community Residential Service for this age
group. Note: Calrns TOHI for 18y+.

Possible New Locations: Townsville (for residential), Gold
Coast (for day program +residential), Toowoomba (for
residential), Sunshine Coast (for day program + residential).
Funding from existing operational funds of BAC and Redlands
Facility. Final locations and budget to be determined through
a planning process.

e Day Program attendance as in Tier 23 during business hours.
¢ After-hours and weekend care and support provided by a

! Note: The Department of Health takes a ‘provider agnostic’ view in determining non clinical support
and accommodation services; decisions to utilise specific service providers will be determined by
service merft, consumer need and formal planning processes.

v2 { DATE\@ "d/MM/yyyy" } 3
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Barrett Adolescent Strategy
Expert Clinical Reference Group

community-based service provider that prowdes 4- bed
residential component.

¢ Integrated with local CYMHS (acute inpatient, day program
and public community mental health teams).

e Residential to be a partnership model for service delivery
between a community-based service provider and QH -
multidisciplinary staffing profile including clinical (Day
Program) and community support staff (community-based
provider), Partnership to include clinical governance, training
and in-reach by CYMHS. '

o Residential component only prowdes accommodatlon, itis
not the intervention sefvice provider.

e On-site extended hou,rs visiting service from QH Day Program
staff, e

Tier 3: Statewide Ifi-patient Extended Treatmefit and

Rehabilitation Unit (23h/7d)?

e Possible Location; . Source of capital funding and
potential site not available at current time®. Acknowledge
accessipility issues for young people outside SE Qld.

= For young\people ‘whose needs could not be met by Tiers 1

© @nd2ab tGe to rlsk severlty or need for inpatient
extended treatment and care.

¢ These young people’s needs are not able to be met in an
acute setting. .

o [n-patient therapeutic milieu, with capacity for family/carer
admissions. All other appropriate and less restrictive
interventions considered/tested first.

& Proposal for approximately 10 beds — this requires formal
planning processes.

* Medium term admlssions, up to approx;mately 6 months.

| o Delivers integrated care with the local CYMHS of the young

person.

e Individualised, family and group rehabilitation programs
delivered through day and evening sessions, available 7

2 The Department of Health acknowledges the dedicated school and expertise provided by the
Department of Education Training and Employment {DETE). The Department of Health values and
supports partnership with DETE to ensure that adolescents have access to appropriate
educational and vocational options to meet their educational/vocational needs.

8 Until funding and location Is avaflable for Tier 3, all young people requiring extended treatment
and rehabilitation will receive services through Tiers 1 and 2a/b (ie., utilising existing CYMHS
community mental health, Day Programs and Acute Inpatient Units until the new Day Programs
and resldentfal service providers are established).

v2 { DATE\@ "d/MM/yyyy" } 4
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Ouesnsland Govarnment

Barrett Adolescent Strategy
Expert Clinical Reference Group

days/week. These must include activity based programs that
enhance the self esteem and self efficacy of young people to
aid in their rehabllitation. As symptoms reduce, there is a
focus on assisting young people to return to a typical
developmental trajectory.

e Consumers will only access the day and evening sessions (i.e.
Day Program components) of the service if they are an
admitted consumer.

* Programs maintain family engagement with the young
person, and wherever possible adolescents will remain
closely connected with theirfamilies.

» Young people will have a range of educational or

vocational support sety ered hy on site school
heir current education

at young people are

Target Age

Dlagnogtgc Profile “Severe and persistent mental health problems that

nificantly interfere with social, emotional, behavioural and
psychological functioning and development.
Treatment refractory/non responsive to treatment - have not
been able to remediate with multidisciplinary community,
day program or acute inpatient treatment.
¢ Mental illness is persistent and the consumer is a risk to

themselves and/or others.

s Medium to high level of acuity requiring extended treatment

and rehabilitation.

4The provision of education at this level requires focused consideration; an on site school is one
option, however, other options may also need to be considered,

V2 { DATE\@ "d/MM/yyyy" } 5
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% Occupancy

s Staffing profile and funding to be based on a 95% occupancy
rate.

Average Length of Stay Tier 2a; Day Program Services (Mon ~ Fri business hours)

e 11to 2 school terms.

Tier 2b: Day Program Service + Residential Provider (24h/7d)

e 1 to 2 school terms in Day Program, but flexibility important,

¢ Up to 6 months in community residential.

e Day Program attendance may continue following discharge
from community residential.

Tier 3: Statewide In-patient Extended Treatment and

Rehabilitation Unit (24h/7d)

e Upto6months. .

e Young people may be discharged from this Unit to a Day
Program in their: l,ocal commiunity. -

Staffing Profile

Tier 2b: Day Program Service + Residential Provider (24h/7d)
] Multndtscnplmary clinical.

s Plus stafﬂng from community sector.

e DETE.

Tier 3; Statewide In-patient Extended Treatment and
Rehabilitation Unit (24h/7d)

1. Multidisciplinary, clinical.

| ® DETE.

Referral Sources and Tier 2a: Day Program Services {IVlon — Fri business hours)
Pathways . CYMHS

Tier 2b: Day Program Service + Residential Provider (24h/7d)
s CYMHS

Tier 3: Statewide In-patient Extended Treatment and
Rehabilitation Unit (24h/7d)

v2 [ DATE\@ "d/MM/yyyy" } 6
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e CYMHS

o Statewide Clinical Referral Panel — all referrals to be received
and assessed by the Panel, which has statewide
representation from multidisciplinary mental health clinicians
and community sector.

Complexities of . | Voluntary and involuntary mental health patients who
Presentation present with the highest level of risk and complexity.

V2 { DATE\@ "d/MM/yyyy" } 7
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Expert Clinical Reference Group

Proposed Service
~ Model

Adolescent Extended Treatment
and Rehabilitati

) DET.006.002.6370

Mental health disorders are the
most prevalent illnesses in
adolescence and have the
potential to carry the greatest
burden of illness into adult life.
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‘Background

A range of child and youth mental health
services are provided by the Department
of Health to deliver mental health
assessment and treatment across the
spectrum.of mental iliness and need.

DET.0056.002.6372

« Community Child and Youth Mental Health

Services |
— Teams located throughout the state — single practitioner to large
multidisciplinary teams.
— Moderate to severe and complex mental health disorders.

» Acute adolescent inpatient units
— Acute mental health needs; involuntary admissions regulated by
the Mental Health Act (2000).
~— Royal Brisbane, Logan, Robina, Mater, Toowoomba and
Townsville (June 2013).
+ Barrett Adolescent Centre
— Located at The Park Centre for Mental Health (TPCMH)
— Statewide
— Specialist multidisciplinary assessment and integrated treatment

and rehabilitation to adolescents between 13 and 17 years of
age with severe, persistent mental iliness.
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* In the 2010 — 11 financial year, community CYMHS in
Queensland had a face to face service with over 9,000
children and adolescents. In addition, specialised
CYMHS — Evolve Therapeutic Services provide
therapeutic services to young people in the Care of the
ISDepe_lrtment of Child Safety in most Health and Hospital

ervices.

» Private child and adolescent psychiatrists see more than
4,000 young people. They are predominantly in south-
east Queensland, from the Sunshine Coast fo the border
and west to Toowoomba.

« An unknown number of young people see private
psychologists and social workers under the Better .
Access scheme. They are more likely to be in all major

regional areas.

DET.005.002.6374

Policy Context

National Mental Health Policy (2008)

— ‘non acute bed-based services should be
community based wherever possible’
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Key Principle for Child & Youth
Mental Health Services

Young people are treated in the least
restrictive environment possible which
recognises the need for safety and cultural
sensitivity, with the minimum possible
disruption to their family, educational,
social and community networks.

DET.005.002.6376

Policy direction

» National and state mental health reforms
supports the decentralisation of services.

» Only forensic and secure services will be offered
at TPCMH.

« Barrett Adolescent Centre can no longer operate
into the future at this location.

« Alternative models of care need to be
considered to align adolescent mental health
services with the current policy and direction for
mental health.
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Expert Clinical Reference Group

« Consumer and carer representation.

* Child and Youth mental health clinicians
across QLD and New South Wales.

« Consideration of contemporary evidence
based models of care including additional
day programs and alternatives provided by
community based mental health services.

* Proposed model of service — Way‘forward
for adolescent mental health extended
rehabilitation services.

DET,005.002.6378

ProposedService Model
Elements
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Service Delivered

» Medium term, recovery oriented treatment
and rehablhtatlon for young people aged
13- 17 years with;

« Severe and persistent mental health
problems which significantly lnterferes |
-with;
~+ Social, emotional, behavioural and
psychological functioning and
development.

" DET.005.002.6380

Service Delivered cont'd

» Offered across a range of environments
 Tailored to individual needs with regard to:

— Safety
— Structure

— Therapy
— Community participation
— Autonomy and

— Family capacity to provide care for the young
person
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Service Delivered con't’d

« Functions as part of the broader,
integrated continuum of care that
includes:

—Acute and subacute inpatient units

—Day programs

—Community mental health services
(public, private and other community
based providers)

DET,005.002,6382

Overarching Principles

The delivery of an AETRS will:

 Provide service in or close to the young
persons community.

Is recovery based; promotes holistic well
being.

Collaborate with the young person and
their family or support people.

Integrate with other services as required.
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Overarching Principles cont'd
The delivery of an AETRS will:

vocahonaleonnechons

Offer continuity of care and seamless
service delivery.

Recognise that young people need help
with a variety of issues; not just iliness.

Utilise and access community based
supports and services.

Encourage engagement of positive and
supportive social, family educational and

DET.005.002,5384

Overarching Principles cont'd

The delivery of an AETRS will:

Provide flexible and targeted programs
that can be delivered across a range of
contexts and environments.

Have flexible options from 24 hour
inpatient care to partial hospitalisation and
day treatment with ambulant approaches.

Treat consumers and their families/carers
in a supportive therapeutic environment.
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Key Distinguishing Features of
an AETRS within the Publlc
- Sector

Services are accessed via a tiered,
least-restrictive approach, and may
involve combinations of service
types across the tiers.

DET.005.002,5386

Tier 1

Public Community Mental Health
Services (Sessional)

 Existing Locations: Access at HHS level.

» Access ambulatory care at a public
community based mental health service
within a local area.

* Interventions should consider shared-care

options with community based service
providers including General Practitioners

and headspace.
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Tier 2a: Day Program Services
(Mon — Fri business hours)

Existing locations
— Townsville,
— Mater,
— Toowoomba
Possible new locations
— Gold Coast 4’
— The Prince Charles Hospital (TPCH)
— Sunshine Coast

DET.005.002.6388

Tier 2a — Distinguishing features

Funds

« From existing operational funds from
Barrett Adolescent Centre and Redlands
facility

Locations

» Final locations to be determined through a
planning process
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Tier 2a — Distinguishing features

» Individual, family and group therapy.

« Core educational/vocational component
for each young person.
 Flexible and targeted programs in

- combination with integration into school,
community and/or vocational programs.

» Integration with local child & youth mental
~health services (acute inpatient and |
community support services).

DET.005.002.5390

Tier 2a — Distinguishing features

» Therapeutic milieu delivered in a range of
settings e.g. family home, school etc.

« Supports and work with family to assist in
the young persons recovery.

« Consumers may require admission to the
Adolescent Acute Inpatient Unit and attend
the Day Program during business hours.

* Proposal of 12-15 places per Day Program
(final places and budget to be determined
as part of formal planning process).
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Tier 2b: Day Program + Community
Residential Provider (24h/7d)

Existing Locations:

« Nil service that includes both Day Program and
Community Residential Service for this age group.

» NB: Cairns TOHI for 18+

Possible new locations:

* Toowoomba (for residential)

+ Sunshine Coast (for Day Program + Residential)
» Townsville (for residential)

» Gold Coast (for Day Program + Resrdentral)
Funds

» From existing operational funds of BAC and Redlands
facility,

S T T

DET.005.002.6392

Tier 2b: Distinguishing Features

» Day Program attendance as in Tier 2a
during business hours.

» After-hours and week end care and
support provided by a community-based
support service provider that provides a 4.2.
bed residential component.

» Integration with local child & youth mental
health services (acute inpatient and public
community mental health teams)
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Tier 2b: Distinguishing Features

- Partnership model between Queensland Health
(QH) and residential provider.

- Multidisciplinary staffing profile including clinical
(Day Program) and community support staff
(community-based provider).

« Clinical governance, training and in-reach by QH
staff. A

« Residential component only provides
accommodation, not service provision.

» On-site extended hours visiting service from QH
Day Program staff.

DET.005.002.5384

Tier 3:Statewide in-patient Extended
Treatment and Rehabilitation Unit
(24h/7d)

Features:

— Location: SE Qld. Source of capital funding and potential site not available.

— For young people whose needs could not be met by Tiers 1 and 2 above, due fo
risk, severity or need for inpatient extended treatment and care.

These young people’s needs are not able to be met in an acute setting.

In-patient therapeutic milieu, with capacity for family/carer admissions. All other
appropriate and less restrictive interventions considered/tested first.

Proposal for approx. 10 beds — this requires formal planning processes.

Medium term admissions, up to approximately 6 months.

Delivers integrated care with the local CYMHS of the young person.
Individualised, family and group rehabilitation programs delivered through day
and evening sessions, available 7 days/week.

Activity based programs

Focus on assisting young people to return to a typical developmental trajectory.
Consumers will only access the day program if admitted

Programs maintain family engagement with.the young person.

Flexible and targeted programs that can be delivered across a range of contexts.

1

IO O |

| T
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‘Tier 3

Education component

* Young people will have access to a range of educational or
vocational support services delivered by on site school teachers and
will be able to continue their current education option.

» There is an intentional goal that young people are integrated back to
mainstream community and educational/vocational activities

+ Queensland Health acknowledges the dedicated school and
expertise provided by the Department of Education Training and
Employment (DETE). The Department of Health values and
supports partnership with DETE fo ensure that adolescents have
access to appropriate educational and vocational options to meet

~their educational/vocational needs.

« Until funding and location is available for Tier 3, all young people
requiring extended treatment and rehabilitation will receive services
through Tiers 1 and 2a/b (i.e. utilising existing CYMHS community
mental health, Day Programs and Acute Inpatient Units until the new
Day Programs and residential service providers are established). .

« The provision of education at this level requires focused
consideration; an on site school is one option, however, other
options may also need to be considered.

DET.005.002.5396

Service specifications

Target Age:

« 13 - 17 years, with flexibility in upper age
limit depending on presenting issue and
developmental (as opposed to
chronological) age.
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Service specifications

Diagnostic Profile

» Severe and persistent mental health
problems that significantly interfere with
social, emotional, behavioural and
psychological functioning and
development.

DET.006.002.5398

Service specifications

Diagnostic Profile

» Treatment refractory/non responsive to
treatment:

— have not been able to remediate with
multidisciplinary community, day program or
acute inpatient treatment.
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Service specifications

Diagnostic Profile

* Mental iliness is persistent and the
consumer is a risk to themselves and/or
others.

» Medium to high level of acuity

DET.005.002.5400

Suggested mOdeIling attributes

% Occupancy
« Staffing profile and funding based on a
95% occupancy rate.
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Suggested modélling atfributes

Average Length of Stay:

Tier 2a: Day Program Services (Mon — Fri
business hours)

— 1 to 2 school terms.

DET.006.002.5402

Suggested modelling attributes

Average Length of Stay

» Tier 2b: Day Program Service +
Residential Provider (24h/7d)

— 1 to 2 school terms in Day Program, but
flexibility important.
— Up to 6 months in community residential.

— Day Program attendance may continue
following discharge from community .
residential.




EXHIBIT 114 MNH.900.003.0125

MNH.900.003.0125

DET.005.002.56403

Suggested modelling attributes

Average Length of stay

* Tier 3: Statewide In-patient Extended
Treatment and Rehabilitation Unit

(24h/7d)

— Up to 6 months.

— Young people may be discharged from this
Unit to a Day Program in their local
-community.

DET,005.002.5404

Suggested modelling attributes

Staffing Profile

» Tier 2a: Day Program Services (Mon — Fri business
hours)
— Multidisciplinary, clinical.
— Staffing from community sector.
— Department of Education Training and Employment (DETE)
* Tier 2b: Day Program Service + Residential Provider
(24h/7d)
— Multidisciplinary, chmcal.
— Staffing from community sector.
— DETE
- Tier 3: Statewide In-patient Extended Treatment and
Rehabilitation Unit (24h/7d)
— Multidisciplinary, clinical.
— DETE
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Referral Sources and Pathways

» Tier 2a: Day Program Services (Mon — Fri
business hours)
— CYMHS

» Tier 2b: Day Program Service + Residential
Provider (24h/7d)
— CYMHS

« Tier 3: Statewide In-patient Extended
Treatment and Rehabilitation Unit (24h/7d)

— CYMHS

— Statewide Clinical Referral Panel — all referrals to be
received and assessed by the Panel, which has
statewide representation from multidisciplinary mental

- health clinicians and community sector.

DET,005.002.6406

Complexities of presentation

 Voluntary and involuntary mental health
~patients who present with the highest level
of risk and complexity.

Defining need -the % of population
requiring this service

* XXX
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Key Considerations
and Issues

DET.006.002,5408

- Contemporary models of care for adolescent
extended treatment and rehabilitation
services. |

- Educational/vocational components.

- Alignment with national and statewide
reforms.

« Accessibility issues for young people
outside SE QLD

« Decentralisation and transition of consumers
closer to their local communities

. National Mental Health Service Planning
Framework.

- Consumer and carer perspectives.
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«Adolescent consumers and their families
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From:
Sent:
To:

Ce:
Subject:

Attachments:

Dear All,

Monday, 22 April 2013 12:13 PM
' Kevin Rodgers; Amelia Callaghan; David Hartman; Emma Hart; James

Scott; Josie Sorban; Leanne Geppert; Michelle Fryer; Vaoita Turituri; Tilse, Amanda;
Philip Hazell;

Emma Foreman,
Re: FINAL Proposed service model elements for Adolescent Extended and

Rehabilitation Services .
RESPONSE TQ THE DRAFT MODEL.docx

Thank you all for your paﬁ:tcipatlon In this review. Tam sure we are all glad to see the end.

However, I do have major concerns about the documents sent; through, and the proposed draft. The question
continually in my mind [s "If we wete to close on 30 June, would the proposed model provide an acceptable
alternative for the adolescents we have? The answer Is no.

I have outlined my concerns In the attached document. I will brlefly highlight/outline the lssues here.

1. of the 54 adolescents admitted since 2008, none could have been avoldad by a Level 23 or 2b in
Toowoomba or the Sunshine Coast, one would have been avolded by a Level 2a facllity at the Gold Coast, 6
from a Level 2b admission to and 3 from a Level 2b facllity on tha . On the other hand
8 would miss out from the current Level 2a facllity at BAC because they live at In other words,
80% of adolescents admitted In this period required the CSCF Level 6 inpatient facllity. Opening Level 2 a
pragrams In the Gold and Sunshine Coasts s an important step which will meet a currently unmet need In
those areas. The evidence Is that It will not divert admissions away from the need for an Inpatient
unit. The document Is a good future planning document from the Directorate perspective. It does not
provide an alternative model for BAC, )

2. It does not incorporate decislons made at ECRG meetings. This has been outlined in the attached document

3. there are many statements which are not evidenced based. This Is a clear mandate of the ECRG

4. while acknowledging the long term need for an Inpatlent unit, it really glosses over Interlm arrangements for
adolescents who elther are in inpatient care or will require It in the future,

5. It does not outline risks If certaln levels only are adopted, or the tisks assoclated with varlous Interim

arrangements.

6. It appears that funding form the current + Redlands service will be re-allocated to future Level 2 a/b
services, Although the evidence suggests that a replacement model for BAC requires an Inpatient unit;
{which may be operated by a private provider under Government palicy), there are no mechanisms to
preserve this funding. Agaln, this reflects the strengths of this document: as a Directorate planning
docutnent, rather than as an alternative to BAC document.

Kind regardé,

Trevor

Dr ‘Trevor Sadler
Dlrector

Barrett Adolescent Centre
‘The Park _, Centre for Mental Health

Locked Bag 6500

Sumner Park BG
Ouaansland 4074
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RESPONSE TO THE DRAFT MODEL — THE LACK OF EVIDENCE BASE
1. Demographics.

The draft model does not refer to demographics. While there are repeated references to being in-or
close to the local community, it Is not spelt out what this means in the Queensland environment.

For Instance, the area from Ingham In the north to Ayr in the south and southwest to Charters
Towers (the closest towns to Townsvlile) contains about 6% of the adolescent population between
13 -17.11 years. The same area from BAC (west to Toowoomba, south to the border and north to
the southern end of the Sunshine Coast) contains about 70% of Queensland’s population, in that age

group.

Assuming the Gold Coast gets an adolascent day patient unit immediately (11%), that Toowoomba
gets a resldentlal facility to cater for all of south-west Queensland in Tier 2b {Level 5 Day Program)
(7%), that Townsville gets a residential facility to cater for all of Queensland north of Mackay (16%),
that Mater/QCH Day program continues to be fully occupled by young people from the same
catchment area (9%), the replacement unit will still need to cater for 57% of Queensland. These
Include areas such as Rockhampton, Gladstone, Bundaberg, Maryborough and Harvey Bay, as well as
Moreton Reglonal Councll, Logan, Ipswich and the Lockyer Valley and Redlands. If a Sunshine Coast
Tier 2a or be program came on line sometime after 2016, 50% of Queensland still needs to be served
by the replacement unit, '

The notion of another 12 — 15 place tier 2a unit at Prince Charles that only serves the Brisbane north
reglon (about 8% of the population) cannot be supported. 1t must have a super-regional capacity.

2. Lack of clarity about Diagnostic Profile

The terms of the diagnoestic profile both In the Word and Power Point documents indicate that this
refers to the Level 3 {CSCF AETRC Level 6) service, It does not specify the diagnostic profile for those
treated in the Tiers 2a and 2b services (CSCF Day Program Level 5 services). The current Models of
Service Delivery are clear on these Issues., Without reference to this, there is ambiguity about whom
may be treated In each leve| of service,

3. Residential Component

We were very clear about the residential component in the last meeting — It is accommodation
provided for those who cannot access the service locally.

It Is not an alternatlve to inpatlent admission for Level 6 patients. There Is simply no evidence base
for this,

The reference to the Hot House in Calrns lacks any evidence base for adolescents who may currently
present to BAC which has been presented to the ECRG,

Accommodation Is necessary for day programs like Townsville and Toowoomba which may serve
reglonal and extended regional populations. No rationale is given as to why the Gold and Sunshine
Coasts should have a residential component.
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1. Those who have been traumatised, “Develop tailored mental health care responses for
highly vulnerable children and young people who have experienced physical, sexual or
emotional abuse, or other trauma.”

2. Those at high risk of sulcide “Coordinate state, terrftory and Commonwealth suicide
prevention activities through a nationally agreed suicide prevention framework to improve
efforts to ldentlfy people at risk of suicide and Improve the effectiveness of services and
support available to them.”

3. Service options need to be responsive to the needs of different age groups, including young
children and older people, and to the differing needs of those who suffer particular illnesses
such as perinatal mental health problems and eating disorders” (my emphasis)

While the Natlonal Mental Health Plan is predominantly an adult focussed document, (and so the
concept of non acute bed-based services have in mind adult solutions such as the Community Care
Units), it also says “Mental health should be provided at a standard at least equal to that provided in
other areas of health.” One of the distinctions about Child and Youth Mental Health Services is that
they have a truly increasing level of service provided for those with the most severe and complex
needs, simllar to paediatric services. This is why Day Patlent programs are Level 5 services, and BAC
a Level 6 service, Adult services do not have the same level of Intensity and breadth of intervention
that CYMHS does. Recognition of the National Mental Health Plan is to acknowledge that we are
providing the same tiered level of care available to children and adolescents with medical iliness.

The document really does not underscore the severe impairments that adolescents admitted to BAC
have, nor the necessity under the National Mental Health Plan to address these. The implications
are that at times the attentlon to addressing recovery may be at odds with providing a community
based service. It mandates approaches that promote recovery and saclal inclusion “Mental healih
service providers should work within a framework that supports recovery .... — both as a process
and as an outcome to promate hope, wellbelng and autonomy. They should recognise a person’s
strengths Including coping skills and resilience, and capuacity for self determination.” and “Recovery in
the context of mental illness Is often dependent on good clinical care, but means much more than a
lessening or absence of symptoms of illness. Recovery Is not synonymous with cure. For many people
who experience mental lliness, the problems will recur, or will be persistent. Adopting a recovery
approach Is relevant across dlagnoses and levels of severfty. It represents a personal journey toward
a hew and valued sense of identity, role and purpose together with an understanding and accepting
of mental iliness with its attendant risks. A recovery philosophy emphasises the Importance of hope,
empowerment, cholce, responsibility and cltizenship, It includes working to minimise any residual
difflculty while maximising Individual potential. This Is relevant to all ages, Including the elderly, and
to all those involved — the Individual consumer, their family and carers, and service providers.” and
"Adopt a recovery orlented culture within mental health services, underpinned by appropriate values
and service models.” and “Recognition of the Importance of social, cultural and economlc factors to
mental health and wellbeing. means that both health and soclal Issues should be Included in the
development of mental health policy and service development. The principle includes support to live
and participate in the community, and effort to remove barrlers which lead to social exclusion .....”
and “People should feel a valued part of thelr community, and be able to exert choice in where and
how they live. Some groups are at risk of entrenched social echL}s/on, Including those with chronic
and persistent mental iliness. Developing pathways that support community participation and that
allow movement towards greater Independence minimises the risk of soclal exclusion. Policy and
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Current Government policy outlined in the “Blueprint for better health care for Queensland”
enshrines the principles of Contestability and non-Government provision of Infrastructure. These
documents do not refer to these principles or the implications it could have for developing an
inpatient unit,
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Proposed Setvice Model Elements
Adolescent Extended Treatment and Rehabilitation Services (AETRS)

Mental health disorders are the most prevalent illnesses affecting adolescents today. Of particular
note is the considerable evidence that adolescents with persisting and severe symptomatology are
those most likely to carry the greatest burden of illness into adult life. Despite this, funding for
adolescent (and ¢hild) mental health services is not proportional to the identified'need and burden

of disease that exists.

In the past 25 years, a growing range of child and youth mental health services have been
established by Queensland Health (and other service providers) to address the mental health
needs of children and adolescents, These services deliver mental health assessment and
treatment interventions across the spectrum of mental illness and need, and as a service
continuum, provide care options 24 hours a day, seven days a week. No matter where an
adolascent and their family live in Queensland, they are able to access a Child and Youth Mental
Health Service (CYMHS) community clinic or clinician {either via direct access through their
Hospital and Health'Service, or through telehealth facllities). Day Programs have been established
for adolescents in South Brisbane, Toowoomba and Townsville, Acute mental health inpatient
units for adolescents are located in North Brishane,: Logan, Robina, South Brishane and
Toowoomba, and soon In Townsville (May/June 2013), A statewide specialist multidisciplinary
assessment, and integrated treatment and rehabilitation program (The Barrett Adolescent Centre
[BAC]) Is currently delivered at The Park Centre for Mental Health (TPCMH) for adolescents
between 18 and 17 years of age with severe, persistent mental illness. This service also offers an
adolescent. Day Program for BAC consumers and non-BAC consumers of West Moreton Hospital

and Health Service.

"Conslstent with state and national mental health reforms, the decentralisation of services, and the
reform of TPCMH site to offer only adult forensic and secure mental health services, the BAC is
unable to coniinue operating in Its current form at TPCMH. Further to this, the current BAC
bullding has been identlfled as needing substantial refurbishment. This situation necessitates
careful consideration of options for the provision of mental health services for adolescents (and
their families/carers) requiring extended treatment and rehabilitation in Queensland.
Consequently, an Expert Clinical Reference Group (ECRG) of child and youth mental health
clinicians, a consumer representative, a carer rapresentative, and key stakeholders was convened
by the Barrett Adolescent Strategy Planning Group to explore and Identify alternative service

options for this target group.

Between 1 December 2012 and 24 April 2013 the ECRG met regularly to define the target group
and thelr needs, conduct a service gap analysis, consider community and sector feedback, and
review a range of contemporary, evidence-based models of care and service types. This included
the potential for an expanded range of day programs across Queensland and community mental
health service models delivered by non-government and/or private service providers. The ECRG

v5 Endorsed by ECRG 08.05.2013
Page 1of 6
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have considered evidence and data from the field, national and international benchmarks, clinical
expertise and experience, and consumer and carer feedback to develop a service model elements
document for Adolescent Extended Treatment and Rehabilitation Services In Queensland. This
elements document /s not a model of service ~ it is a conceptual documant that delineates the key
components of a service continuum type for the identified target group. As a service model
elements document, it will not define how the key components will function at a service delivery
level, and does not incorporate funding and implementation planning processes.

The service model elements document proposes four tiers of service provision for adolescents
requiring extended mental health treatment and rehabilitation:

Tier 1 — Public Community Child and Youth Mental Health Services (eXISting)

Tier 2a — Adolescent Day Program Services (existing + new);

Tier 2b — Adolescent Community Residential Service/s (new); and

Tier 3 — Statewide Adolescent Inpatient Extended Treatment and Rehabilitation Service (new).

x

X X x

The final service model elements document produced was cognisant of constralnts associated with
funding and other resources (e.g., there is no capital funding avallable to bulld BAC on another
site). The ECRG was also mindful of the current policy context and direction for mental health
services as informed by the National Mental Health Policy (2008) which articulates that ‘hon agcute
bed-based services should be community based wherever possible’. A key principle for child and
youth mental health services, which is supported by all members of the ECRG, is that young
people are treated in the least restrictive environment possible, ‘and one which recognises the
need for safety and cultural sensitivity, with the minimum possible disruption to family,

educational, soclal and community networks.

The ECRG comprised of consumer and carer representatives, and distinguished child and youth
mental health clinictans across Queensland and New South Wales who were nominated by thelr
peers as leaders in the field. The ECRG would like to acknowledge and draw attention to the input
of the consumer and carer representatives. They highlighted the essential role that a service such
as BAC plays in recovery and rehabllitation, and the staff skill and expertise that is inherent to this
particular service type. While there was also validation of other CYMHS service types, including
community mental health clinics, day programs and acute inpatient unlts, it was strongly
articulated that these other service types are not as effective in providing safe, medium-term
extended care and rehabilitation to the target group focussed on here. It is understood that BAC
cannot continue In fts current form at TPCMH. However, It is the view of the ECRG that like the
Community Care Units within the adult mental health service stream, a design-specific and
clinically staffed bed-based service Is essential for adolescents who require medium-term
extanded care and rehabilitation. This type of care and rehabilitation program Is considered life-
saving for young people, and is available currently in both Queensland and New South Wales (e.g.,

The Walker Unit).
The service model elements document (attached) has been proposed by the ECRG as a way

forward for adolescent extended treatment and rehabilitation services in Queenstand.

v5 Endorsad by ECRG 08,05,2013
Page 2 of 6
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There are seven key messages and associated recommendations from the ECRG that need to
underpin the reading of the decument;

x

The proposed service model e]ements document Is a conceptual document, not a model of
service. Formal consultation and planning processes have not been completed as part of the

ECRG course of action.

In this concept proposal, Tier 2 maps to the Clinical Services Capability Framework for Public
and Licensed Private Health Facilities Version 3.1 (CSCF) Lavel 5 and Tier 8 maps to CSCF Level

8,

Racommaendations:

a) Further work will be required at a statewide level to translate these concepts into a model
of service and to develop implementation and funding plans. .

b} Formal planning including consultation with stakeholder groups will be required.

x

Itis understood that the. comblnation of day program care, residential community—based care
and acute inpatient care has been identified as a potential alternative to the current BAC or
the proposed Tier 3 In the following service model elements document,

From the perspective of the ECRG, Tier 3 is an essential component: of the overall concept, as
there is a small group of young people whose needs cannot be safely and effectively met
through alternative service types (as represented by Tiers 1 and 2).

The target group is characterised by severity and persisterice of iliness, very limited or absent

community supports and engagement, and significant risk to self and/or others. Managing
these young people in acute inpatient units does not meet thelr clinical, therapeutic or

rehabilitation needs.
The risk of institutionalisation is considered greater If the young person receives madium-term
care In an acute unit {versus a design-specific extended care unit).

Clinical experience shows that prolonged admissions of such young people to acute units can

- have an adverse impact on other young people admitted for acute treatment.

Managing this target group predominantly in the community is associated with complexities of
risk to self and others, and also the risk of disengaging from therapeutic services,

v5 Endorsed by ECRG 08. 05 2013
Page 3 of 6
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Recommendation:

a) A Tier 3 service should be prioritised to provide extended treatment and rehabilitation for
adolescents with severe and persistent mental fliness.

= Interim arrangements (after BAC closes and hefore Tier 3 is established) are at risk of offering
sub optimal clinical care for the target group, and attention should be given to the therapeutic
principles of safety and treatment maiching, as well as efficient use of resources (e.g.,
inpatient beds).

= In the case of BAC heing closed, and particularly if Tier 3 is not Immediately available, a high
priority and concern for the ECRG was the “ransitioning’ of current BAC consumers, and those

on the walting list.

®  Of concern to the ECRG is also the dissipation and loss of speclalist staff skills and expertise in
the area of adolescent extended care in Queensland if BAC closes and a Tier 3 Is not
established in a timely manner. This Includes both clinical staff and education staff,

Recommendations;

a) Safe, high quality service provision for adolescents requiring extended treatment and
rehabllitation requires a Tier 3 service alternative to be avallable In a timely manner If BAC
is closed. .

b) Interim service provision for current and ‘walt list” consumers of BAC while Tier 3 service
options are established must prioritise the needs of each of these individuals and their
families/carers, "Wrap-around care’ for each individual will be essential.

c) BAC staff (clinical and educational) must recelve individual care and case management I
BAC closes, and their specialist skill and knowledge must be recognised and maintained.

T E A ST e

®  Aliterature search by the ECRG identified a weak and variable evidence base forthe
recommended duration of treatment for inpatient care of adolescents requiring mental health
extended treatment and rehabilitation.

= Predominantly, duration of treatment should be determined by clinical assessment and

individual consumer need; the length of intervention most likely to achieve long term

sustainable outcomes should be offered to young people.

»  As with all clinical eare, duration of care should also be determined in consultation with the
young person and their guardian, Rapport and engagement with service providers is pivotal.
Recommendatiion:

a) ‘Upto 12 months’ has been identified by the ECRG as a reasonable duration of treatment,
but it was noted that this depends on the availability of effective step-down services and a

v5 Endorsed by ECRG 08,05.2013
Page 4 of 6
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suitable community residence for the young person. It is important to note that Jike all
mental health service provision, there will be a range in the duration of admission.

Comprehensive educational support underp ns social recovery and decreases the hkellhood of
the long term burden of iliness, A specialised educational model and workforce is best
positioned to engage with and teach this target group. .
Rehabilitation requires Intervention to return to a normal developmental trajectory, and
successful outcomes are measured in psychosocial functioning, not just absence of psychiatric
symptoms.

Education Is an essential part of life for young people, Ii is vital that young people are able fo
access effective education setvices that understand and can accommodate their mental health
needs throughout the care episode.

For young people requiring extended mental health treatment, the mainstream education
system is frequently not able to meet their needs. Education is often a core part of the
Intervention required to achieve a posltive prognoslis,

Band 7 school —add definition from KR

Recommendations:

a) Access to on-site schooling (including suitably qualified educators), is considered essential
for Tiers 2 (day programs) and 3. It is the position of the ECRG that a Band 7 Specific
Purpose School (provided by Department of Education, Training and Employment) Is
required for a Tier 3 service,

b) As an aslde, consideration should also be given to the establishment of a multi-site,
statewide education service for children/adolescents in acute units (hub and spoke model),

‘..---

Tor govariEngs 1 D witn ik L‘;'”f‘li.)_mn] and cagRdilin

»

There is no irue precedent set In Queensland for ’che prov;sion of resndentlal or bed-based
therapeutic community care (by non-government or private providers) for adolescents (aged
up to 18 years) requiring extended mental héalth care,

The majority of ECRG members identified concerns with regard to similar services available in
the child safety sector. Thase concerns were associated with:
» Variably skilled/trained staff who often had limited access to support and supervision;
> High staff turn-over (impacting on consumer trust and rapport); and
> Variable engagement in collaborative practice with speclalist services such as CYMHS.

Recommendations:

v5 Endorsed by ECRG 08.05.2013
Page 5 of 6
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a) It is considered vital that further consultation and planning is conducted on the best
service model for adolescent non-government/private residential and therapeutlc services
in community mental health. A pilot site Is essential,

b) Governance should remain with the local CYMHS or treating mental health team,

c) It Is essential that residential services are staffed adequately and that they have clear
service and consumer outcome targets,

O T T U DR Y JET IV TP
A Sy Ve V120 8 B R e IO B s R D

AR IS NTRN

x ' Equity of access for North Queensland consumers and their families Is considered a high
priority by the ECRG.

Recommendations:

a) Local service provision to North Queensland should be addressed immediately by ensuring
a full range of CYMHS services are available in Townsville, including a residential
community-hasad service, -

b) If a decision is made to close BAC, this should not be finalised hefore the range of service
options in Townsville are opened and available to consumers and their families/carers.

v5 Endorsed by ECRG 08,05,2018
Page 60f 6
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Proposed Service Model Elements

Adolescent Extended Treatment and Rehabilitation Services (AETRS)

Service Delivered The aim of this platform of services is to provide medium term,
recovery oriented treatment and rehabilitation for young people
aged 18 —17 years with severe and persistent mental health
problems, which significantly interfere with social, emotlonal,
behavioural and psychologlcal functioning and development,

“The AETRS continuum [s offered across a range of environments
tailored to the individual needs of the young person with regard
to safety, security, structure, therapy, community particlpation,
autonomy and family capaclty to provide care for the young

person.

The AETRS functions as part of the broader, integrated
continuum of care provided for young Queenslanders, that
includes acute inpatient, day program and community mental
health services (public, private and other community-based

providers).

Over-arching Principles The delivery of an Adolescent Extended Treatment and
Rehabilitation Service continuum will:

» develop/maintain stable networks

+ promote wellness and help young people and thelr families
in a youth orfented environment

e provide services either in, or as close to, the young person’s
local community

» collaborate with the young person and their family and
support people to develop a recovery based treatment plan
that promotes holistic wellbeing

» collaborate with other external services to offer continuity of
care and seamless service delivery, enabling the young
person and their family to transition to their community and
services with ease

s integrate with Child and Youth Mental Health Services
(CYMHS), and as required, Adult Mental Health Services

e recognise that young people need help with a variety of
issues and not just illness

s uiilise and access community-based supports and services

v5 Endorsed by ECRG 08/05/2018
Paga 1 of 7
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where they exist, rather than re-create all supports and
services within the mental health setting

e treat consumers and their families/carers In a supportive
therapeutic environment provided by a multidisciplinary
team of clinlcians and community-based staff

e provideflexible and targeted programs that can be delivered
across a range of contexts and environments

« have the capacity to deliver services in a therapeutic milieu
with family members; support and work with the famfly in
thelr own environment; and keep the family engaged with
the young person and the mental health problems they face

» have capacity to offer intensive family therapy and family
support

» have flexible options from 24 hour inpatient care to partial
hospitalisation and day treatment with ambulant
approaches; step up/step down

» acknowledge the essential role that educational/vocational
activities and networks have on the recovery process of a
young person ,

» engage with a range of educatlopal or vocational support
services appropriate to the needs of the young person and
the requirements of their treatment environment, and
encourage engagement/reengagement of positive and
supportive socfal, family, educational and vocational
eonnections.

Key Distinguishing Services are accessed via a tlered, least-restrictive approach, and
Features of an AETRS may Involve combinations of service types across the tlers.

PR
B K

Existing Locations; Al Hospital and Health Services (Ss‘

Access ambulatory care at a public community-based mental
health service, within the local area.

s Interventions should consider shared-care options with
community-based service providers, e.g. General
Practitioners and headspace.

[ .
it

s Existing Locations: Townsville (near completion), Mater,
Toowoomba, Barrett Adolescent Centre (BAC).

e Possible New Locations: Gold Coast, Royal Children’s Hospital
CYMHS catchment, Sunshine Coast. Funds from existing

v5 Endorsed by ECRE 08/05/2013
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operational funds of BAC and Redlands Facllity, Final
locations and budget to be determined through a formal
planning process,

» Individual, family and group therapy, and rehabllitation
programs operating throughout (but not [imited to) school
terms.

» Core educational component for each young person —
partnership with Education Queensland and vocatlonal
services required. This may be provided at the young person’s
school/vocational setting, or from the day program site.

o Flexible and targeted programs with attendance up to 5 days
(during business hours) a week, In combination with
Integration into school, community and/or vocational
programs,

* Integrated with local CYMHS (acute Inpatient and public
community mental health teams).

» Programs are delivered in a therapeutic milieu (from a range
of settings including day program service locatlon, the family
home, school setting etc.).

s Programs will support and work with the family, keeping
them engaged with the young person's recovery, '

» . Consumers may require admission fo Adolescent Acute

" Inpatient Unit (and attend the Day Program during business
hours).

» Proposal of 12 - 15 program places per Day Program (final
places and budget shouid be determined as part of formal

planning process).

e Existing Locations: Nil services currently. Note: Cairns Time
Out House Initiative for 18y+,

» Possible New Locations; Sites where Day Programs are

currently delivered; Townsville identified as a. priority in order

to meet the needs of North Queensland families, Funding

from existing operational funds of BAC and Redlands Facility.

Final locatlons and budget to be determined through a formal
planning process,

1 Note: The Department of Health takes a ‘provider agnostic’ view in determining non ¢linical support
and accommodation services. Declsions to contract service providers will be determined by service
merit, consumer need and formal planning and procurement processes.

v5 Endorsed by ECRG 08/05/2013
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* Day Program attendance as in Tier 2a during business hours,

s This tier incorporates a bed-based residential and respite
service for adolescents after-hours and on weekends (in the
community),

= There is potential for one or more of these services to
provide “family rooms’, that will temporarily accommodate
family members while thelr young person attends the Day
Program or the Adolescent Acute Inpatient Unit (for
example, in Townsvillg).

* Integrated with local CYMHS (acute inpatient, day program
and public community mental health teams),

* Residentlal to be a partnership model for service delivery
between a community-based service provider and QH —
multidisciplinary staffing profile including clinical (Day
Program) and community support staff (community-based
provider). Partnership to include clinical governance, training
and In-reach hy CYMHS.

= Residential component only provides accommeodation; it Is
not the intervention service provider but will work closely
with the interventlon service provider to maintain
consistency in the therapeutic relationship with the young
person, .

® On-site extended hours visiting service from CYMHS Day
Program staff.

s Possible Location: S.E. Qld. Source of capital funding and
potential site not available at current time3. Acknowledge
accessibllity issues far young people outside S.E. Qld.

» For young people whose needs could not be met by Tiers 1

2 The Department of Health acknowledges the dedlcated school and expertise provided by the
Department of Education Training and Emplayment (DETE). The Department of Health values and
suppotts partnership with DETE fo ensure that adolescents have access to appropriate
educational and vocational optlons fo meet their educational/vocational needs.

8 Until funding and location is available for Tier 3, all young people requiring extended treatment
and rehabllitation will receive services through Tiers 1 and 2a/b {i.e,, utilising existing CYMHS
community mental health, Day Programs and Acute Inpatient Units until the new Day Programs
and residentlal service providers are established), It Is emphasised that this Is not proposed to be
a clinlcally prefarred or optimal solution, and significant risks are associated with this Interim

measure.

v5 Endorsed by ECRG 08/05/2018
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and 2 above, due to risk, severity or need for inpatient
extended treatment and care. These young people’s needs
are not able to be met In an acute setting.

s In-patient therapeutic milieu, with capacity for family/carer
admissions (i.e. family rooms).

+ All other appropriate and less restrictive Interventions
consldered/tested first,

¢ Proposal for approximately 15 beds — this requires formal
planning processes,

¢ Medium term admissions (approximately up to 12 months;
however, length of stay will be guided hy individual consumer
need and will therefore vary).

» Delivers integrated care with the local CYMHS of the young
person,

«  Individualised, family and group rehabilitation programs
delivered through day and evening sessions, available 7
days/week. These must include activity based programs that
enhance the self esteem and self efficacy of young people to
ald in their rehabilitation, As symptoms reduce, thereisa
focus on assisting young peaple to return to a typleal
developmental trajectory, ‘

» Consumers willl only access the day sessions (L.e. Day Program
components) of the service if they are an admitted consuther.

* Programs maintain family engagement with the young
person, and wherever possible adolescents will remriain
closely connected with their families and their own
comimunity.

* Young people will have access to a range-of educational or
vocatlonal support services dellvered by on-site school
teachers and will be able to continue their current education
option*. There is an intentional goal that young people are
Integrated back to mainstream community and
educational/vocational activities.

» Flexible and targeted programs will be delivered across a
range of contexts including individual, school, cormmunity,
group and family.

1.3 - 17 years, with flexibility in upper age limit depending on

“+rhe provision of education at this level requires focused consideration; an on-site school and
education program [s proposed as a priority,

v5 Endorsed by ECRG 08/05/2013
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presenting issue and developmental (as opposed to
chronologfcal) age.

Diagnastic Profile

Average duration of
treatment

Tier 2a:

| Level 6 Statewide Inpatient Extended Treatment and

s Severe and pérsistent mental health problems that
significantly interfere with soclal, emotional, behavioural and
psychological functioning and development.

¢ Treatment refractory/ non responsive to treatment - have not
been able to remediate with multidisciplinary community,
day program or acute inpatient treatment.

» Mental illness Is persistent and the consumer is a risk to
themselves and/or others.

*  Medium to high level of acuity requiring extended treatment
and rehabliitation.

Level 5 Day Program Services (Mon — Fri business hours}

e Up to 12 months; flexibility will be essential.

¢ There will be wide variation in individual consumer need and
thelr treatment program; length of stay will need to he
responsive to this,

Tier 2b:

Community Residential (24h/7d)

¢ Up to 12 months; flexibility will be essential.

e There will be wide variation in individual consumer need and
thelr treatment program; length of stay will need to be
responsive to this, :

s Access to a community residential service requires the young
person to be actively participating in a program with CYMHS,

Tier 3:

Rehabilitation Service (24h/7d)

¢ Upto 12 months; flexibility will be essential,

s There will be wide variation in individual consumer need and
their treatment program; length of stay will need to be
responsive to this.

o Young people may be discharged from this Service to a Day
Program in thelir lacal community.

v5 Endorsed by ECRG 08/05/2018
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Staffing Profile Tier 2a:

‘Level 5 Day Program Services (Mon — Fri business hours)
s Multidisciplinary, clinical.

» Plus staffing from community sector.

¢ DETE.

Tier 2h:
Community Residential Service (24h/7d)

* Multidisciplinary, clinical,
» Plus staffing from community sector.

Tier 3:
Level 6 Statewide In-patient Extended Treatment and

Rehabilitation Service (24h/7d)
o  Multidisciplinary, clinical,

» DETE.

Pathways based on interdisciplinary collaboration and cross-agency
contribution, a referral to Tiers 2a, 2b and/or 3 will require a
CYMHS assessment (i.e,, single point of entry),

Increased accessibllity to AETRS for consumers and their families
across the State is a key priotity.

The Tier 3 statewide service will establish a Statewide Clinical
Referral Panel. All referrals will be recelved and assessed by the
Panel, which has statewide representation from multidisciplinary
mental health cliniclans and the community sector.

Complexities of » Voluntary and involuntary mental health consumers.
Presentation ¢ The highest level of risk and complexity.

This document was endorsed by the Expert Clinical Reference Group of the Barrett

Adolescent Strategy on 8 May 2013.
Please read in conjunction with the v5 Preamble,

Dr Leanne Geppert
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From: Susan Daniel
Sent: 12 Aug 2012 09:31:20 +1000
To: Scott, James
Cc: Sadler, Traevor;Clayworth, Vanessa
Subject: RE: Future of Barrett Adolescent Centre
Thanks for your support James. Now that our reglstrar has had one week to settle In, I hope to sort
out the next batch of interviews dates this week. Il let you know when dates are booked,.
Thanks,
Sue
" >>> "ames Scott" 10/08/2013 6:16 pm >>>

Thanks Susg, Trevor and Vanessa

| am very sotry that the extended mental health services are having to be relocated. Trevor has
witnessed my views on this and | think we got the best outcome that was available underthe

circumstances.

Kind regards

James

Fromaz Susan Danlel _ L
Sent: Friday, 9 August 2013 421 PM

Tox James Scott

Cc; Trevor Sadler; Vanessa Clayworth

Subject: Future of Batrett Adolescent Centre

Hello Jamés,

I am writing to you as efther the referrer or the current mental health service looking after an
adolescent on our referral or admisston walt [ist As you may be aware the Barrett
Adolescent Centre has been under a cloud of uncertainty regarding our future. An intenslve review
process was conducted from Decembar 2012 to May 2013, Fortunately a decislon has been made to
continue to provide an extended care mental health service to adolescents. However we will not:
continue to operate at our present site. A new slte Is yet to be determined but It Is proposed that It
will continue to be located In the South-East Queensland area. It Is hoped to start: the transitlon to -
the new service at the beginning of next year and we will then fall under the governance of

Chlidren's Health Queensland.

At this stage, thera are some unknown factors on how the new slte or transtdon might affect us (e.g.
bed numbers, Initlal staffing levels, and bullding structureflayout). The transftlon may be disruptive to
some degree, However I wanted to reassure you that no restrictions have baen Issued on current
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A mail out has been s,ént to of which I have attached for your Information ~ It

includes a letter from myself, message from the District Executive Director for Mental Health and
Speciallsed Services for our District (West, Moreton), fact sheet, medla statement and the
recorimendations from the review process.

If there are other stakeholders who you fee] would benefit from this Informatioh, please feal free to
forward this on. )

Thank you so much for ongoing support and patience during this process, If you have any questions,
please do not hesitate to contact myself, Dr Trevor Sadler or the Nurse Unit Manager. Thanks.

Kind regards,
Sue

Susan Danjel
Communlty Lialson, Clinlcal Nurse
Barvett Adolescent Centre | The Park - Centra for Mental Health | Orford Drlve | Wacol Q 4076

Alternative Postal Address: Locked Bag 500, Sumner Park BC O 4074

This emall, Including any attachments sent with It, Is confidentlal and for the sole use of the Intended recipleni(s). This
conﬂdenﬁahty Is not walved or lost, If you recalve it and you are not the intended recipient(s), or If it Is transmittedfrecelved In

erfor,

Any unauthorised usse, alteration, disclosurs, distibution or review of this emall Is stiietly prohibited. The information contained
In thls emall, including any attachment sent with I, may be subject to a statutory duly of confidentlality If It relates to health

service matters,

If you are not the Intended reciplent(s), or If you have recelved this emall In error, you are asked to immediately notify the
sender by telephone collect on Australia +61 1800 188 178 or by retum emall, You should also delete this emall, and any
coples, from your computer system network and destroy any hard coples produced,

If nat an intended raciplent of this emall, you must not copy, distribute or fake any actlon(s) that rellss on It; any form of
disclosure, modificatfon, distribution and/or publiceflon of this emall Is also prohibited

Although Queensland Health takes all reasonable steps to ensure this email does not contain maliclous software, Quesnsland
Health'does not aceept responsibility for the consequences If any persen's computer Inadvertently suffers any disruption to
services, Joss of Informatlon, harm or s infected with a virus, other mallclous computer programrne or cade that may occuras a
cansequence of recelving this emall,

Unless stated otherwise, this emall represents only the views of the sender-and not the views of the Queansland Government,

s






