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20160217/D8/BMC/17/Wilson, Commissioner

RESUMED [9.32 am]

COMMISSIONER WILSON: Good morning, ladies and gentlemen. I’m sorry for
the late start.

MR DIEHM: Commissioner, just before the evidence commences I have an
application for an order that permits Dr Brennan to see the transcript — read the
transcript of the evidence of Professor McDermott that was given in closed hearings
yesterday. You may recall, Commissioner, that you were prepared to order that Dr
Brennan could remain in the courtroom though she had been watching it on live
stream and it would enable her to give more detailed instructions about matters that
Professor McDermott spoke of in his evidence yesterday.

COMMISSIONER WILSON: Alright. Does any other counsel wish to say
anything about that? Mr Diehm, I will allow Dr Brennan to have a copy of the
transcript of the closed hearing of Professor McDermott’s evidence from yesterday.

MR DIEHM: Thank you, Commissioner.

COMMISSIONER WILSON: Now, are there any appearances this morning which
there weren’t yesterday?

MR J.M. HARPER: Yes, Commissioner. My name is Harper - - -
COMMISSIONER WILSON: Speak up, would you.

MR HARPER: My name is Harper, initials J.M. I appear instructed by Shine
Lawyers on behalf of Ms Pryde, Ms Olliver and Ms Wilkinson.

COMMISSIONER WILSON: Thank you.

MR HARPER: Commissioner.

MR J.J. ALLEN QC: Good morning, Commissioner. Allen spelt A-I-1-e-n, initials
J.J., Queen’s counsel for Metro North Hospital and Health Service and in particular
this morning for Dr James Scott.

COMMISSIONER WILSON: Thanks, Mr Allen. Anyone else?

MR J. O'REGAN: Commissioner, O’Regan - - -

COMMISSIONER WILSON: Speak up, Mr O’Regan.

MR O’REGAN: O’Regan, apostrophe — sorry, initial J., for the Honourable
Lawrence Springborg.
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20160217/D8/BMC/17/Wilson, Commissioner

COMMISSIONER WILSON: Thank you.

MS S.V. ROBB: Commissioner, Robb, R-0-b-b, initials S.V. Just to let the parties
know as well, we’re now acting for Liam Huxter and Graham Dyer.

COMMISSIONER WILSON: In addition to the other nurses.
MS ROBB: In addition to the other nurses.
COMMISSIONER WILSON: Very well. Thank you.

MS ROBB: Thank you, Commissioner.

COMMISSIONER WILSON: That’s it? Mr Freeburn.

MR FREEBURN: Commissioner, I call James Scott and he’s instantly arrived into
the witness box.

COMMISSIONER WILSON: Would you stand up please, Doctor.

JAMES GRAHAM SCOTT, SWORN [9.34 am]
EXAMINATION BY MR FREEBURN

MR FREEBURN: Commissioner, Professor Scott’s witness statement is
MNH.900.003.0001.

COMMISSIONER WILSON: Thank you.

MR FREEBURN: Dr Scott, can I first of all ask you about ECRG and your
involvement in the ECRG?---1 was invited to be a member of the ECRG.

Alright. If I can take you first of all — you deal with it in your statement at paragraph
43. So if we can go to page 8 of that document, please.

MS McMILLAN: Commissioner, could the witness speak up a bit. Even though
I’m sitting close to him it’s difficult to hear him.

COMMISSIONER WILSON: Thanks, Ms McMillan. You’ll have to speak into the
microphones. You can adjust them a little?---Sure.

Thank you.
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20160217/D8/BMC/17/Wilson, Commissioner

MR FREEBURN: Professor Scott, there in that paragraph you describe the
expertise of the members of the ECRG as being significant and that the ECRG was
an appropriate representation for that group. Correct?---That’s correct.

I’d just like to, for a moment, explore that expertise. If you can go to page 94 of that
document which is exhibit JS8. Now, if we scroll down a little we can see the
members of the ECRG. I think there are 12 of them. Can I just ask you, you
personally have extensive clinical experience in the field of child and adolescent
psychiatry?---That is correct. I acquired my fellowship in child — as a child and
adolescent psychiatrist in 2001 and have been working in community and acute
settings since that time.

And the others on this list — so you’re number 2 on this list — but the others on this
list, are they mostly clinicians directly practising in the area of child and adolescent
health — mental health?---All of them are either clinicians or were clinicians at that
time or had extensive experiences as clinicians. The exceptions — I can’t comment
on Amelia Callaghan’s clinical experience. She was with Headspace. I'm not sure
what her clinical experience was. And Kevin Rodgers had a background in
education.

Alright. And obviously the other — the consumer and the carer representative — let’s
not identify them — but they won’t be clinicians?---No. That’s correct.

No. Alright. But with those exceptions, the group is made up of a substantial
number of practising clinicians?---1 think the group gave a wide array of clinical
experience in the child and youth mental health sector from various disciplines. That
was one of the strengths of the group because it wasn’t just a medical group. We had
psychologists. We had — we had other allied health professionals — nursing staff —
other allied health professionals on the group as well.

Right. And before I leave that document if we go to page 94 of the document.
Sorry, it should be the third page of that exhibit so if we scroll down a little we’ll see.
Just go back up a little, please. Keep going. Keep going a little. Alright.

Sorry, 2.1 deals with in effect what the ECRG was to do. It was to come up with a
contemporary model of care to effectively — as we can see from the last dot point —
replace Barrett Adolescent Centre?---That’s correct.

Alright. Now, can I just — you’re aware, weren’t you, that a planning group sat
above the ECRG?---It’s hard for me to recall exactly what I was aware of at that
time. I was aware that persons were writing a model or — or proposing a model that
the ECRG was to give advice and — and — and input into. [ wasn’t aware who was on
that planning group and what that was made up of or the expertise of that group.

Alright. Well, let’s just have a look at that. I’d like go to document
WMS.1002.0002.00070. Now, if you have a look at this document — if you just
scroll up we can — you can see it’s the Barrett Adolescent Strategy Planning Group.
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20160217/D8/BMC/17/Wilson, Commissioner

And you can see there seven attendees at this meeting and two apologies. Is it
accurate to say from your knowledge that of those nine people, about two are
practising clinicians?---I would regard Dr Sadler, Dr Stathis and Dr Hartman at that
time as practising clinicians.

Alright. Three. Alright. Now, can I take you to — I’'m going to take you to one of
the ECRG meeting minutes. You exhibit them in your affidavit — sorry, attached to
your witness statement. 1’d like to go back to the witness statement and to page 90
and 91 of that document, please. Now, if you just scroll up to see — there were a
whole series of meetings, and minutes were prepared for each of them. Is that
right?---That’s correct.

I know the document has got a watermark on it of “draft”, but were there final ones
that you’re aware of?---I can’t recall if there were or not.

Right. Now, if we just scroll up a bit, we’ll see which meeting we’re talking about
here. So back —no, up. Yep. Keep going. 27 March 2013. So this is fairly late in
the piece, and you’re an attendee at this meeting. Now, if we go back to page 90,
please. Now, you’ll see here that the committee is considering the different tier
levels, and tier 2B is said to be the residential component. If we scroll down a bit
further, we see tier 3. I just wanted to ask you about those words:

The majority of members were supportive of both tier 2 and 3, with some
concern regarding the inclusion of an NGO residential component.

And then if you see a bit further down, the third dot point under that heading Tier 3,
“The chair” — now, I gather that’s Dr Geppert?---That’s right.

Continuing:

...clearly clarified with the ECRG members that tier 3 will be included in the
recommended model. However, in the short term, the tier 3 option will not be
considered due to the absence of capital funding and location, and therefore
the ECRG needs to consider how to make tier 2 work.

Does that accord with your recollection of what happened at the meeting?---That’s
consistent with my recollection. What I recall was that there was a — initially a
strong push in these meetings to have community-based care — so community
residentials and non-government organisation type residentials, with these young
people being able to access acute inpatient units when required. The group had
concerns about that model, partly because there’s often not beds available in the
acute inpatient units, and partly because the young people who had previously been
cared for at the Barrett would have difficulties being supported with a non-
government residential. We could see problems with that, and so there were
concerns that it was just a tier 2 or tier 2B with acute inpatient units, and thus the
group pushed for — or recommended that a tier 3, which is like an extended stay
hospital setting, be available to young people also.
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20160217/D8/BMC/17/Wilson, Commissioner

Alright. Now, if we scroll down a bit further, I just want to further refresh your
memory and then I’ll put a summary of it to you. There’s a heading, Member
Options, we can see there. And the first dot point:

Possible impact on inpatient beds if the tier 3 is not implemented is that long
stay patients will take up acute beds.

And then there’s a statement there that:
Mixing the two types of consumers is not helpful.

Is that — can you explain what that means?---Yeah. The young persons who typically
referred to the Barrett were those — the one thing they had in common was that they
were unable to be supported in either community settings or acute inpatient settings.
So they would be admitted to an acute inpatient unit and were unable to be
discharged safely back into community centres or settings, and often their admissions
were quite protracted, so it might be several months, and there was no clear
discharge strategy available to these young persons, and so the Barrett was thus an
option where time pressure was taken away and young people could be referred onto
the Barrett. Now, the difficulty of having young people who have long, protracted
stays in hospital in an acute inpatient unit is that these young people see the others —
other patients come and go. It distresses them. They form relationships with these
people, and then the other young people leave, are discharged, and it gives the young
person who’s left in the unit the sense of hopelessness and despair, and with that it
often escalates the symptoms that they have.

Alright. Now, I just want to return to the original point I was making. If we scroll
up a little, just to the next page, you see Mr Rodgers, who’s the principal of the
school — of the Barrett Adolescent Centre school — he notes a cost in losing the BAC,
and then that prompts — if we scroll to the top of the next page:

The chair acknowledged this statement and clarified again that the reality is
that in the foreseeable future tier 3 will not be progressed.

So is it the case that Dr Geppert was really saying a tier 3 replacement of the Barrett
Centre is off the table?---It — I think we all held the hope that there would be
something of that nature available, but clearly, from the minutes, Dr Geppert was
indicating that.

Is that your recollection of what was happening at the meetings?---1 can’t entirely
recall. Idon’t mean to be unhelpful. Iactually — I still held some sort of hope that
there might be something available for these young people.

And ultimately, you did specify that there should be a tier 3 facility?---That’s right.

Alright. And if we scroll down a little bit further, we’ll see a section in bold:
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20160217/D8/BMC/17/Wilson, Commissioner

Members of the ECRG unanimously supported the retention of the tier 3 option
in the recommended service model.

That’s what you’re saying. You’re all - - -?---Yeah - - -

As you expressed it, you’re all hoping that — you’re all wishing that there be a tier 3
on the table?---Yeah. I think that the ECRG was concerned by the direction it was
being taken as far as not having a replacement centre for the Barrett Adolescent
Centre, and I think we wanted to voice our opinions in the strongest manner that, you
know, there needed to be something to look after these kids.

Alright. And when you say “these kids”, I think in these documents the “target
group” is an expression used. We’re talking, are we, about kids who, I think as you
mentioned, don’t fit or can’t be adequately dealt with in other services?---That’s
correct, or certainly other services that were available at that time.

Right.

COMMISSIONER WILSON: Mr Freeburn, would you keep an eye on the time.
MR FREEBURN: Yes.

COMMISSIONER WILSON: You’ve been going for almost 20 minutes.

MR FREEBURN: Do you recall that at some point you were given a model of
service or a model of care for what had been proposed for Redlands? I think you
exhibit it to your witness statement, but - - -?---Yeah. Many years ago we were
involved with the — I was involved in an initial meeting about Redlands. Again, I
can’t recall specifically if that was given to us during the ECRG meetings or not. If
it’s in the minutes, it was.

Alright. T’ll just continue on to the next point. Now, a moment ago you mentioned
that that was then. I just want to explore with you —the Barrett Adolescent Centre
closed in January 2014. Are you aware of what services were available to the Barrett
cohort in Queensland from that point?---My understanding was that there was
enriched care available through the usual CYMHS community services, so the young
persons who were patients at the Barrett could get care through either Child and
Youth Mental Health Services, or through those that were approaching 18 or over 18
going to the adult mental health services. This was perhaps an enriched version of
what was already on offer, but I don’t think it was any sort of new therapy or
anything like that, as far as I’'m aware.

COMMISSIONER WILSON: Did you say an enriched version?---Yeah. By
enriched version, I think that they were allocated case managers who were — you
know, it was their job to sort of meet the needs of a young person and their families
and such. I’'m aware of a young person who I saw privately
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20160217/D8/BMC/17/Wilson, Commissioner

And the service that got from!  local CYMHS
service was over and above what the standard care would’ve been.

UNIDENTIFIED SPEAKER: Excuse me, Commissioner - - -
UNIDENTIFIED SPEAKER: Excuse me - - -
COMMISSIONER WILSON: Just a moment, would you.

MS WILSON: Commissioner, if the doctor is going to continue with this evidence
then this evidence should be in closed court.

COMMISSIONER WILSON: Well, I don’t require any further clarification at the
moment, Doctor. We’ll see.

MR FREEBURN: Doctor, we’re just careful not to identify people?---Sure.

And sometimes we can identify people by referring to one particular person and their
— what’s happened?---I understand that. Sorry.

So the enriched services that you’re talking about, what are they known by in
CYMHS? Are they community care centres, are they?---No. When I’m talking
about enriched services, I think the patients of the Barrett were seen as a cohort that
did require that extra care. And I think there was extra attention paid to them by case
managers within the community services. I’'m not aware — I’m not saying it didn’t
exist — I’m just not aware of the other services that might have been available to
them.

All right. Okay. Now, Doctor, as I read the ECRG report, the ECRG report is fairly
clear that a tier 3 facility was needed for this cohort of people. And is that still the
case, in your view?---1 am less certain about — I think that there are possibly — there
are other community models that operate around the world and other jurisdictions
where there’s specialist therapies available to provide care for young people in the
community. As a rule, as an absolute rule, young people are best cared for at home
with their families. So whenever that can take place, it should. What that often
requires is extra disability support. It requires specialised and intensive therapy to be
available in the community settings. And when those other services aren’t available
— and also extra educational support as well, schools being willing to look after these
kids and educate these kids. When those aren’t available, that’s where we sort of
find that young people can’t be managed in a community and, thus, are needing an
inpatient facility to look after them.

And the cohort that we’re talking about are at the extreme end?---That’s correct.

There’s a new service called AMYOS, I think designed and run by Dr
Daubney?---That’s correct.
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20160217/D8/BMC/17/Wilson, Commissioner

Is it accurate to say that that’s — I’m going to try and speed things up. But is it
accurate to say that that service is essentially a group of professionals, health
professionals, who go out to a person’s place, treat them in their home and might
visit on a sort of — three or four times a week?---That’s correct. So AMYOS stands
for the Assertive Mobile Youth Outreach Service. There’s a similar service that
operates in Victoria. It has a —it’s underpinned by an evidence based model of care
called mentalisation based therapy. And, really, it’s this combination of a specialised
therapy that’s there to support the young person and their families in the way they
interact and the way they cope with difficulties. So it’s a combination of the therapy
plus the intensity of it and the fact that it is mobile, it can go out to families and also
the experience of the clinicians that are doing it and the ongoing training of
supervision they get. This allows them to look after a much higher level of severity
of illness in young people than what could normally be managed by a standard
CYMHS service.

And am I right in thinking the only limitation on an AMYOS program is if it happens
that the family is dysfunctional and that the family situation is a problem?---I think
where the family are unwilling to see themselves as part of a solution it’s very hard
for AMYOS to be effective. That goes for all mental health care of children and
adolescents though.

Yes. Excuse me. Thank you, Commissioner.

COMMISSIONER WILSON: Thank you. Ms Wilson.

EXAMINATION BY MS WILSON [10.00 am]

MS WILSON: Thank you, Commissioner. I’ll just get my spot.

Can I just pick up, Doctor, on what — an answer that you gave to Counsel Assisting.
And that answer involved this, and I might be doing it in shorthand which may not be
of — doing you a disservice. So perhaps if we can expand on that. You said that the
best rule for treatment is at home with the families. That’s the starting point and then
you try to build a treatment service around that. Is that the case?---That’s correct.

Okay. And with respect to young people with long term severe and complex mental
health needs, is it the case that the primary aim of the extended treatment and
rehabilitation model of care is to provide an integrated continuum of care outside of
the inpatient setting and as close to their home as possible?---Where that’s possible,
absolutely.

All right. And then if we can just look at one of those matters that I referred to you,
one of the three elements of integrated continuum of care. If I could just ask you
some questions of your knowledge and experience of an integrated continuum of
care. So as [ understand it in terms of a continuum of care, at one end you have the
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20160217/D8/BMC/17/Wilson, Commissioner

community based services. And that is the CYMHS clinics. And at the other end
there are acute beds. Is that —am I right in proceeding on that basis?---That’d be a
reasonable way to explain it.

Okay. And when we’re talking about the community based services, that is the Child
Youth Mental Health Service clinics known as CYMHS?---That’s correct.

So when I’m talking about CYMHS, you know what I’m talking about?---I know
what you’re talking about. Yep.

And that should adequately be reflected in the transcript. Now, looking at those two
ends, community CYMHS — sorry, you’re presently working at the Royal Brisbane
Women’s Hospital?---That’s right.

Okay. And community CYMHS is available at the Royal Brisbane and Women’s
Hospital, isn’t it?---No. It’s within the - - -

Within the district?---Within the district. That’s right.

Yes, not exactly in the hospital but within the district. And acute beds, at the other
end of the spectrum, are available at the Royal Brisbane Women’s Hospital?---They
are.

So now let’s fill out what’s in-between. Now, you were asked some questions about
AMYOS and you refer to AMYOS in your statement where you actually go through
and you say what’s good about AMYOS and what’s not so good, in your
view?---Not what’s not so good, where its limitations are.

Okay. Now, is it the case that AMYOS is driven by the patient’s need and that it not
just is on a static three or four days a week but it’s driven by the need and that could
be every day?---That’s correct. So AMYOS has its flexibility. It could even be as
persons recover they can step back and see them far less frequently.

Okay. And then working through there’s the Residential Rehabilitation Services
which provides long term accommodation up to a year for long term accommodation
recovery orientated treatment for 16 to 21 year olds who have moved out of the acute
phase of the mental illness but lack the skills or the expertise for independent living.
Do you have any knowledge or experience working with the services that are
provided with the Residential Rehabilitation Services, otherwise often referred to as
the resis?---Not really. No.

Okay. And so you’re not — you’re not aware of the services they provide?---I'm
aware of what they call resis which are run by child safety. I’m not sure if they’re
the same services or not.

No, the ones that I’'m referring to are not. There are two youth residential resis that
I’m referring to, and they are in Greenslopes and Cairns. Do you have any
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experience of those?---1 have heard of them. I’ve never met a staff member or
patient.

Okay. Then there’s the day programs, and day programs are available at the Royal
Brisbane and Women’s Hospital catchment; that’s the case?---They’ve got one up —
that’s correct, yes.

Yes. Okay. And then are you — have — are you aware of the proposed Step Up Step
Down units, which is a new service type for young people in Queensland, with the
first to commence in 2017/2018 in Cairns?---Again, I’ve heard of them. I don’t
know any detail about them.

Okay. So when you say you’ve heard of them, are you aware that they provide a step
up service option to prevent inpatient admission through intense short-term treatment
and a step down option to assist early in seamless transition for young people when
re-entering the community following inpatient admission?---That would be
congruent with what I’m aware of, yes.

And then there is subacute beds, and are you aware that subacute beds are available
at Lady Cilento?---I'm aware they’re available, yes.

Okay. And we’ve had — you’ve been taken to some documents where the term “tier
3” is used, and tier 3 would involve subacute beds that could be available at Lady

Cilento. Is that the case?---That could be the case, yeah.

Okay. And there were subacute beds that were available after Barrett closed at the
Mater. Were you aware of that?---I wasn’t aware of that, no.

Okay. Now — so I’ve just given you a little sketch of the planned services. Were you
aware that they don’t necessarily have to operate as a standalone option, but there’s

flexibility between them? You’re aware of that, Doctor?---That’s right.

And that, importantly, treatment plans are specifically designed to meet the needs of
the individual?---That’s right.

So, Doctor, when I ask a question you have to - - -?---Sorry.
- - - say “yes” - - -7---Yes.
“no” or gi — 1 h ?---S
--- give me — or give some other answer - - -?---Sorry.

- - - that you wish, but it has to be recorded, and nods can’t be recorded on
transcript?---Thank you.

Okay. So I’ve just taken you through that suite, and would you accept that that suite
improved the treatment options available to meet the needs of patients getting
treatment in the mental health services — the youth and adolescent mental health
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services?---Relevant to 2013, that’s a much larger range of options. It certainly
improves the options available.

Okay. And even just even looking at — in your own bailiwick in terms of the Royal
Brisbane and Women’s Hospital, where we’ve seen we’ve got the community
CYMHS, the day program and AMYOS. Not all of those services were available, do
you say, in November?---No, the day program and AMYOS was not available.

And would you be aware that here is educational support provided in the acute unit at
the Royal Brisbane and Women’s Hospital?---That’s right.

And that the day program also has education services associated with it?---That’s
right.

And I wouldn’t — you may not know of the actual details of that because that’s not
your specialty, but you’re just aware that there are education services provided with
that?---Yes.

Now, perhaps if I can — we can just go back to your statement, which is, if I can call
it up on the screen, MNH.900.003.012 — page 012. And, in fact, if we can just scroll
down a little bit more, and if we can just go to — I’'m actually looking at paragraph
80, which I’ve got the — and I apologise, Commissioner. I’ve got the number — okay.
If we keep on going to paragraph 80, that’s where we refer to AMYOS. Okay. And
this is where you discuss AMYOS here and assess AMYOS. And you talk about
what is a — when it is a good alternative, and we see that in 80(a), and 80(b) you say
that it is not a good alternative. And I think that the important words there are
“particularly in isolation”?---That’s right.

Okay. Now, I’ve just taken some time to step you through a suite of services.
Would you accept that that suite of services provides flexibility to deal with the
situations that you set out in paragraph 80? And take your time if you need to?---No,
I don’t think it does. You’ve still got the issue where young people have a family
that aren’t able to support them and support their needs and such, and I don’t think
the suite of services which you’ve outlined would meet the needs of those young
people.

Okay. I referred you to the resis, and I think that you fairly said that you’ve got no
experience with the resis?---Correct, yes.

So you’re not aware whether the resis would be able to pick up that gap that you
see?---Yeah. Look, that’s a fair point, sorry. I omitted the resis in my mind. I think
resis were there, but they possibly couldn’t meet that group.

In conjunction, though, as I said, with the other services available?---The other
services, yes.
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Yes. So - --?---Yes, I'm happy to recant on that and say, yep, the resis are there. I
accept that.

Okay. And then if we can just go down to (c), and — 80 — paragraph 80(c): subacute
beds. That’s what you’re referring to. The patients that you’re referring to in 80(c)
require subacute beds. Is that the case? Or can they also be dealt with — I’'m just
trying to understand where you see it. Can they also be dealt with in the suite of
services with the flexibility that’s offered?---1 think the — there still remains a small
proportion of persons who have persistent eating disorders or persistent psychotic
disorders or persistent mood disorders that can’t be supported in day programs, and
the other options which you’ve discussed and such. The difficulty of subacute beds —
I was at the Lady Cilento Hospital a couple of weeks ago, looking at the unit there,
and it’s certainly not somewhere where I would want a young person housed for any
length of time. It’s up on a high level. The outdoor areas are small courtyards.
There’s no cover from the sun. There’s a gym with an exercise bike sitting in the
corner that looks like it hasn’t been used since it’s been placed there. I think that it
would be an unhealthy environment for any young person to be there for any length
of time.

Okay. But — but is it the case that where treatment is going is you’re wanting for this
— the continuum of services to ensure that they’re there for the least amount of time
as possible and to get them back - - -?---That’s right.

- - - into the community?---Yep.

Okay. Thank you, Doctor. They’re the only questions that I have for you.

COMMISSIONER WILSON: When you’re ready, Ms McMillan.

MS McMILLAN: Yes, thank you, Commissioner.

EXAMINATION BY MS McMILLAN [10.13 am]

MS McMILLAN: Dr Scott, can I just take up a couple of things with you initially.
Talking about eating disorders, I understand — is this correct — that the model largely
used for treating them is called the Maudsley model of care?---In the community,
that’s correct, yes.

Yes. And generally, as [ understand it, the aim of that is to treat them in the
community and only hospitalise if, for instance, they may medically — that is, their
weight drops to such a stage that they need to have feeding attended to and/or some
psychiatric care at that time as an inpatient?---That’s correct.

Right. And that might be either acute or subacute - - -?---That’s right.
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- - - depending on how they’re faring. Right. Thank you. Now, can I ask you when
you refer to resis, is what you mean the residential care facilities that are provided
pursuant to the Child Protection Act?---That was — when I’m thinking of resis - - -

That’s what you mean?--- - - - that’s my experience of them, yes.

And you understand that’s for young people pursuant to child protection orders who
can’t or don’t want to live at their residence?---That’s right.

Their family residence. Right. So we’re talking about two different things. Right.
Okay. Thank you. Now, the statement you’ve put before the Commission, that was
taken by my learned friend Mr Freeburn and another person; correct?---That’s
correct.

And I take it, because there are questions annexed to it, that you raised matters that
you thought were relevant in relation to this Inquiry?---1 think — well, I was asked
questions about the — about various aspects and given the opportunity to expand upon
my answers.

Right. Thank you. Now, can I go, please, to page 2 of your statement which is
MNH9000030002. Right. Now, can I just scroll down — have you scroll down,
please, to paragraph 9:

Sometime between 2002/2009 I attended the Park centre.
So do you remember which years you attended?---No, [ don’t.
And how many occasions?---On one occasion.
One occasion. Right. Thank you. Now, is it fair to say — sorry, I’ll withdraw that
question. Now, going to page 8 of that statement which is paragraph 39 I want you
to go to — sorry, I should backtrack. Could we go to page 6, firstly. Right. Now,
you had input, didn’t you into what might be called the Redlands project, if I can put

it that way?---1 — [ was at least one meeting around that project.

Alright. And you were part of a group, weren’t you, that meant — you meant to
review a model of service delivery for Redlands?---That’s correct.

And that included people such as Judy Krause was the chair. Correct?---That’s
correct.

Dr Sadler was involved?---That’s correct.

Dr Penny Brassey who was a clinical director of CYMHS Townsville?---That’s
correct.

Fiona Cameron who was the statewide principal project officer of CYMHS?---Yes.
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Do you know Erica Lee, a manager of CYMHS at the Mater?---Yes.
Dr, now Professor, McDermott?---Yes.
Yourself and Dr Michael Daubney?---That’s correct.

Correct. So you worked on, as I’ve said, a model of service delivery for
Redlands?---Yes.

And is it the case — and if you need to I can take you to the document — that you,
particularly, articulated that the best treatment gains were often in the first six
months of treatment and you suggested it would be useful to look at the Rivendell
model in New South Wales?---1 — I’ve had a look at this document just this morning
and I see that’s there. And that would be consistent with my view - - -

Right?--- - - - still, that what you get from hospitalisation — most of it you get early
on.

Alright. And were you aware — and I can show you a document if you wish — that Dr
Sadler indicated that he was critical of the six month treatment timeframe. Do you
remember that?---Not specifically.

But that was consistent with what you understood of his views?---It — it may have
been. Again, I can’t specifically recall one way or another.

And there’s no evidence for that period of care but did you understand that as a
group, generally, there was a view held that there was equally no evidence for a one
to three year admission?---That’s right.

Right. And so you were part of that group?---Yes.

Right. Thank you. Right. Now, I’ll go to page 8, thanks. Now, paragraphs 39 to
41, you say at 41 you’re not persuaded that the condition of the building or the co-
location were decisive reasons — and I’ll come to the reasons in a minute — but from
what you say you had only been there once between 2002 and 2009.
Correct?---That’s right.

Thank you. Now, you say that based on discussions and your involvement with the
ECRG, your understanding [indistinct] reasons were the buildings and the co-
location. Correct?---That’s right.

Right. Can I take you, please, to the terms of reference for the ECRG — JASS at page
94 of your statement. And if you just scroll down to Scope and Functions. So there
you will see, don’t you, that the group was to consider and articulate a contemporary
model of care — evidence-based, sustainable in line with the Queensland mental
health policy. Correct?---Yes.
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And will take into account the clinical services capability and will replace the Barrett
Adolescent Centre. So clearly, what was articulated there, I suggest to you, were
reasons other than just the physical state of the building and it being co-located.
Correct?---That’s right.

Right. Now, you’ve annexed a number of the minutes of the ECRG, haven’t
you?---That’s right.

And whilst it has draft stamped upon it you accept, don’t you that each meeting in
turn the minutes of the prior meeting were accepted. Correct?---Were confirmed.
Yes.

So you don’t dispute the contents of the minutes as set out there?---No.

Right. Thank you. Now, is it fair to say you’re fairly critical of Dr Geppert in your
statement, aren’t you?---1 — no, I’'m not sure I’d say I was critical of her. I — 1 would
say that Dr Geppert was tasked with proposing a model to us which had been
developed by the planning committee - - -

So sorry, this is the planning group - - -?---Planning group, sorry.
- - - at West Moreton?---Yeah.
Right?---Yeah, planning group.

So you say that, what, she was effectively given riding instructions, if we can put it
colloquially, by the planning group?---I felt that she was leading the Expert Clinical
Reference Group in a certain way and I think that that was not our role to be led. 1
think our role was to give feedback.

And can we then take you to, please, to page 58 and then into 59, please, of this
statement. So that’s the minutes of the first meeting. You’re an apology there but I
see that obviously you received the minutes, didn’t you, after meeting?---That’s
right.

And you will see under 1.1 on page 59, please, that the chair — and that’s Dr Geppert,
correct — noted cancellation of Redlands, noted the condition of the current facility,
noted the Queensland Plan for Mental Health, that young people are to be treated
close to their homes, etcetera, in the least restrictive environment and you can read
on for yourself and that’s consistent with your understanding of the Queensland
Mental Health Plan?---That’s correct.

Which, of course, would be a guiding principle, wouldn’t it?---It is.

If you’re looking at any new model of service delivery - - -?---That’s correct.

XN: MS McMILLAN 8-16 WIT: SCOTTIJG



10

15

20

25

30

35

40

45

20160217/D8/BMC/17/Wilson, Commissioner

- - - in this space. Where to from here — you can read that for yourself — task of the
ECRG is to recommend a statewide model of care. Governance is provided by the
planning group and will be responsible for responding to consumers and their
families. But if we go over the page on 4.1 — so that’s page 60 — so you’ll see that
there was highest priority current consumers of the BAC but you will also see about
most of the way down of those first dot points that the endorsed terms of reference
for the group and provided the following feedback — does not clearly articulate the
complexity and severity, etcetera. So it was clear there that there was questioning at
that point — the first meeting, wasn’t there — about the terms of the reference and it
not being clearly articulated to obviously accommodate the complexity and severity
and other issues. So there was obviously discussion from day 1 about those terms of
reference clearly articulating those goals. Correct?---That’s correct.

And you’d accept that in other meetings there’s further refinement of the terms of
reference, isn’t there?---That’s right.

And you’d be clearly aware that Dr Sadler obviously was a very strong advocate for
the Barrett Centre?---Yes.

And Mr Rodgers, the education person, was also what might be termed a strong
advocate for the Barrett Centre?---That’s right.

So clearly it was a group with at least two who were very clearly of the view that the
Barrett should continue?---That’s right.

Thank you. And it’s the case, isn’t it — so we’ll take in 9 January, 65, feedback on

the 2.1 — 65. So feedback on ECRG, terms of reference to be considered by the
planning group. Do you see that?---That’s right.

And that was at a meeting you were present at; correct?---That’s right.

Right. And, of course, as it went on there were consumer advocates appointed,
weren’t there, to the ECRG as well?---That’s correct.

And I won’t name them, but you’re aware they were there, and they gave feedback as
well throughout the process?---That’s right.

Thank you. And there was, it’s 