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In the matter of the Commissions of Inquiry Act 1950

Commissions of Inquiry Order (No.4) 2015

Barrett Adolescent Centre Commission of Inquiry

AFFIDAVIT

Associate Professor Stephen Stathis C/- Crown Law, 50 Ann Street Brisbane, Medical

Director, Child and Youth Mental Health Services solemnly and sincerely affirms and declares:

1. I have been issued with a requirement to produce a supplementary written statement by
the Barrett Adolescent Centre Commission of Inquiry dated 22 December 2015. Exhibit

A to this affidavit is a copy of this document.

2.
3.
4.
5.

Page 1
Deponent A J.P., C.Dec., Solicitor
AFFIDAVIT Crown Solicitor

11" Floor, State Law Building

On behalf of the State of Queensland 50 Ann Street

BRISBANE QLD 4000

Email:



EXHIBIT 123 DSS.001.002.002

Explain:

(a) Your clinical opinion of the desirability of an extended treatment and
rehabilitation centre for adolescents with similar diagnostic profiles as the

Barrett Adolescent Centre (BAC) cohort.

6.  With reference to the diagnostic profiles of the Barrett Adolescent Centre (BAC) cohort,
at the time of the announcement of its closure in August 2013, young people admitted
to the BAC inpatient unit came from the following areas: from Central Queensland,
from North Queensland; from Sunshine Coast; from Metro North; from Metro
South. The top three primary diagnoses amongst this group were Social Phobia, Post-

Traumatic Stress Disorder and Mixed Anxiety Disorder.

7. in my opinion, there is limited compelling evidence to support subacute in-patient
extended treatment and rehabilitation for young people suffering mental health
problems. There is, however, evidence to support extended treatment and rehabilitation
for young people with mental health disorders in the community. The evidence to which
| refer is contained in the discussion paper developed by Sophie Morson of Children’s

Health Queensland, currently in draft, which is expected to be published in January

2016. The final document will be provided to the Commission when it is available.

(b) Any concerns held by you in relation to the clinical governance at the

BAC, providing details of the specific incidents giving rise to your concerns.

8. My concerns regarding clinical governance of the BAC are based upon past reviews |
have been provided with. | do not recall how | came to receive this information. Exhibit

B to this affidavit are copies of the reviews | have received.
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10.

11.

12.

| was concerned the average length of stay was 17 months (with some young people
having up to 3 year stays) and | believe there was also a waiting list of approximately 18
months. | was also uncertain what management plans BAC had in place for patients and
families on the waitlist who had been accepted by the BAC, but who may have

disengaged from local mental health services.
I do not, however, have any specific incidents to reference as | did not work at the BAC.

(c) Any concerns held by you in relation to the currency of model of care at the

BAC, providing details of evidence-based research supporting your concerns.

| have not seen any documents that articulate the Model of Care implemented by the
BAC. A formal Model of Care should be underpinned by policies and procedures which

are reflected by contemporary practice and demonstrate robust government structures.

Evidence supporting my concerns came from Barrett Review reports | have read
contained in Exhibit B to this affidavit. This has been reiterated in the discussion paper
developed by Sophie Morson. The discussion paper is due to be finalised by end of
January 2016, and will be provide to the Commission upon completion. A relevant

extract of this discussion paper is produced below:

“In 2003, an external review of BAC service delivery identified concerns regarding
admission criteria, risk assessment and management, BAC management
practices and the Centre’s response to critical incidents (McDermott, 2003; cited
in Walter, Baker & George, 2009). However, the resulting recommendations
(including developing a model of care) do not seem to have been acted upon by
the time of a second external review (Walter, Baker & George, 2009). It highlighted
significant issues regarding governance structures, clinical leadership; sufficient

handover between shifts; performance reviews of staff; limited clinical scope,

7
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professional development, leadership options or CYMHS experience amongst
nurses; negligible evaluation of BAC treatments (including consistent completion
of outcome measures or promotion of quality activities), no clear processes for
managing complaints; and the young person's timely and seamless entry into and
exit from the Centre. In particular, the reviewers noted an increasing average
length of stay (including young people remaining past the age of 18 years),
although the governance process through which this occurred was unclear. The
reviewers made a number of recommendations regarding the patient journey,
including that discharge planning should be held throughout the admission, and
exploration for access to step-up/step-down facilities to assist the transition of

young peép/e back into the community.

Walter, Baker and George (2009) suggested that milieu therapy and adventure
therapy, cited by staff as the main therapedutic interventions used, were not
sufficient and, instead, strongly recommended developing a model of care using
evidence-based interventions such as Dialectical Behaviour Therapy or the
Maudsley model for eating disorders. They also recommended that individual
treatment plans be developed using evidence-based treatments to meet the
individual needs of young people, and that staff be trained and supervised in their
delivery. Finally, the 2009 review noted that significant use of continuous
observations (for monitoring the safety of young people) used up considerable
staff time that could have been better devoted to delivering therapeutic

interventions. They also raised ongoing concerns regarding the number of critical

incidents (including “near misses”) in the unit.”

The Commission Understands that a user group established and chaired by Professor

David Crompton developed a model of care, or at least a draft model of care, for a
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proposed Adolescent Extended Treatment and Rehabilitation Centre at Redlands.

Explain:

13.

14.

15.

16.

17.

a) Your knowledge of that model of care or any subsequent drafts of that model

of care.

The document attached to my requirement is entitled Draft Model of Service and is
undated. | was not aware of that undated Draft Model of Service, but | was aware of the

final version. | do not have a copy of the final version in my possession.

b)  Whether you had any involvement in the development of that draft model of

care and, if so, what involvement you had.
I had no involvement in the development of this Draft Model of Service.

c) Whether you had any involvement in the development of that draft model of

care and, if so, what involvement you had.

I was not involved in the Draft Model of Service, developed in association with Professor
David Crompton. | would state that the draft Model of Service may have been
appropriate for its time (i.e. 5 — 6 years ago). In 2009 — 2010 there were fewer adolescent

inpatient units in Queensland.

Some elements of the draft Model of Service are reflected in the current Model of Care
for Statewide subacute beds, developed by Children’s Health Queensland Hospital and

Health Service.
These included elements are as follows:

e The inclusion of an independent subacute beds intake panel. The Professor

Crompton draft Model of Service recommended this panel to review patients
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every six months whereas the Children’s Health Queensland (CHQ) Model of

Care recommends independent panel review of patients every three months.

¢ The inclusion of discharge planning in treatment plans from the time of

admission.

¢ The inclusion of family assessment as part of the treatment plan.

In paragraph 5 of your Statement affirmed on 30 October 2015 (your statement), you

state that you have, at various times during your career, referred patients to the BAC.

Provide details as to:

18.

a) The number and types of patients you referred to the BAC (and when).

| cannot clearly recall how many patients | referred to the BAC. | believe that | may have
made approximately 2 or 3 referrals over 10 years, ai} from the Brisbane Youth
Centre (BYDC) and therefore within the Youth Justice system. However, | am unable to
recall names or individual circumstances of these referrals. | expect that the referrals
reflected the limited availability of appropriate community services at the time of making
them. The patients referred may have been under the care of the Department of
Community Services/Child Safety. | am unsure whether any of these patients were
actually accepted to the BAC. These patients would have experienced severe and
complex mental health problems. Commonly the young people captured in the youth
justice system experience limited access to appropriate accommodation, are itinerant,
have disengaged from local community mental health services, and have comorbid

substance abuse problems.

b)  The reasons you determined that it was appropriate to refer each of those

patients to the BAC (as opposed to some other service).
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19.

20.

21.

22.

¢) The service(s) to which you now refer those patients whom you would

previously have referred to the BAC (alternative service).

Currently, apart from the lack of forensic beds for adolescent patients, there is a range
of other services available to refer adolescent forensic patients to, including those
services available from the Department of Child Safety. Referral to other adolescent
mental health services such as adolescent inpatient units, Day Programs, Resi Services
and AMYOS may be an option. As | recall there were very few patients who [ referred to

BAC.

d) The adequacy or otherwise of the alternative service, as compared to the

services provided by the BAC.

Should | be required to refer an adolescent forensic patient to a service, it is my opinion
that the suite of services currently available is adequate apart from those young people

who require a dedicated mental health forensic facility, including secure beds. These

A
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have never been available, and continue to be unavailable in Queensland. The BAC did
not provide secure forensic services for young people with severe or complex mental

health problems.

23. Based on the diagnostic profiles of past BAC patients | have been informed of, it is my
clinical opinion that patients with similar diagnostic profiles are being treated by other
mental health services including AMYQOS, Day Programs, Community CYMHS, Youth

Resis and acute inpatient units.

In paragraph 44 of your statement, you mention that as Medical Director, you were
informed of the movements/status of a former BAC patient who was transferred to the
North-West Child and Youth Mental Health Service. Identify this patient, and explain if
you had any involvement in the care of this patient (for example, did you direct any of

her movements?).

24,

In paragraph 45(a) of your statement, you mention the Y-PARC model in Victoria. The
Commission understands that the Y-PARC model informed the proposal for the Step
Up, Step Down Unit (SUSDU). State whether this is correct, and if so, explain, to the

best of your knowledge and understanding:

a) The elements of the Y-PARC model which have been adopted in the proposal

for the SUSDU.

25. The SUSDU model is similar to the Y-PARC model but has been adapted to suit the

needs of Queensland adolescent mental health services. Exhibit D to this affidavit is
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the most recent draft of the Step Up Step Down Unit Model of Service. That draft model

of service is yet to be endorsed.

26. The SUSDU broadly adopted the Y-PARC design plan, noting an external location from
a hospital campus, and collaborative operational management in partnership with an
NGO. Exhibit E to this affidavit is a copy of the Site Visit Report, prepared by Judi

Krause and |, detailing how the Y-PARC model informed the SUSDU model.

b) The elements of the Y-PARC model which have been modified in the

proposal for the SUSDU.

27. The differences between the Victorian Y-PARC model and the Queensland Step Up

Step Down Unit model include:

e Timeframe — one month in Victoria; up to three months in a Queensland Step

Up Step Down Unit.

e Geographic cover — In Victoria, the Y-PARC is encapsulated in a health service
District. In Queensland, a Step Up Step Down Unit will transcend Hospital and

Health Service boundaries.

¢ Schooling and Voc Ed. —in Victoria, Y-PARC patients are older and few attend
schools. In the Queensland model, engagement with school or vocational

education is actively encouraged or supported.

¢ Clinical governance — in Victoria, the consultant psychiatrist/s in Y-PARC also
manage the local acute inpatient unit. This may not happen in Queensland as
the Step Up Step Down Unit is not integrated into a single local Hospital and

Health Service.
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28.

c) What other models of care have influenced the proposal for the SUSDU.

The SUSDU model of service references the National Mental Health Service Planning
Framework (NMHSPF) service category. | do not have a copy of this document as it is
still in draft form. Exhibit F to this affidavit is an extract of that document. | am not aware
of any other SUSDU models of service, and therefore adopted an adaptation of the Y-

PARC model from Victoria, which is also referenced in the draft NMHSPF.

In paragraph 45(b) of your statement, you mention the Walker Unit and the Rivendell -

Concorde Hospital. Explain, to the best of your knowledge and understanding:

29.

30.

a) Whether and how the model of care at the Walker Unit informed or has been

incorporated in the AHMETI business case and if not, why not?

| attended the Walker Unit on 23 October 2013. Also in attendance were Ingrid Adamson
and Judy Krause. The purpose of our visit was to view the Model of Service and
operational management provided by the Walker Unit to inform the development of new
services for Queensland. | asked for a copy of the Model of Service, however, | was

advised that there was no articulated Model of Service for the Walker Unit.

The Walker Unit was built at a time when there were limited regional inpatient units in
NSW. | believe it was built to consolidate expertise of child psychiatrists and to achieve
economies of scale in treatment of challenging adolescent mental health patients. It
appeared to me that at the time of opening the Walker Unit, NSW Health identified a
need for subacute beds for children/young people with severe mental ilinesses, though
there is now an increased number of regional centres available and patients are usually

first admitted to the regional inpatient units.
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31.

32.

33.

Our learnings from the visit to Walker informed the drafting of the subacute bed model
of service, acknowledging the need for extended treatment for young people with severe

psychosis.

b)  Whether and how the model of care at the Rivendell informed or has been

incorporated in the AHMETI business case and if not, why not?

Ingrid Adamson, Judi Krause and | visited the Rivendell Unit on 23 October 2013.
Rivendell caters for a specific type of adolescent patient, being school refusal, anxiety
or patients on the autistic spectrum. The Rivendell Unit provided a weekday program
where patients returned home on the weekends. We considered this aligned closely with
what is currently offered in Queensland’'s Day Programs, without the residential
component. Information from our site visit confirmed that Rivendell accommodated
young people, though not in a therapeutic sense. Rather, it provided week day
residential accommodation for young people who otherwise would have had to travel
long distances to attend the day program but could return to live with their family over
the week end. It was not suitable for families living in regional areas of NSW who could
not find or afford accommodation in Sydney on weekends. Exhibit G to this affidavit is

a copy of the NSW Site Visit Report.

We did not consider that a week day only residential component to the existing Day
Program model was an affordable option for families trying to access the services in
such a decentralised state as Queensland. Rather, we included the establishment of a
greater number of Day Programs across the state as our preferred option. Local Resi
services could also be used for older adolescents who would benefit from a Day

Program.
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In paragraph 47 of your statement and Exhibit T to your statement, you refer to a

meeting you attended with the Director-General, lan Maynard, on 26 November 2013.

Explain, to the best of your knowledge and understanding, how the views expressed

by parents of former BAC patients in this meeting were considered and by whom, and

how they were acted upon.

34.

35.

36.

37.

| refer to paragraph 47 of my previous Affidavit dated 5 November 2015. The date of the
meeting | attended with Director-General lan Maynard occurred on 26 November 2014,
not as | previously stated 27 November 2013 or as this question now states as 26

November 2013.

| was requested to attend the meeting with parents by lan Maynard in my capacity of
Clinical Director for CYMHS, CHQ HHS with the view to assisting the Director-General
with questions regarding AMHETI, as they arose. | did not take notes during this meeting
and base my recollections on the notes provided to me, provided at Exhibit T of my

previous affidavit.
| did not personally capture or act upon the views expressed by parents at this meeting.

Following the meeting, | received an email from Scott Davies on 4 December 2014. |
was requested to prepare a letter back to the families covering 4 specific points. |
believed that the content of these points | was being asked to comment on was above
my level of authority/responsibility and was better directed to Dr Bill Kingswell. | provided
an email response to Scott Davies and copied Dr Bill Kingswell in to that response,
asking Dr Kingswell to comment further. Exhibit H to this affidavit is a copy of the email

chain of my correspondence with Scott Davies.
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38. | recall Dr Bill Kingswell rang me and advised that he would draft a letter to send to the
Director-General, which resulted in a letter to families of former BAC patients. Attached

and marked Exhibit | is a copy of a letter sent to the families of former BAC patients.

In paragraph 48 of your statement, you state that ‘[t]he terms “Tier 1”7, “Tier 2a”, “Tier
2b”, and “Tier 3” used by the Expert Clinical Reference Group are not recognised
definitions for adolescent mental health services in Australia.” Explain to the best of

your knowledge and understanding:
a)  The genesis of the Tier System.

39. | am unsure of the genesis of the tier system. | believe the terminology came from, and

was adopted, by the Expert Clinical Reference Group.

b) The equivalent terms under Queensland’s Clinical Services Capability

Framework and Australia’s draft National Mental Health Framework.
40. | am not aware of any equivalent terms to the ‘tiers’ or how they were derived.
¢) How each of the AHMETI services fit into the above categories.

41. The AHMETI services were retrofitted to the Expert Clinical Reference Groub tiered

categories for purposes of communicating alignment, as follows:

e Tier 1 — Public Community Child and Youth Mental Health Services (existing) —
correlates with existing CYMHS community services (outside the scope of the
AMHETI).

e Tier 2a — Adolescent Day Program Services (existing and new) — correlates with

AMHET/’s Assertive Mobile Youth Outreach Service (AMYOS) and Day Programs.
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42.

43.

Tier 2b — Adolescent Community Residential Service/s (new) — correlates with
AMHET/'s Youth Residential Rehabilitation Units.
Tier 3 — State-wide Adolescent Inpatient Extended Treatment and Rehabilitation —

correlates with AMHET!’s sub-acute beds.

We did refer to subacute beds being the equivalent of Tier 3 services, as contained in
the ECRG recommendations, because there was a lot of energy around the terminology
‘Tier 3’ in the community and in the Department of Health and it was thought that
consistency of terms was a useful communication strategy. This was done to emphasise

that Tier 3 equivalent services were being incorporated into the new model of care.

The AHMETI Model of Care was drafted to comply with the draft National Mental Health

Services Planning Framework.

In paragraph 58 of your statement, you state that the State-wide subacute beds are ‘the

“Tier 3” beds that the Expert Clinical Reference Group recommended. This involves

extended treatment inpatient beds, with access to on-site schooling”.

44,

a) Provide your clinical opinion in relation to:

i. The necessity of a subacute bed-based service in the continuum of

adolescent mental health services in Queensliand.

To date, there has been low demand for adolescent subacute beds. There have only
been 6 referrals in the past two years, of which only two patients have used the service.
Two referrals were subsequently assessed as being better managed in an AMYOS team
or Day Program, one referral declined the service, and the final referral is yet to be

assessed.
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45.

46.

47.

48.

49.

Although this service forms part of the continuum of care, it is my opinion that there may
be limited need for adolescent subacute beds if the whole of the continuum is endorsed
and funded. | am not aware of any compelling evidence that supports adolescent

subacute beds.

ii. Any difficulties with treating subacute patients in an acute inpatient

ward, and how those risks have been mitigated in this model of care

A one size fits all approach is not suitable for treating adolescents with complex mental
health issues. There are differing treatment needs depending on the stage the patient is
at with their treatment and/or the mix of acutely unwell patients within the unit at the time

of the subacute admission.

Patient treatment is assessed on a case by case basis depending on the diagnosis,
treatment need and the individual presenting circumstances. Because there have been
so few subacute inpatient admissions to date, any actual difficulties with treatment in the
acute setting or how identified risks have been mitigated are unable to be provided at

this time.

In general, consideration would be given to where the young person is from, whether or
not a family assessment can be conducted, what kind of daily activities the young person
needs and whether or not youth workers would be utilised to take the patient out or to
their families on the weekends. There is onsite schooling facilities based at the Lady
Cilento Hospital. Treatment is tailored to the needs of the patient regardless of their

acute/subacute status.

Difficulties include differing milieu, differing clinical needs and treatment needs (i.e. short
stay and long stay patients), differing skills base (community clinicians may have more

family based treatment, clinicians may treat social skills, more family therapy treatment
Z

/s
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50.

51.

available, etc.) and differing funding base. | am confident that we have access to skilled
clinicians from all disciplines who have the ability to provide treatment in a subacute

inpatient facility should the need arise in the future.
b)  To the best of your knowledge and understanding, explain:

i. The reasoning behind delivering the “Tier 3” services recommended

by the ECRG in this way;

There was limited evidence to support a “Tier 3” type of service, however, CHQ believed
a small number of patients might require access to a subacute inpatient facility.
Consequently, a small subacute bed service was included in the AMHETI continuum of
care. Due to limited funds, the decision was taken to establish these beds as part of the
Mater Children’s Hospital, and subsequently the Lady Cilento Children’s Hospital
Adoiescent Mental Health Unit. This also provided CHQ with an opportunity to test

demand and seek further new funding should a larger or ongoing service be required.

ii. Any elements of the BAC model of care which have been adopted and
any elements of BAC model of care which have been modified in the
model of care for the subacute bed-based service and identify any

other models of care that have influenced this model of care;

I am unclear whether the BAC had its own Model of Service or if the Draft Model of
Service developed in association with Professor David Crompton was ever
implemented. As abovementioned, some of the elements from the Draft Model of
Service were incorporated into the new Model of Care as identified in paragraph 16 and

17 above.

Page 16

Deponent A JP. C.Dec., Solicitor ’



EXHIBIT 123 DSS.001.002.017

iii. The difference between the treatment provided to patients occupying

these subacute beds, compared to patients occupying the acute beds.

52. This is assessed on a case by case basis. In general, patients in an acute bed require
immediate crisis management, including safety and containment, review of medication,
and diagnostic clarification; whereas a subacute patient will receive a more
comprehensive assessment, including family assessment, with tailored therapeutic
treatment and a recovery-focused intervention plan. This may or may not require an

extended stay.
¢)  Provide further details regarding:

i. The treatment (including any participation in day programs and/or
therapy) actually provided to the patients who have used subacute

beds so far;

53. | am unable to provide any information regarding the treatment of the two young people

who used the subacute beds, as they were not under my direct clinical care. .

ii. Any other patients who have been referred to, or considered for,
admission to these subacute beds and the outcome of any referrals or

considerations.

54. There were two referrals in 2014 but these did not proceed to an admission as these
patients were better cared for in AMYOS and the Day Program. There have been two
more recent referrals, both from the Royal Brisbane and Women'’s Hospital. One referral
did not eventuate as the family did not want to pursue the admission. The second referral
was received just before Christmas and the panel is meeting in January 2016 to consider

this referral.
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55. Anindependent triage panel, chaired by Michael Daubney, Medical Director of Specialist
Programs, as well as 3 senior psychiatrists — Donna Dowling (Northern Cluster), David
Ward (Central Cluster), and Shannon March (Southern Cluster) assess the referrals. All
panel members are Medical Directors of inpatient units. Janelle Bowra is a Nursing
Director at Lady Cilento Children’s Hospital. Janelle acts as a mediator between the

triage panel and the inpatient units.

56. Exhibit J to this affidavit is the Statewide Subacute Bed Referral Panel Protocol and

letters of invitation to some of the members of the panel.

In Exhibit | to your statement, the project plan for the State-Wide Adolescent Extended
Treatment and Rehabilitation Implementation Strategy (SWAETRIS) states that one of
its objectives was to ensure “continuity of care for adolescents currently admitted to
BAC, and on the wait list, through a supported discharge/transition process to the most
appropriate care option/s that suit individual consumer needs, and that are located in
(or as near to) their local community”. However, one of the ‘constraints’ identified by
this project plan was that “[a]lternative service options for BAC consumer must be
available by early 2014”. Explain, to the best of your knowledge and understanding,
how the Adolescent Mental Health Extended Treatment Initiative (AHMETI) achieved
this objective within the identified constraint, and provide details of the activities you
undertook as part of the SWAETRIS/AHMET| Steering Committee to ensure the

achievement of this objective within the identified constraint.

57. The responsibility for the AMHETI objectives was devolved to three Working Groups. It
is well documented that Working Group 2 (the Clinical Care Transition Panels) would
manage the transition process and continuity of care for BAC patients, and this was the
responsibility of West Moreton Hospital and Health Service (WMHHS). Following

consideration of each patient, on a case by case basis, it is my understanding WMHHS
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58.

identified the most appropriate service for the patient to ensure continuity of care. The
Steering Committee were kept informed of this process by having the standing addenda

item listed under ‘clinical care transition panel update’.

Many of the BAC patients were approaching or over 18 years of age on transition. It is
my understanding, therefore, that adult mental health services were considered by

WMHSS as being more appropriate in these cases.

59.Another AMHET! objective was to develop service options within a Statewide mental

60.

health model of service for adolescent extended treatment and rehabilitation, within a
defined timeline. The timeframe of ‘early 2014’ was announced by the then Minister for
Health on 6 August 2013 and was therefore acknowledged as a constraint in the Project
Plan. The Project Team (Judi Krause, Ingrid Adamson and myself) and Steering
Committee met frequently fo progress service development in order to expedite service
establishment within these timeframes. The CHQ Executive and CHQ Board were very

supportive and responsive to support service establishment activity.

Consideration was given to locating appropriate care options in, or as near to, the
patients local community in accordance with the National Mental Health Plan and were

considered to be best practice.

In Exhibit J to your statement:

a) Explain, to the best of your knowledge and understanding, what happened
with these ‘transition services’ and how Children’s Health Queensland
Hospital and Health Service (CHQHHS) worked with West Moreton Hospital
and Health Service (WMHHS) to ensure continuity of service delivery during

this time,
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61. Inmy previous affidavit, the document marked as Exhibit J is not the WMHHS Transition
Services Options Plan. Exhibit K to this affidavit is a copy of the Transitional Services

Options Overview.

62. The Transition Services Plan was a draft of services proposed by WMHHS. My

understanding is that it was a very time limited plan that did not evolve or develop.

63. Continuity of service delivery was the responsibility of WMHHS. Children’s Health
Queensland (CHQ) only provided financial support for wrap around services, as
requested by WMHHS and/or other Hospital and Health Services (HHSs) to provide

continuity of care to BAC patients.

b)  The Commission understands that the Cairns Step Up, Step Down Unit has
not yet been built. State whether this is correct, and if so, to the best of your

knowiedge and understanding, expiain why.

64. The Cairns Step Up/Step Down Unit has not yet been built. | am unclear why
construction has not commenced and this question is best directed to the Cairns and

Hinterland HHS or the Mental Health Alcohol and other Drugs Branch.
¢) Explain, to the best of your knowledge and understanding:
i. How the elements in the Business Case were initially prioritised;

65. My understanding of service prioritisation is as documented in the AMHET! Business

Case (Section 5.2). Exhibit L to this affidavit is a copy of the AHMETI Business Case.

ii. How and who from the Department of Health Policy and Planning Unit
communicated this to CHQHHS, and who from CHQHHS received this

communication;
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66.

67.

68.

69.

| cannot recall.

iil. How the Business Case was revised in response to the Department of

Health notifying CHQ that there would be no new funding until 2015/16;

Ingrid Adamson held responsibility for the revision of the Business Case. | cannot recall

the specific details of this revision.
iv. How any gaps in the service were addressed;

Existing services managed the needs of young people despite gaps in the planned
service. Gaps are unable to be addressed without the availability of structured funding,
however, we continue to liaise with government and request funds to stand up all

planned further services.

V. When each service option inciuded in the AHMETI Business Case was
in fact established/is now projected to commence and explain any

delays.

Below is the list of services, their projected commencement and actual operation date.
Many of the delays in establishing AMYOS teams were the result of protracted
recruitment processes in other HHSs. The delay in opening the Day Program occurred

as a result of difficulties in finding a suitable site.

Service Location

Projected

Commencement Operation Date

AMYOS teams North Brisbane From July 2014 July 2014

South Brisbane From July 2014 July 2014

Redcliffe/Caboolture | From July 2014 July 2014
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Toowoomba From July 2014 December 2014
Townsville From July 2014 December 2014
Logan From July 2014 May 2015
Gold Coast From July 2014 November 2015
Adolescent Day
Program North Brisbane From July 2014 January 2015
Youth Resi Unit Greenslopes From February 2014 February 2014
Sub-Acute Beds Mater/LCCH From February 2014 February 2014

d) The minutes of the Steering Committee meeting held on 1 September 2014

(chaired by you):

70. The decisio

the TOHI in

Refer to you visiting the “Time Out House Initiative (TOHI) in Cairns”
run in collaboration with Aftercare and you having a separate meeting
with Aftercare to discuss, amongst other things, modifying the TOH!
“into a Resi”. Explain the impetus for converting the TOHI into a

Residential Rehabilitation Unit.

n to convert the TOHI was made by Dr Bill Kingswell, following our visit to

August 2014. CHQ worked with the Mental Health Branch to compare the

TOHI service with the Youth Resi model of service to determine the degree of change

required.

ii.

The minutes of the Steering Committee held on 1 September 2014 held
that you were “confident that it will be found that the transition plans
prior to the closure of the Barrett were as good as could be expected
with the resources available at that time”. Provide further details as to

the basis for the opinion you expressed at this time,

Deponent
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71.  The opinion | expressed was a personal opinion | formed at the time based on clinical
updates | had been provided by Dr Anne Brennan and Dr Leanne Geppert. This position
was subsequently validated by Beth Kotze's report into the transitional care
arrangements for BAC patients. That report found that “transitional plans, without

exception, were thorough and comprehensive”.
In Exhibit M to your statement:

a) The minutes of the Oversight Committee held on 17 October 2013 (attended

by you) state that:

i. “[llt was noted that the future service model must be developed in line
with the National Mental Health Framework; however a copy of this is
not currently available.” Explain, to the best of your knowledge and
understanding, whether the Oversight Committee meeting received a

copy of this framework, and how framework shaped the AHMETI.

72. ltis my understanding that the Oversight Committee did not receive a copy of the draft
framework although members on the Committee may have had access to it. | was given
access to a draft copy of the document, by the Mental Health, Alcohol and Other Drugs
Branch. During this review, Ingrid Adamson and | made a photocopy of the relevant
parts of the framework for the planning of AHMETI. | understand that these photocopies

have been provided to the Commission.

73. The NMHSPF service categories formed the basis for the service models we developed.

These too have been provided to the Commission.
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74.

75.

ii. “It was agreed that Logan is not a suitable solution for the interim
needs for BAC consumers.” Explain, to the best of your knowledge and

understanding, why this decision was made.

| recall that Logan was decommissioning a ward following the commissioning of a new
Adult Mental Health Ward. A decision was made that the decommissioned ward was not
a suitable solution for BAC patients as it would not have been commissioned in time for
the BAC closure. | also recall that there were safety concerns relating to caring for young
people in the ward because it was located next to the adult wards, and significant work
would need to be completed to separate the adolescents from the acutely unwell adult
patients and to ensure the safety of adolescent patients. As | recall the ward would have

required significant capital works to bring the facility up to a usable standard.

b)  The minutes of the Oversight Committee meeting, held on15 November 2013
(attended by you) state that “many young people are not the same
development age and may require longer in an adolescent service. The
model may need to extend the age group to cater for young people up to the
age of 21 y.0.” The Commission understands that a number of former BAC
patients were transitioned into adult mental health services in anticipation
of their 18" birthday, or once they had reached 18 years old. Explain your

clinical opinion of the appropriateness of this approach.

For child and adolescent inpatient services in Queensland there is currently a cut-off age
of the patient’s 18" birthday. The current Queensland practice is to transition young
people into adult mental health services after they have reached 18 years of age. It is
my clinical opinion that there is a gap in services for young people over the age of 18
years of age, who do not meet the admission criteria for adult mental health services but

who did meet admission criteria under Child and Youth Mental Health' Services.

-7
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However, under the current approach, it is ‘appropriate’ to transition patients over 18

years of age into adult services.

76. The scope of the AMHETI was specifically to develop services for adolescents aged 13

to 18 years of age. It was not the scope of this initiative to develop services for young

people over the age of 18 years of age, which included many of the young people who

transitioned out from the BAC. Despite this scope constraint, CHQ considered flexibility

in upper age ranges wherever possible.

In Exhibit T to your statement:

a)

Deponent

In a document titled “thoughts from meetings with Barrett families and DG,
26.11.2014 1800-2000”, you state that “I gently questioned whether forming
such a ‘community’ within BAC was therapeutic, or whether that would
prevent reintegration back into the community. One of the parents state
this was a good example of why | ‘don’t understand’; they see the
development of such a community as critical to their child’s wellbeing.” The
Commission has received evidence from a number of parents of former BAC
patients that the very reason that their adolescents were referred to and
admitted to the BAC was because they were unable (for various reasons) to
integrate within their own communities and so that this is why the BAC was
so important to them — because it provided them with an alternative
community, which equipped them with the skills to reintegrate into their own
communities. Explain your clinical opinion in relation to the BAC
‘community’ was therapeutic or not, and explain how the new subacute

services address any therapeutic deficiencies.
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77.

78.

79.

In my clinical opinion, a key goal of treatment for these patients should include
integration back into the community of origin, or if that is not possible, a more healthy or
appropriate local community. By definition, the community within the BAC would be one
characterised by adolescents who have severe and complex mental health problems. |
was concerned how the development of such a small, isolated community within the
BAC would be therapeutic particularly over an extended period of time (for some
patients, over two years), and how it would impact on transition into the child’'s
community of origin. This was a concern of mine and that is why | gently questioned the

parents on this.

In child and adolescent psychiatry, a therapeutic process ideally includes a
comprehensive, developmentally appropriate assessment and an evidence-based goal
directed treatment plan. The therapeutic process should be frequently evaluated and
reformed if necessary, as ac patient’'s needs change over time. Broadly, the aim should
be to integrate the patient back into their community in as timely a manner as possible.
While | respect the views of BAC families, | am not aware of any compelling evidence to

support the claim that the BAC community was therapeutic and assisted patients with

integration back into their local community.

| was also conscious that the views expressed by the families present at the meeting
may not have been representative of the entire former BAC patient and family cohort,
and their perspective on whether there was a ‘therapeutic’ community and/or its

importance to their child’s recovery and transition back to their community of origin.

b) In an email from you to Scott Davies and Cathie Schnitzerling, copying in
Bill Kingswell dated 26 November 2014, you state that “the [Statewide Mental
Health, Alcohol and Other Drugs Clinical] network considered supporting a

project to examine the transitional care of young people from the adolescent
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80.

81.

to adult system.” Explain, to the best of your knowledge and understanding,
whether this project was ultimately endorsed by the Network and what

happened to this project.

| believe the correct date of the email referred to above was 4 December 2014.

The Network undertook a project on transitional care of young people into adult services.

The output from this project was a guideline that was recommended to the Network for

approval at its meeting on 19 June 2015, and was subsequently approved for publishing

by the Executive Director, MHAODB on 21 September 2015.

In Exhibit V to your statement:

82.

Deponent

a)

In response to Dr Brennan

'you staté that “[w]e are unable to
offer increased services at this time; they would need to be followed up at
their local CYMHS or other appropriate local services”. In contrast, the
AHMETI business case states that it will “[e]nsure continuity of care for
adolescents currently admitted to the BAC, and on the wait list, through a
supported discharge/transition process to the most appropriate care
option/s that suits individual consumer needs, and that are located in (or as
near to) their local community” (see Exhibit | to your statement). Explain how
the AHMETI] achieved continuity of care for these consumers given that you

are unable to offer increased services at this time.
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increased services at this time”, refers to CHQ. This was in direct relation to the fact
that these consumers were not current patients of CHQ or living in CHQ’s catchment.
The use of “increased services” reflected the uncertainty | had about what type of
services these young people might have been receiving in the private sector. That
is why | made reference to follow up by their local CYMHS or other appropriate local
services. Given that these were patients on the waitlist, and it was West Moreton HHS’
responsibility to manage the waitlist, | requested that Dr Anne Brennan, as A/Clinical
Director of BAC, offer re-assessment or broker engagement with their local CYMHS. Dr

Anne Brennan did then actively follow up these patients.

83.

84.
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85.

86.

In Exhibit X to your statement, the AMHET! business case states:

a)

In Section 1.5 (Scope), “[llinkages to Adult Mental Health Services insofar as
to ensure smooth transition from adolescent mental health services” were

within the scope of the AHMETI. Explain, to the best of your knowledge and

- understanding, what linkages the AHMETI has established or proposed to

establish and how these linkages are desigiied to improve the transition

from adolescent to adult mental health services.

87. My understanding is that the BAC did not proactively plan discharge of patients on

admission. A key feature of all new AMHETI services was the documentation discharge

planning on admission, and continual review of plans over the treatment period. Itisin

discharge planning that any linkages to adult mental health services would be identified

therefore allowing a smooth transition from the adolescent service to the adult mental

health service. This was captured in all of the Models of Service developed under

AMHETI.

b)

Deponent

In section 4 (issues):
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88.

o)
©

90.

91.

92.

93.

i. “Iw]hilst other services proposed would be able to service the same
age range, itis not a supported mental health position in Queensland.”

Explain what the AHMETI business case means by this.

As abovementioned in paragraphs 75 and 76, the current Queensland practice is to
transition young people into adult mental health services after they have reached 18

years of age.

il. “[iJt is important to note that the Queensland NGO market is relatively
immature in the specialised field of adolescent mental health services.
It is therefore acknowledged that NGOs will require time to build skills
and capabilities to deliver services.” Expand how the AHMETI

proposed or proposes to address this issue.

it was not in scope for AMHETI to raise the maturity of the Queensland NGO market in

the specialised field of adolescent mental health services.

It should be noted that there are national NGO providers with specialised expertise in
this area, which was CHQ'’s motivation for releasing a national procurement process for

the Youth Resi services.

This procurement process has demonstrated that there is a national appetite to develop

services in Queensland with a number of national NGOs applying.

For example, MIND Australia was the successful tender for two new Townsville Resi's.
MIND Australia has significant experience across Australian child, youth and adult

mental health services and is able to draw on its national resources.

To the extent that it is of a concern, the skills and capabilities to deliver services are

captured by the service level agreement, and need to be demonstrated during the tender
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process. This includes adequate staffing levels and skill mix which are contained in the

contractual agreement and form part of the NGO’s ongoing key performance indicators.

Provide your clinical opinion regarding whether there is a lack of alignment between

adolescent and adult mental health services in that patients in the 18 —- 25 age group

are not adequately dealt with by either adolescent or adult mental health services. If so:

94.

95.

96.

a) Does this lack of alignment mean that patients in that age group commonly
experience problems in their transition from adolescent to adult mental

health services?

A detailed analysis of services is required in order to determine if there is in fact a lack
of alignment, and it is difficult to provide a considered clinical opinion until such analysis

has occurred.

In regard to transition, | believe these issues are dealt with under the Queensland Health
guideline approved by the Network in June 2015 and approved by the Executive
Director, Mental Health, Alcohol and Other Drugs, in September 2015 for publication.

Exhibit O to this affidavit is a copy of the Queensland Health guideline.

b) Is there a need for mental health services directed to the 18 — 25 age group

or a similar age group and if so, explain what services are needed.

I believe that there likely is a need for specific mental health services for 18 — 25 year
olds. However, before articulating what services may be needed, my strong

recommendation would be as follows:

e a process mapping project be undertaken to:

i. map current services for that cohort of patients;
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ii. identify service needs specific to that age group;
iii. identify potential gaps in service delivery; and

iv. form an options paper for discussion between Mental Health, Alcohol
and Other Drugs Branch, Office of the Chief Psychiatrist, Mental Health

Commissioner, CYMHS and AMHS, and other interested stakeholders.

Identify and exhibit all documents in your custody or control that are referred to in your

witness statement.

97. All relevant documents have been exhibited to my affidavit.

All the facts affirmed in this affidavit are true to my knowledge and belief except as stated
otherwise.

Affirmed by Associate Professor Stephen )
Stathis on /S Amers{ 2016 )
at Lostzne inthe presence of: )

A-Justice-of-th& Peace—E-Pec., Solicitor
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in the matter of the Commissions of Inquiry Act 1850

Commissions of Inquiry Order (No.4) 2015

Barrett Adolescent Centre Commission of Inquiry

INDEX TO EXHIBITS
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C Reports in relation to Patient 66 -73
D Step Up Step Down Draft Model of Service 74 - 122
E Victoria Site Visit Report 123 - 128
F Extract of the Draft National Mental Health Service 129 - 130

Planning Framework (NMHSPF) service category
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I Correspondence Sent to Former BAC families 138 -139
J Independent Panel Protocol and Invitations 140 - 154
K Transitional Service Options Overview and Diagram 155 - 156
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BARRETT ADOLESCENT CENTRE COMMISSION OF INQUIRY

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

REQUIREMENT TO GIVE INFORMATION IN A WRITTEN STATEMENT
To: Dr Stephen Stathis

Of: ¢/- Crown Solicitor, by email to

I, the Honourable MARGARET WILSON QC, Commissioner, appointed pursuant to
Commissions of Inquiry Order (No. 4) 2015 to inquire into certain matters pertaining to the
Barrett Adolescent Centre (“the Commission”) require you to give a written statement to the
Commission pursuant to section 5(1)(d) of the Commissions of Inquiry Act 1950 in regard to
your knowledge of the matters set out in the Schedule annexed hereto.

YOU MUST COMPLY WITH THIS REQUIREMENT BY:

Giving a written statement prepared either in affidavit form or verified as a statutory declaration
under the Oaths Act 1867 to the Commission on or before 4:00pm, Friday, 15 January 2016,
by delivering it to the Commission at Level 10, 179 North Quay, Brisbane.

A copy of the written statement must also be provided electronically either by: email at
mail@barrettinquiry.qld.gov.au (in the subject line please include “Requirement for Written
Statement”); or via the Commission’s website at www.barrettinquiry.qld.gov.au (confidential
information should be provided via the Commission’s secure website).

If you believe that you have a reasonable excuse for not complying with this notice, for the
purposes of section 5(2)(b) of the Commissions of Inquiry Act 1950 you will need to provide
evidence to the Commission in that regard by the due date specified above.

DATED this 2D dayof A a~nhbeu 2015

The Hon Margaret Wiison QC
Commissioner
Barrett Adolescent Centre Commission of Inquiry
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SCHEDULE

1. Explain:

a.  your clinical opinion of the desirability of an extended treatment and rehabilitation
centre for adolescents with similar diagnostic profiles as the Barrett Adolescent

Centre (BAC) cohort;

b.  any concerns held by you in relation to the clinical governance at the BAC,

providing details of the specific incidents giving rise to your concerns; and

c.  any concerns held by you in relation to the currency of model of care at the BAC,

providing details of evidence-based research supporting your concerns.

2. The Commission understands that a user group established and chaired by Professor
David Crompton developed a model of care, or at least a draft model of care, for a
proposed Adolescent Extended Treatment and Rehabilitation Centre at Redlands.
Attached is a copy of the most recent version of the draft model of care in the

Commission’s possession. Explain:

a.  your knowledge of that model of care or any subsequent drafts of that model of

care;

b.  whether you had any involvement in the development of that draft model of care

and, if so, what involvement you had;

¢.  whether, in your clinical opinion, that draft model of care was appropriate for the
BAC cohort, and your reasons for that opinion, including any recommended

changes to that model.

3. In paragraph 5 of your Statement affirmed on 30 October 2015 (your statement), you
state that you have, at various times during your career, referred patients to the BAC.

Provide details as to:

a.  the number and types of patients you referred to the BAC (and when);
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b.  the reason(s) you determined that it was appropriate to refer each of those patients

to the BAC (as opposed to some other service);

c.  the service(s) to which you now refer those patients whom you would previously

have referred to the BAC (alternative service); and

d.  the adequacy or otherwise of the alternative service, as compared to the services

provided by the BAC.

4. In paragraph 44 of your statement, you mention that as Medical Director, you were
informed of the movements/ status of a former BAC patient who was transferred to the
North-West Child and Youth Mental Health Service. Identify this patient, and explain if
you had any involvement in the care of this patient (for example, did you direct any of

her movements?).

5. In paragraph 45(a) of your statement, you mention the Y-PARC model in Victoria. The
Commission understands that the Y-PARC model informed the proposal for the Step Up,
Step Down Unit (SUSDU). State whether this is correct, and if so, explain, to the best

of your knowledge and understanding:

a.  the elements of the Y-PARC model which have been adopted in the proposal for
the SUSDU;

b.  the elements of the Y-PARC model which have been modified in the proposal for
the SUSDU; and

c.  what other models of care have influenced the proposal for the SUSDU.

6.  In paragraph 45(b) of your statement, you mention the Walker Unit and Rivendell —
Concorde Hospital. Explain, to the best of your knowledge and understanding:

a. whether and how the model of care at the Walker Unit informed or has been

incorporated in the AHMETI business case and if not, why not?

b. whether and how the model of care at the Rivendell informed or has been

incorporated in the AHMETI business case and if not, why not?




EXHIBIT 123 ’ DSS.001.002.039

7. Inparagraph 47 of your statement and Exhibit T to your statement, you refer to a meeting
you attended with the Director-General, lan Maynard, on 26 November 2013. Explain,
to the best of your knowledge and understanding, how the views expressed by parents of
former BAC patients in this meeting were considered and by whom, and how they were

acted upon.

8. In paragraph 48 of your statement, you state that “[t]he terms “Tier 17, “Tier 2a”, “Tier
2b”, and “Tier 3" used by the Expert Clinical Reference Group are not recognised
definitions for adolescent mental health services in Australia.” Explain, to the best of

your knowledge and understanding:
a.  the genesis of the Tier system;

b.  the equivalent terms under Queensland’s Clinical Services Capability Framework

and Australia’s draft National Mental Health Framework; and
¢.  how each of the AHMETT services fit into the above categories.

9. In paragraph 58 of your statement, you state that the State-wide subacute beds are “the
Tier 3' beds that the Expert Clinical Reference Group recommended. This involves

extended treatment inpatient beds, with access to on-site schooling”.
a.  Provide your clinical opinion in relation to:

1. the necessity of a subacute bed-based service in the continuum of adolescent

mental health services in Queensland; and

it any difficulties with treating subacute patients in an acute inpatient ward, and

how these risks have been mitigated in this model of care.

b.  To the best of your knowledge and understanding, explain:

1. the reasoning behind delivering the “Tier 3” services recommended by the
ECRG in this way;
ii. any elements of the BAC model of care which have been adopted and any

elements of BAC model of care which have been modified in the model of
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care for the subacute bed-based service and identify any other models of care

that have influenced this model of care; and

il the difference between the treatment provided to patients occupying these

subacute beds, compared to patients occupying the acute beds.
c.  Provide further details regarding:

i, the treatment (including any participation in day programs and/or therapy)

actually provided to the patients who have used the subacute beds so far; and

il any other patients who have been referred to, or considered for, admission to

these subacute beds and the outcome of any referrals or considerations.

10. In Exhibit I to your statement, the project plan for the State-wide Adolescent Extended
Treatment and Rehabilitation Implementation Strategy (SWAETRIS) states that one of
its objectives was to ensure “continuity of care for adolescents currently admitted to
BAC, and on the wait list, through a supported discharge/ transition process to the most
appropriate care option/s that suit individual consumer needs, and a that are located in
(or as near to) their local community”. However, one of the “constraints” identified by
this project plan was that “/a/lternative service options for BAC consumer must be
available by early 2014, Explain, to the best of your knowledge and understanding,
how the Adolescent Mental Health Extended Treatment Initiative (AMHETT) achieved
this objective within the identified constraint, and provide details of the activities you
undertook as part of the SWAETRIS/ AHMETI Steering Committee to ensure the

achievement of this objective within the identified constraint.

11.  In Exhibit J to your statement:

a.  the minutes of the Steering Committee meetings held on 18 November 2013 (co-
chaired by you) and 2 December 2013 (chaired by you) refer to a “Transition
Service Plan” developed by WMHHS. Explain, to the best of your knowledge and
understanding, what happened with these “transition services”, and how Children’s

Health Queensland Hospital and Health Service (CHQHHS) worked with West
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Moreton Hospital and Health Service (WMHHS) to ensure continuity of service

delivery during this time.

b.  the minutes of the Steering Committee meeting held on 28 January 2014 (co-
chaired by you) state that the “Committee was informed of the Step Up/Step Down
Unit being built in Cairns”. The Commission understands that this Unit has not
yet been built. State whether this is correct, and if so, to the best of your knowledge

and understanding, explain why.

c.  theminutes of the Steering Committee meeting held on 10 March 2014 (co-chaired
by you) states that “AMHETI Business Case has been presented to the Department
of Health Policy and Planning Unit. They have advised that there are no new funds
Jor 2014/15...CHQ will provide a revised business case with new funding from
2015/16.” Explain, to the best of your knowledge and understanding:

i how the elements in the Business Case were initially prioritised;

ii. how and who from the Department of Health Policy and Planning Unit
communicated this to CHQHHS, and who from CHQHHS received this

communication,;

1ii. how the Business Case was revised in response to the Department of Health

notifying CHQ that there would be no new funding until 2015/16;
iv. how any gaps in service were addressed; and

V. when each service option included in the AMHETI Business Case was in fact

established/ is now projected to commence and explain any delays.

d.  the minutes of the Steering Committee meeting held on 1 September 2014 (chaired

by you):

1. refer to you visiting the “Time Out House Initiative (TOHI) in Cairns” run

in collaboration with Aftercare and you having a separate meeting with

Aftercare to discuss, among other things, modifying the TOHI “info a Resi”.
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12.

13.

Explain the impetus for converting the TOHI into a Residential
Rehabilitation Unit; and

il the minutes of the Steering Committee meeting held on 1 September 2014
state that you were “confident that it will be found that the transition plans
prior to the closure of the Barrett were as good as could be expected with the
resources available at that time”. Provide further details as to the basis for

the opinion you expressed at this time.
In Exhibit M to your statement:

a.  the minutes of the Oversight Committee meeting held on 17 October 2013
(attended by you) state that:

i “[i]t was noted that the future service model must be developed in line with
the National Mental Health Framework, however a copy of this is not
currently available.”  Explain, to the best of your knowledge and
understanding, whether the Oversight Committee meeting received a copy of

this framework, and how framework shaped the AHMETI; and

ii. “It was agreed that Logan is not a suitable solution for the interim needs of
BAC consumers.” Explain, to the best of your knowledge and understanding,

why this decision was made.

b.  The minutes of the Oversight Committee meeting held on 15 November 2013
(attended by you) state that “Many young people are not the same development age
and may require longer in an adolescent service. The model may need to extend
the age group to cater for young people up to the age of 21 y.0.” The Commission
understands that a number of former BAC patients were transitioned into adult
mental health services in anticipation of their 18th birthday, or once they had
reached 18 years old. Explain your clinical opinion of the appropriateness of this

approach.

In Exhibit T to your statement:
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e

a.  in a document entitled “Thoughts from Meeting with Barrett Families and DG,
26.11.2014 1800-20007, you state that “I gently questioned whether forming such
a ‘community’ within BAC was therapeutic, or whether that would prevent re-
integration back into the community. One of the parents stated this was a good
example of why I ‘don’t understand’; they see the development of such a community
as critical to their child’s well-being.” The Commission has received evidence
from a number of parents of former BAC patients that the very reason that their
adolescents were referred to and admitted to the BAC was because they were
unable (for various reasons) to integrate with their own communities, and so that
is why the BAC was so important to them — because it provided them with an
alternative community, which equipped them with the skills to re-integrate into
their own communities. Explain your clinical opinion in relation to whether the
BAC “community” was therapeutic or not, and explain how the new subacute

service addresses any therapeutic deficiencies; and

b.  in an email from you to Scott Davies and Cathie Schnitzerling, copying in Bill
Kingswell, dated 26 November 2014, you state that “the [Statewide Mental Health
Alcohol and Other Drugs Clinical] Network considered supporting a project to
examine the transitional care of young people from the adolescent to adult system.”
Explain, to the best of your knowledge and understanding, whether this project was

ultimately endorsed by the Network, and what happened with this project?

14.
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15, In Exhibit X to your statement, the AMHETI business case states:

a.  insection 1.5 (Scope), “[l]inkages to Adult Mental Health Services in so far as to
ensure smooth transition from Adolescent Mental Health Services” were within the
scope of the AHMETI. Explain, to the best of your knowledge and understanding,
what linkages the AMHETT has established or proposes to establish and how these
linkages are designed to improve the transition from adolescent to adult mental

health services.
b.  insection 4 (Issues):

1. “[w]lhilst other services proposed would be able to service the same age
range, it is not a supported mental health position in Queensland.” Explain

what the AHMET] business case means by this; and

il “[i]t is important to note that the Queensland NGO market is relatively
immature in the specialised field of adolescent mental health services. It is
therefore acknowledged that NGOs will require time to build skills and
capabilities to deliver services.” Explain how the AHMETI proposed or

proposes to address this issue.

16.  Provide your clinical opinion regarding whether there is a lack of alignment between
adolescent and adult mental health services in that patients in the 18-25 year age group

are not adequately dealt with by either adolescent or adult mental health services. If so:

! The Confidentiality Protocol can be accessed via the Commission’ s website at:
https://www .barrettinquiry.qld.gov.au/practice-guidelines. Please contact the Commission’ s Executive Director,

Ashley Hill on ashley.hill@barrettinquiry.gld.gov.au for the details of transition clients “T” and “AP”,
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a.  Does this lack of alignment mean that patients in that age group commonly
experience. problems in their transition from adolescent to adult mental health

services?

b.  Is there a need for mental health services directed to the 18 to 25 year age group,

or a similar age group and if so, explain generally what services are needed?

17.  ldentify and exhibit all documents in your custody or control that are referred to in your

witness statement.

10
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Child and Youth Mental Health Service

Adolescent Extended Treatment and Rehabilitation Centre

(Group changed name from Adolescent Integrated Treatment and Rehabilitation Centre to Adolescent Extended Treatment and
Rehabilitation Centre AETRC as this better reflected where the service is positioned in the CYMHS continuum of care).

Model of Service

1. What does the Service intend to achieve?

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

The Child and Youth Mental Health Service (CYMHS) Adolescent Extended Treatment
and Rehabilitation Centre (AETRC) is a statewide service providing specialist
multidisciplinary assessment and integrated treatment and rehabilitation to adolescents
between 13 and 17 years of age with severe, persistent mental iliness/es. The majority of
consumers present with severe psychosocial impairment as a result of their mental
illness/es, and presentations are often complicated by developmental co-morbidities. Many
also experience chronic family dysfunction, which serves to exacerbate the severity and
persistence of the disorder and associated disabilities.

The AETRC is part of the Statewide CYMHS continuum of care that includes community
based treatment teams, Adolescent Day Programs and Acute Child and Adolescent

Inpatient units.

The key functions of the AETRC are to:

¢ build upon existing comprehensive assessment of the adolescent (obtaining a thorough
treatment history from service providers and carers) with a view to assessing the
likelihood of therapeutic gains by attending AETRC

¢ provide individually tailored evidence based treatment interventions to alleviate or treat
distressing symptoms and promote recovery

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

¢ provide a 6 month targeted and phased treatment program that will ultimately assist
recovery and reintegration back into the community

Treatment programs undertaken by the AETRC will include an extensive range of
therapeutic interventions and comprehensive activities to assist in the development and
recovery of the consumer. The program will follow structured phases incorporating
assessment, establishing a therapeutic alliance and developing realistic therapeutic goals,
treatment, and assertive discharge planning to facilitate reintegration back to community

based treatment.

Programs will include;

¢ phased treatment programs that are developed in partnership with adolescents and
where appropriate their parents or carers

e targeted 6 month treatment incorporating a range of therapeutic interventions

delivered by appropriately trained staff

Draft Model of Service

Author: C & Y Sub Network — BAC Review Work Group
{ DATE\@ "d/MM/yyyy" }
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¢ 24-hour inpatient care for adolescents with high acuity in a safe, structured, highly
supervised and supportive environment to less intensive care.

¢ flexible and targeted programs that can be delivered in a range of contexts including
individual, school, community, group and family.

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

Length of Admission:

¢ admissions will be individually planned

¢ in specific cases when the admission exceeds 6 months the case must be presented to
the intake panel for review following the initial 6 month admission.

Level of Care:

The level of care is determined by:

« providing care in the least restrictive environment appropriate to the adolescent’s
developmental stage

e acuity of behaviours associated with the mental illness with respect to safety to self and
others

¢ capacity of the adolescent to undertake daily self care activities

s care systems available for transition to the community

e access to AETRC

2. Who is the Service for?

The AETRC is available for Queensland adolescents;

e aged 13— 17 years

e eligible to attend high school

¢ with severe and complex mental iliness

e who have impaired development secondary to their mental illness

¢ who have persisting symptoms and functional impairment despite previous treatment
delivered by other components of child and adolescent mental health services including
CYMHS community clinics, Evolve, day programs and acute inpatient child and youth
mental health services

¢ who will benefit from a range of clinical interventions

e who may have a range of co-morbidities including developmental delay and intellectual
impairment

Severe and complex mental iliness in adolescents occurs in a number of disorders. Many
adolescents present with a complex array of co-morbidities. AETRC typically treats
adolescents that can be characterised as outlined below:

1. Adolescents with persistent depression, usually in the context of childhood abuse.
These individuals frequently have concomitant symptoms of trauma eg. post
traumatic stress disorder (PTSD), dissociation, recurrent self harm and dissociative
hallucinoses.

Draft Model of Service

Author: C & Y Sub Network — BAC Review Work Group
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2. Adolescents diagnosed with a range of disorders associated with prolonged inability
to attend school in spite of active community interventions. These disorders include
Social Anxiety Disorder, Avoidant Disorder of Childhood, Separation Anxiety
Disorder and Oppositional Defiant Disorder. It does not include individuals with
truancy secondary to Conduct Disorder.

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

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

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

Suitability for admission will be undertaken by an intake panel that will consist of:

e & © e e e

the AETRC director/delegated senior clinical staff

referring specialist and/or Team Leader

representative from Metro South CYMHS

representative from the QCH CYMHS (interim arrangements may exist)
representative from Education Queensland

other identified key stakeholders (including local CYMHS as required)

In making a decision the panel will consider the:

likelihood of the adolescent to experience a positive therapeutic outcome

potential for treatment at AETRC to assist with developmental progression

potential adverse impacts on the adolescent of being admitted to the unit (e.g. isolation
from existing supports and/or cultural connection; possibility of escalation of self harm
behaviour) posed by the adolescent to other inpatients and staff, this includes evidence
of inappropriate sexualised behaviour

potential adverse impacts on other adolescents if they were to be admitted

possible safety issues

A comprehensive recovery and discharge management plan that includes community
reintegration will be in place prior to admission for all adolescents.

Adolescents who reach their 18 birthday during admission will be assessed on a case by
case basis by the panel. The panel will consider whether:

Draft Model of Service
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s continued admission is likely to produce the greatest clinical outcome in terms of
symptom reduction and developmental progression
e admission will pose any risk to the safety of other adolescents in the AETRC

Admission Risks

Some young people may pose considerable risk to others. Admission to AETRC will be
decided on an individual case basis by a multidisciplinary review panel.

Admission risks include but are not restricted to:

e substantiated forensic history of offences of a violent or sexual nature

e adolescents with Conduct Disorder

¢ ongoing significant substance abuse

When determining the admission of adolescents where recurrent absconding is a
significant risk, the likelihood that the adolescent will experience a positive therapeutic
outcome needs to be considered.

3. What does the Service do?

AETRC will provide a range of evidence based treatments tailored to meet the individual's
mental health needs. Interventions will be delivered by appropriately skilled
multidisciplinary staff that has access to professional development and clinical supervision.

The key components of AETRC are defined below:

,Key Component Key Elements e Co’mment‘s c
Workm’g with other e the AETRC will develop and- ‘ : i atan orgamsatlonal level thts
service provi’ders maintain strong partherships W|th _-includes partrcxpatlon in the
R ~other components of the CYMHS Statewide Child and Youth
network o L Mental Health Sub'Network
e shared care with the referrer and Selin the provrsron of service this
the community CYMHS wrll be - includes processes for regular
maintained Lo - communication with referrers in

all phases of careof the
adolescent in AETRC

o the AETRC panel will develop and '. this mcludes formal

“maintain partnershlps with other agreements with Metro South
relevant health services who -  facilities (paediatric-and adult
interact with adolescents with. - - health services) and/or QCH to
severe and oomplex mental lllness.f 5 provrde medical services for

‘treating medical condmons

, o : } .~ which may arise e.g. medical

Working with other - = " ‘management of overdoses;

service providers = ' : : . surgical management of

: LT ‘severe lacerations or burns
from self injury, '

o Dietetic services to liaise wrth
and advise on the
management of eating
disorders, adequate nutrltlon

Draft Model of Service
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_ Comments __

Key Component Ke Elements

. mandatory child protection reportmg'

of arreasonable suspICIon of child
abuse and neglect

Referral, Access . Statewnde referrals are accepted
-and Triage - . for planned admxssxons :

. lresponsnblllty for the clinical care .

of the adolescent remains Wlth the »

referring service until the
- adolescent is admitted to the
. AETRC L

. all'referral‘s are made to the Clinical

- Liaison, Clinical Nurse and
processed through the panel -

« the adolescent is assessed after -
referral either'in person or via:
. .videoconference

Draft Model of Service
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ObESlty, lnteractlons w:th
psychotroplc medications etc

e this may include developing
- conjoint programs for youth

~ with developmental diffi culties
~ or somatisation disorders
this includes butiis not limited -
to the Department of
Communities (Child Safety)
‘the Department of
Communities (Disability
Services) and the Department
" of Communities (Housing & ,
Homelessness) and Educatlon
‘Queensland

e AETRC staff will comply with
Queensland Health (QH) policy -

regarding mandatory reporting
of a reasonable suspicion of
child abuse and neglect

o thls suppor‘ts contlnulty of care

,forthe adolescent L

¢ a smgle pomt of referral lntake
ensures consistent collection
of adequate referral data and
immediate feedback on

L 'appropnateness .

e it expedltes an appropnate
- assessment interview and .
liaison with the referrer if there
isa perlod of time until the
_adolescentis admitted
the pre- admlsslon assessment
enables the adolescent to meet
some staff and negotlate their
expectatlons of admission
this assessment enables
further determination of the

.. -potential for therapeutlc benefit
- from the admission, the impact

on.or of being with other
adolescents and some
assessment of acuity

« - this process monitors changes

15
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DSS.001.002.051

- Comments

| Key Component _

Key Elements

Referral, Access .~ ...

and Triage

Key Component :

, Assessments

: lwental Health o
Assessments’

‘Family/Carers
Assessments

Draft Model of Service

; lf there is a wartlng perlod prlor to

-~ admission, the Clinical Liaison,
_Cllnlcal Nurse will liaise with the

_referrer until the adolescent is

admitted

- priorities for admission are

determined on the basis of levels of

acuity, the risk of deterioration, the

current mix of adolescents on the -

~ unit, the potential impact for the

adolescent and others of admission
at that time, length of time on the .
waiting llst and age at tlme of

‘referral

Key Elements R
. the AETRC will obtaln a detalled s
assessment of the nature of mental'

ilness, their behawoural
mamfestatlons |mpact on function

“and development and the. course of :

the mental lllness

the AETRC panel will obtam a
* detailed history of the interventions
Soto date for the mental illness Y

the AETRC W|ll obtain a detalled
history of family structure and -

“dynamics, or. hlstory of care if the

adolescent is in care

parents/carers W|ll have their needs

‘assessed as indicated or requested -

if parent/carertment'al health_need‘s’ .
are identified the AETRC will

attempt to. meet these needs and if

 necessary refer to an adult mental
) health service o

Author: C & Y Sub Network — BAC Review Work Group
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~“in acuity and the need for

admission to help detennrne .

L prlorrtres for admissions

the Clinical Liaison, Clinical -

' Nurse can also advise the
- referrer regardmg the :
: management of adolescents j

with severe and complex e

" “mental illness following -

consultation with the treatlng'. |
team

.Comments 5 =
assessment begins Wlth the

“referral and contmues throughout
+hn nrlmlcelnn :

this is obtamed by the time of
: -admlssmn s

‘.thlS process beglns wnth the
- referral and continues
o throughout the admlssron

parenits or carers willbe
involved in the mental health

~care of the adolescent as

much as possrble :

- significant effort will be made
~to support the involvement of ~

parents/carers

16
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Key :iements

Key Co_mp"o'ne"nt‘,_

Developmental
:Assessments

Assessments of
“Function

Physical Health
Assessments

J\lakASSGSSI‘" ntS i

General ASpects of
Assessment

Draft Model of Service

,“the AETRC wm obtaina

comprehensnve understandrng of

fdevelopmental drsorders and the|r T
S nER “uadmlssmn

7 ‘current rmpact

', the AETRC wil obtam lnformatlon :

on. schoollng as itis avallable i

appropriate to their stage of
development

routme physrcal examination will
occur on admission

physical health is to be monitored

throughout the admission
appropriate phy3|cal mvestrgatrons
shoutd be mformed as necessary

a key functlon of the panel will be to.

assess risk prlor to admlssmn :

- risk assessments will be initiatly
: conducted on admlssmn and
,ongomg risk assessments will

oceur at a frequency as

‘recommended by the treatlng team

and updated at case review:

documentation of all past history of
,delrberate self harm will be mcluded
in assessment of current rlsk

will include a formalised sulcrde nsk,?
S documen_tatron

~assessment

assess'ment timeframes

Communication

Care Plans

Author: C & Y Sub Network — BAC Review Work Group
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st Commen;s

E;: ,. thrs process begms wrth

,avarlabte information on:
referral and during the

e this occurs fupon;ad‘rnission e

the AETRC Wl” obtaln assessments o this assessment oceurs

on.an adolescent’s function.in tasks .

~ throughout the admission-

“e all risk assessments will be
- ‘recorded in the patient charts

' and electromc clmrcal record
(C!MHA) e

« risk assessment will be in

. accordance with the rlsk
assessment contained i in the
statewrde standardrsed chmcal

~ e .routine aésessments willbe

- prompt and timely
 initial assessments of mental
~ health, development and -
family are to be completed
within two weeks of
admission

e the outcome of assessments

will be promptly
communicated to the
- adolescent, the parent or
~ guardian and other
stakeholders (if the
_adolescent consents)

¢ all assessment processes will
‘be documented and
integrated into the care plan

17
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Key Component Key Elements .. Comments
. e Mental Health Act 2000 :‘ e Mental Health Act 2000
e assessments Ce CnL L assessments willbe & .
' : o - conducted by Authonsed
‘Mental Health Practitioner
, , R A . and/or authorlsed doctor
e drug and alcohol assessments: = e assessments of alcohol and

drug use will be conducted
 with the adolescent on
adm|ssmn and routmely ,
- throughout ongomg contact
i R ' . “with the service :
. lnformatlon from the Mental Health FamllyICarer, Developmental ‘and Functlonal
assessments is mtegrated into a ‘comprehensive . formulation  of the - illness and‘
impairments. - Further information from continuing assessments is: mcorporated mto
developing and reflmng the orlglnal formulatlon at the Case ReVIew Meetmgs '

Recovery Plannmg .o

, ' developed in consultation with the
adolescent and their famlly/carers
on admlssmn

an. lmtlal Recovery Plan s e

durmg admlssmn

. adolescents have access to a

range of least restrictive, -
therapeutic interventions
“determined by evidenced

- based practice and :
. developmentally appropnate
. programs to.optimise their. -

. rehabilitation and recovery

continual monltorlng and

 review of the adolescent’

-progress towards their

- Recovery Planning is

_reviewed regularly through

' : collaboraﬂon between the -

o treating team, adolescents, *
oo the referrers and other i

Clinical . .

Interventions i
R L * according to the adolescent’s
treatmentneeds . = e

Psvchdtherapeutic
e lndl\llduall/elbell therapethlc'
interventions utilising a ' °

predominant therapeutic framework
(e g. Cognitive: Therapy)

Draft Model of Service
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: 'relevant agencues

" Interventions will be individualised =

theraplsts wnll rece|ve :
recognised, specxf c tramlng in
the mode of therapy identified
the therapy is modified
according to the capacity of
the adolescent to Utilise the
therapy, developmental g
considerations and stage of
change in the iliness

the therapist will have access
to regular supervision

specific theraples will

,'mcorporate lnSIths from other
frameworks (e.g. Cogmtlve

Therapy will incorporate -

18
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. Comments

Key Component Key Elements T

Psychotherapeutlc

®

individual non-verbal therapeutlc‘ '
~ interventions within established -
therapeutlc framework: (e.g. sand '

play, art, music therapies etc.) -

individual supportive verbal or non,—,r :

verbal:or behavioural therapettic

interventions utilising research from -
~anumber of specific therapeutlc

frameworks (e.g. Trauma :
Counsellmg, facrlltalxon of art :

v therapy)

ral
ons

Behaviou
mtervenl

Psycho-education
Interventions

Family Interventions

Draft Mode! of Service

pSynhn-l»hnrnnnu’nrs nroup R

WIS QA S

- interventions utilising specific or

modified Therapeutic Frameworks-
(e.q. Dralectlcal Behaviour
Therapy)

individual specific behavioural
intervention (e.g. desenysltlsa,tlon

program for anxiety)

mdlvrdual general behawoural
interventions to reduce specific

: behavsours (e. g- self harm)

-group gene_ral or specific
“behavioural interventions

includes general specific or general

psycho-education on mental illness

family interventions to support the
family/carer while the adolescent is
in the AETRC

Author: C & Y Sub Network — BAC Review Work Group

{ DATE\@ "d/MM/yyyy" }
Page 9 of 19

- understanding from o
~ Psychodynamic Theraples w|th

respectto. relatlonshlps)

e supportive therapies willbe

_integrated into the overall
“-therapeutic approaches to the
: adolescent , .

o used at times when the
_“adolescent is distressed orto"
: generahse strategles to the :

~ dayto day environment. -

¢ staff under’taklng suppomve S

interventions will receive

) tralnlng in the- llmlted use of-

specific modalltles of therapy
-and have access to cl|n|cal
' supervusnon '

e supportive therapies will be

integrated into the overall :
therapeutlc approaches to the
adolescent .

mterventlons

¢ behavioural program
constructed under appropnate
supervrsmn :

« monitor evidence for’
eﬁectlveness of lnterventlon

‘« review effectlveness of

 behavioural program at
vmdrvrdual ‘and’ Centre level

. mcnltor eyldencerfo‘r
effe,ctlveness:of intervention

o avallable to adolescents and
thelr parents/carers

. supportlve famlly lnterventlons
~ will, when possible be
mtegrated into the overall
therapeutic: approaches to the -
adolescent.

_» includes psycho-education for

- parents/carers

19
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Key Component Key Elements

Family Interventions

‘Interventions to

Facilitate Tasks of -

Adolescent
~Development.

Pharmacological’
Interventions

Draft Model of Service

. family therapy as appropriate

‘ ‘monltormg mental health of
: parent/carer e

i monltor rlsk of abuse or neglect

’promo‘re quahtles of r*are which -

enable reflection of qualrtres of
home ‘

: mterventlons to promote ‘

~appropriate development in a safe' S
. and validating environment '

'~ school based interventions to s
promote leamlng,, educational or
- vocational goals and life skills - -

individual based interventions to -

“promote an aspect of adolescent

development

group based rntetventlons‘ to

. promote aspects of adolescent -~
development which may include - e

adventure based and recreatlonal

. ’actlvrtles

admlmstratlon of psychotroplc
medications under the direction of
the consultant psychiatrist

Author: C & Y Sub Network — BAC Review Work Group
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. Comments .

e theraplst wrll have reoognlsed

training in family - :
:therapytheraprs‘rs will have o

- access to continuing
fisupervrs;on E

e réview evidence for
; effeotlveness of the
rnterventron

e family therapy wlll be

integrated into the overall
therapeutic approaches to the

: _adolescent R

. fsupport for parent/carer to

access approprrate mental ,
health care

o fulfil statutory obllgatlons it

child protectlon ooncerns are
identified '

e review of mteractrons W|th staffi
o support staff in reviewing :
‘ mteractlons with and attrtudes

“ to adolescent

« individualised according to

adolescents in the group:

-goals to be deflned

e under the clrmcal direction of a
;nommated cllmoran

. educatron grven to the
‘adolescent and parent(s)/carer
about’ medrcatron and potentral

“adverse effects .
. regular administration and
“supervision of psychotroplc
medications :

e regular monltonng for efflcacy '

and adverse effects of

20
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~ _Comments

;'Key'Conjp(:)ﬁ’ent

Key Elements

‘admlmstratlon of n non- psychotropnc

medlcatlons under medlcal

. supemsmn

Other Interyéntions o

sensory modulatlon o

electroconvulsive therapy :

- psychotropic medications

‘e includes medications for

_ general .pnysiCaI health

e 'ut|llsed under the supervnsron

“of trained staff »
o monitor evidence of effects
e 2 rarely used intervention,

~ subject to a specific policy

compliance with Australian
clinical practice guidelines

o ‘administered in accord with the

Mental Health Act 2000

Care Coordination  «

Clinical care -
coordination and
review

prior to admlssxon aCare
Coordinator will be appointed to

“each adolescent

The Care coordinator will be

responsible for:

Care Monitoring' .

Draft Model of Service

providing - centre orientation to the
adolescent and their
parent(s)/carer(s)

monitoring the adolescent's

~ mental state and level of function
~in developmental tasks .
asmstmg ‘the adolescent to identify

and xmplement goals-for thelr care

“plan

acting as the p‘rlmary halson S
“person for the parent(s)/carer and
external agencies during the -

period of admission and during the‘ ~

discharge process

assisting the adolescent in
implementing strategies from
individual and group interventions
in daily living :

providing a detailed report of the
adolescent’s progress for the care
planning meeting »

- adolescents at high risk-and require

higher levels of observations WI” be
reviewed daily

Author: C & Y Sub Network — BAC Review Work Group
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e the Care Coordinator can be a

member of the treating team

- and.is appointed by the AITRC
director

o an onentbatlon»mformatlon pack
will Vue avallable to
adolescents and their
parent(s)/carer(s)

. e the frequency of monitoring

will depend on the levels of
acuity

s monitoring will integrate

information from individual
and-group: mtervenhons and
observations
o thisincludes daily reviews by
the registrar, and twice weekly
reviews by the consultant
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- Comments

Key Component

Case Review. -

Case Conference

Record Keeping

Draft Model of Service

Key Elements =

: the case revrew meeting formally
reviews the Care Plans which will =
be updated at intervals of not more *

than two months

all members of the clinical team .

. who provrde mterventlons for the

adolescent will have mput mto the
case revrew :

" ad hoc case revlewlmeetlngs may
" be held at other tlmes if cllnlcally
, lndrcated : .

progress and outcomes will be:
momtored at the case revnew

- meeting -

T peyohiatrist

‘o the éom'munlt'y Liaison Clinical

Nurse is responsible to ensure’
adolescents are regularly
revrewed RS
e the adolescent referrlng
agencies and cther key

ey stakeholders will participate in-
- the Case Revrew process '

‘v e the consultant psychlatrlst wnllv

chalrthe case review meeting

e documented detalls to mclude

“date, cllnlcal issues raised,
care plan, contributing team

n members and those

, responsrble for actrons

) these wrll be mltlated after
dlsouss|on atthe.case B
. conference or at the request of .

i the adolescent

e fwhere possrble thls W||l include

“‘consumers and: carers

: -f : appropnate structured

assessments will be utilised

4 . the process will include

a weekly case conference will be

held to integrate mformatlon from.: .

and about the adolescent ;
lnterventrons that have occurred
and to review progress within the

" context of the case plan

risk assessments will be updated as
necessary in the case conference -

all contacts, clinical processes and

care planning will be documentedin -

the adolescent’s clinical record

clinical records will be kept legible
and up to date, with clearly

Author: C & Y Sub Network — BAC Review Work Group
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~ objective measures
¢ annual audits will ensure that .
reviews are being conducted :

e aconsultant p“sycnlatnst

should be in attendance at
'every case conference o

o the frequency of revrew of risk -

_assessments will vary

~according to the levels-of
acuity for the various risk

* behaviours being reviewed

o risk will be reviewed weekly or
: more frequently lf requrred :

X3 ‘progress notes will be :

‘consecutive within the clinical -
record according to date

. persOneland demographic

- - details of the adolescent, their

22
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Ll'gey Component KeyElements  Comments

Record Keeping -

Discharge
Planning

Draft Model of Service

-a furlher comprehensrve Discharge

~documented dates author/s (name jparent/carer(s) and other

and title).and clrnreal progress notes - health servrce provxders wrll be

“upto date

there will be a single written clinical ¢ the -written ‘ecord will dligh .
. record for each adolescent

‘with any electronic record

all case reviews will be documented ¢ actions will be agreed to and
in the adolescent’s clinical record - changes in treatment
‘ . discussed by the whole team
‘and recorded '

discharge planning should begin at the adolescent and key
time of admission with key " stakeholders are actively
stakeholders belng actrvely e .~ involvedin: dlscharge plannlng ‘
involved. - e discharge planning: should
L - address potential srgmflcant
obstacles e.g. i
accommodation, engagement ‘

with another mental health
; Ser\/!m: s ;

d|scharge planning will involve « the AETRC School will be
muiltiple processes at different times primarily responsible for and

that attend to therapeutic needs b support school relntegratlon

developmental tasks and

3 reintegration into the family

dlscharge letters outlrnmg current - the Regrstrar and Care
treatments ‘and interventions need Coordlnator will | prepare this -
to be sent to any ongoing key letter -

- health service providers within one o it should identify relapse

week of discharge , patterns and risk assessment/
management information
« follow-up telephone with any
_ongoing key health service -
providers will-occur as well as
the drscharge letter

this will be prepared by the
Summary outlining the nature of ~clinicians involved in direct
interventions and progress during - Interventions
admission will be sent at full ' ,

i ;transfer from the AETRC

if events necessrtate an unplanned !
, dlscharge‘ the AETRC will ensure -
.the adolescent’s risk assessments .

‘were reviewed and they are. -~
discharged ortransferred in accord

Author: C & Y Sub Network — BAC Review Work Group
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Key Elements

__Comments

'Key Component

- with thelr nsk assessments

in the event of dlscharge the :
AETRC will ensure they have

: appropnate accommodatlon and:

- that external services wrll follow up

Transfer e

Continuity of Care .
SR D S L S R -holdersrnthe adolescentslrfewrll

in‘a tlmely fashlon »

‘dependrng on mdrvndual needs and S

acuity some adolescents may:

~require transfer to another child or

adolescent mpatrent unit B
transfer to an adult inpatient unit

L. may be required for adolescents
who reach their 18t blrthday and

the AETRC is no longer able to r

§ meet therr needs

referrers and srgmflcant stake

be included in the development of

- Care Planning. throughout the -

admrssron

; referrers and srgnlfrcant stake :

: 'holders are invited to-+

o pamcrpate in the Case Rewew
- meetings G

the Care Coordmator will lralse

‘more frequently with others as

Team Approach =«

specifically defined joint therapeutic

interventions between the AETRC:
and the Referrer can be negotrated
either when the adolescent is -
attending the Centre or on perrods
of extended leave L

responsrbmty for emergenoy oontact e

will be clearly defined when an"

" adolescent ison extended leave

case loads should be managed to-

.ensure effectlve use of resources”

and to support staff

staff employed by the Department
of Education and Tramrng will be .
regarded as part of the team

4. Service and operational procedures

The AETRC will function best when:

Draft Model of Service

Author: C &Y Sub Network ~ BAC Review Work Group
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. necessary
‘ ‘jornt rnterventronscan only.
- occur if clear communication

between the AETRC and

external clinician can be -
established o

« this will be negotiated between
“the AETRC and the local

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

strong internal and external partnerships are established and maintained

clear and strong clinical and operational leadership roles are provided

team members are provided with regular supervision

AETRC is seen by all CYMHS staff as integral and integrated with the CYMHS
continuum of service

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

Under normal circumstances, care coordination will not be provided by students or staff
appointed less than 0.5 FTE. Typically Care Coordinators are nursing staff.

Staffing

The staffing profile will incorporate the child and adolescent expertise and skills of
psychiatry, nursing, psychology, social work, occupational therapy, speech pathology and
other specialist CYMHS staff. While there is a typical staff establishment, this may be
altered according to levels of acuity and the need for specific therapeutic skills.
Administrative support is essential for the efficient operation of the AETRC.

All permanently appointed medical and senior nursing staff be appointed (or working
towards becoming) authorised mental health practitioners.

Hours of Operation

= access to the full multidisciplinary team will be provided weekdays during business
hours and after hours by negotiation with individual staff

= nursing staff are rostered to cover shifts 24 hours, 7 days a week

* an on-call consultant child and adolescent psychiatrist will be available 24 hours, 7

days per week
* 24 hours, 7 days a week telephone crisis support will be available to adolescents on

leave is available. A mobile response will not be available
» routine assessments and interventions will be scheduled during business hours (9am -

5pm) 7 days a week
Referrals
Referrals are made as in Section 3 above.
Risk Assessment
o written, up to date policies will outline procedures for managing different levels of

risk (e.g. joint visiting)
e staff safety will be explicitly outlined in risk assessment policy

Draft Model of Service

Author: C & Y Sub Network — BAC Review Work Group
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e risk assessments will be initially conducted on admission and ongoing risk
assessments will occur at a frequency as recommended by the treating team

Staff Training
Consumers and carers will help inform the delivery of staff training where appropriate.

Staff from the AETRC will engage in CYMHS training. On occasion AETRC will deliver training to
other components of the CYMHS where appropriate.

Training will include:

* Queensland Health mandatory training requirements (fire safety, etc)

=  AETRC orientation training

» CYMHS Key Skills training

* clinical and operational skills/knowledge development;

= team work;

= principles of the service (including cultural awareness and training, safety, etc.)

* principles and practice of other CYMHS entities; community clinics, inpatient and day
programs

* medication management

= understanding and use of the MHA 2000

= engaging and interacting with other service providers and

» risk and suicide risk assessment and management.

Where specific therapies are being delivered staff will be trained in the particular modality
of the therapy e.g. family therapy, cognitive behaviour therapy.

5. Clinical and corporate governance

The AETRC will operate as part of the CYMHS continuum of care model.

Clinical decision making and clinical accountability will be the ultimate responsibility of the
appointed Consultant Psychiatrist - Director. At a local level, the centre is managed by a
core team including the Nurse Unit Manager, Senior Health Professional, the Consultant
Psychiatrist, an Adolescent Advocate, a Parent Representative and the School Principal.
This team will meet regularly in meetings chaired by the Consultant Psychiatrist.

The Centre will be directly responsible to the corporate governance of the Metro South
Health Service District. Operationalisation of this corporate governance will occur through
the AETRC director reporting directly to the Director, Child and Adolescent Mental Health
Services, Metro South Health Service District. Interim line management arrangements may
be required.

* maintain strong operational and strategic links to the CYMHS network

» establish effective, collaborative partnerships with general health services, in particular
Child and Youth Health Services and services to support young people e.g. Child
Safety Services

Draft Model of Service

Author: C & Y Sub Network — BAC Review Work Group
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= provide education and training to health professionals within CYMHS on the provision
of comprehensive mental health care to adolescents with severe and complex disorder;

= develop the capacity for research into effective interventions for young people with
severe and complex disorder who present to an intensive and longer term facility such
as AETRC. '

6. Where are the Services and what do they look like?

The Adolescent Integrated Treatment and Rehabilitation Centre is currently located at
Wacol (the Barrett Adolescent Centre). It is anticipated it will move to Redlands Hospital in
2011.

7. How do Services relate to each other?

formalised partnerships

Memorandum of Understandings between government departments

guidelines

statewide model of CYMHS

the AETRC is part of the CYMHS network of services in Queensland as described in
Section 3

8. How do consumers and carers improve our Service?

Consumers and carers will contribute to continued practice improvement through the
following mechanisms: :
e consumer and carer participation in collaborative treatment planning
~ e consumer and carer feedback tools (e.g. surveys, suggestion boxes)
s consumers and carers will inform staff training

Consumer and carer involvement will be compliant with the National Mental Health
Standards.

9. What ensures a safe, high quality Service?

e adherence to the Australian Council of Health Care Standards (ACHS), current
accreditation standards and National Standards for Mental Health Services

appropriate clinical governance structures

skilled and appropriately qualified staff

professional supervision and education available for staff

evidence based treatment modalities

staff professional development

clear policy and procedures

clinical practice guidelines, including safe medication practices

The following guidelines, benchmarks, quality and safety standards will be
adhered to:

Draft Model of Service

Author: C & Y Sub Network — BAC Review Work Group
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e Child and Youth Health Practice Manual for Child Health Nurses and Indigenous
Child Health Workers:
http://health.gld.gov.au/health professionals/childrens_health/child youth health

e Strategic Policy Framework for Children's and Young People’s Health 2002-2007:
http://health.qld.gov.au/health professionals/childrens health/framework.asp.

e  Australian and New Zealand College of Anaesthetists (interim review 2008)
Recommendation of Minimum Facilities for Safe Administration of Anaesthesia in
Operating Suites and Other Anaesthetising Locations T1:
http://anzca.edu.au/resources/professional-documents/technical/t1.html

e  Guidelines for the administration of electroconvulsive therapy (ECT):
http://gheps.health.qld.gov.au/mentalhealth/docs/ect guidelines 31960.pdf.

¢  Royal Australian and New Zealand College of Psychiatrists, Clinical memorandum
#12 Electro-Convulsive Therapy, Guidelines on the Administration of Electro-
Convulsive Therapy, April 1999:
http://health.gov.au/internet/main/publishing.nsf/Content/health-privatehealth-
providers-circulars02-03-799 528.htm/$FILE/799 528a.pdf.

Legislative Framework:

The Adolescent Extended Treatment Centre is gazeﬁed as an authorised mental health
service in accordance with Section 495 of the Mental Health Act 2000.

10. Key resources and further reading

¢ Queensland Plan for Mental Health 2007-2017

¢ Clinical Services Capability Framework - Mental Health Services Module

Building guidelines for Queensland Mental Health Services — Acute mental health

inpatient unit for children and acute mental health inpatient unit for youth

Queensland Capital Works Plan

Queensland Mental Health Benchmarking Unit

Australian Council of Health Care Standards

National Standards for Mental Health Services 1997

Queensland Mental Health Patient Safety Plan 2008 — 2013

Queensland Health Mental Health Case Management Policy Framework: Positive

partnerships to build capacity and enable recovery

Mental Health Act 2000

Health Services Regulation 2002

Child Protection Act (1999)

State-wide Standardised Suite of Clinical Documentation for Child and Youth Mental

Health Services.

Mental Health Visual Observations Clinical Practice Guidelines 2008

e Council of Australian Governments (CoAG) National Action Plan on Mental Health
2006-2011

e Policy statement on reducing and where possible eliminating restraint and seclusion in
Queensland mental health services

¢ Disability Services Queensland - Mental Health Program

e © o @ ¢ o

®

Draft Model of Service
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¢ Principles and Actions for Services and People Working with Children of Parents with a

Mental liness 2004
¢ Future Directions for Child and Youth Mental Health Services Queensland Mental

Health Policy Statement (1996)
e Guiding Principles for Admission to Queensland Child and Youth Mental Health Acute

Hospital Inpatient Units: 2006 _
¢ The Queensland Health Child and Youth Mental Health Plan 2006-2011

¢ National Child and Youth Mental Health Benchmarking Project
¢ Consumer, Carer and Family Participation Framework

{ FILENAME \p }

Draft Model of Service
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!
2009 REVIEW OF BARRETT ADOLESCENT CENTRE
(Final Report) M/M Uil
A/(m@i/
Reviewers: Garry Walter, Martm Baker, Michelle George ﬂ%/xé/ K/
@u&fwmfng/” AT
/ rf(/&/m/ //L/zké@d
/é!v“ifwd{ aaad
BACKGROUND

For a considerable period of time, concern has been expressed about the role, function

and capacity of the Barrett Adolescent Centre (BAC) to provide an appropriate,

effective and safe service for its client group. Most recently, the ACHS indicated

concerns about the capacity of BAC to provide safe care. The local governing body

has decided that environmental changes (including relocation) are necessary. These

have been agreed to and are underway.

The present review has been commissioned in the knowledge that the proposed

1

environmental/geographical shift will take place. The reviewers were asked to focus

upon the philosophy and clinical practices of the unit, with a view to assessing

whether the unit is safely meeting the needs of the consumer group, and to make

recommendations for change and improvement.

PREVIOUS REVIEWS AND REPORTS

ACHS Review

In a recent accreditation survey by the ACHS, BAC received a “High Priority

Recommendation” from the ACHS to ensure that immediate modifications are made

to improve patient and staff safety. In making this and other recommendations, the

ACHS observed:

o Palients admitted to BAC have severe and complex clinical pictures;

L]

L]

BAC has limited choice over which patients it accepts;

In the Park Hospital redevelopment, BAC has lost access to facilitics;

o There arc aspects of BAC’s configuration and related building issues that are

dangerous;
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e There has been an increase in critical incidents;

¢ There has been an increased use of “Continuous Observation”,

The ACHS made a number of other recommendations around staffing and

infrastructure needs.

DOH Brief

A brief to the Director General of Health in Queensland noted that the profile of
consumers treated in BAC had changed since the opening of the new Acute Child and
Youth Mental Health Beds in Queensland and that BAC was now treating more
complex and impaired cases. Apparently, the Acute Units are now referring to the
BAC if there are no obvious community placement options. This has resulted in more
complex cases in BAC and even less “referral out” options. In support of this
contention is the fact that Average Length of Stay in BAC has risen from four months

in 1994 to ten months in 2006.

McDermott Review

This review considered: the impact of eritical incidents on BAC; current risks at
BAC; BAC management practices, staff, environment and systemic issues; and, BAC

responses to critical incidents. The recommendations included:

e Admission criteria and a more clearly defined target group;

e Better Risk Assessment in the admission process;

e Improvement of the risk monitoring process, especially the “Risk Assessment
Tool™;

e Improving the relationship with other parts of Park Hospital;

¢ Providing more certainty about the future of BAC.

DSS.001.002.067

32




EXHIBIT 123 . DSS.001.002.068

Also included were recommendations about staff training, whether the unit is open or
locked, the material fabric of the Unit, and the role of BAC within Queensiand Mental

Health Planning.

Community Visitors Report
This report noted that:

e BAC was over Census;

e BAC had clients in it who were over age;

o “The Unit is not of a standard to safely house medium to long term residents”;

e “Not all the young people participate in all of the prograni& The young people are

encouraged to choose the groups they are comfortable with on a voluntary basis”.

Queensland Nurses Union

The Union had written a letter of concern, specifically around the injuries sustained

by a nurse trying to apprehend a client who had run away.

CRITICAL INCIDENTS

In addition to the above reports, the present reviewers were provided with three
incidents to consider. The local governing body believed these to be emblematic of
the difficult issues BAC faces and expressed a desire for the reviewers to examine
these incidents within the broad purpose of the review. These repotts related to three
young women who had been inpatients at BAC for some time. The reviewers found

that the incidents that occurred were characterised by the following elements:
o  All the patients were female;
o All were near or over the age of 18 years;
o  All exhibited severe and complex self-harming behaviours;

o All had been given diagnoses that did not seem to adequately refiect the

chronicity, severity and complexity of the behaviours;
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4

s Referral on to Adult Mental Health Services or other more appropriate

services did not appear to be an option that had been realistically considered

for any of the patients.

The reviewers conducted an incident and file review of the cases and have
incorporated considerations around the incidents into the broader observations and

recommendations of the report.

On the basis of the above materials, mectings with stakeholders and key staff on 260
and 27 February 2009, and attendance at a staff/stakcholder ongoing education

meeting, we offer the following observations and recommendations:

OBSRVATIONS AND RECOMMENDATIONS

Governance
In terms of both corporate and clinical governance, a number of the usual
mechanisms, processes and systems for ensuring proper governance did not appear (o

be in place at BAC. Specifically, there did not appear to be:

I. Clear lines of responsibility and accountability to senior levels within
Queensland Health for the overall quality of clinical care;
2. Clear local policies that are integrated with wider policies aimed at managing
risks;
3. Procedures for all professional groups to identify and remedy poor
performance;
4. Much in the way of Quality Improvement activities. A comprehensive
approach would include consideration and use of
e Clinical guidelines/Evidence-based practice;
o Continuing Professional Development:
o Clinical Audits;

o The effective monitoring of clinical care deficiencies;
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¢ Research and development;
e “Caldicott principles” to manage the collection and use of patient

information;

To elaborate, the role of BAC in the hospital and State plan remains unclear. BAC
does not feature in the hospital organisational charts, nor is its role articulated in a
State-wide plan for child and adolescent mental health services. While patient safety
was certainly a priority at BAC, there was a focus on physical environmental issues
and less emphasis on a systematic approach that included formal reporting and
documenting in the medical record for all incidents, including “near misses”, and a
process for reviewing incidents lo inform staff and to effect change in client

management {o improve patient safety.

To support the above process and address other clinical documentation issues, regular
reviews of medical records (file audits) are often used in other centres; this did not

seem to be the practice at BAC.

Policies and procedures sighted had been in place a long time with little evidence of a

review of their continved appropriateness.

There did not appear to be a system in place to manage, respond to or analyse
complaints cither from within the client population in the unit or from the broader

community.

While we did not specifically ask about this issue, it is feasible that Performance
Reviews are not a regular part of professional practice at BAC and, if they are, they
do not appear to be targeted at assisting clinicians to maintain best practice and

improve patient care,

BAC does not appear to have a framework which aligns with State legislation,
Queensland Health policy directives, and local protocols governing the credentialing

and defining the scope of clinical practice of medical, nursing and allied health

practitioners working in the unit. In the absence of this framework, aspects of

DSS.001.002.070
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6

recruitment, the capacity to adopt particular clinical models and a coherent approach
to professional development and clinical supervision are all compromised. For
example, it was evident that clinical practice at the unit was established on principles
that had been developed some time ago. Apart from the external reviews of the unit,
there was little evidence that BAC had recently reviewed and audited its clinical

model against current accepted best practice and evidence based care,
Communication around continuity of care of clients in the unit, but particularly
between nursing staff on each shift and between shifts, is poor and poorly
documented.

Recommendations:

IR Thai generally accepted mechanisms of elinical and corporaie governance are

introduced or enhianced within BAC. These would inchde:

2, The State and hospiial should give a clear determination of the role and
Junction of BAC.

3, This information (aboul role and fimgction) needs to be disseminated in veritten
Jorm to all stakehiolders. :

4. The role and function should be operationalized and « reporiing framework
developed such that the unit is shoyn to be fulfilling its function.

5 That a procedure is developed 1o provide a framework governing the
eredentialing and defining the scope of clinical practice of practitioners al
BAC,

0. That an inteprated risk management approach is introduced into all aspects of

BAC funciioning, ensuring il is evidence based and aligned with o hroader

Hospital, Area and State Risk Managemeni approach.,

7. All incidents  (including  “near miss” events) should be reported and
documented and regularly reviewed in « broad staff’ forum fo identify
problems and improve client safety,

8 Regular file aundits be wndertaken to ensiwre the medical record is capfuring all
appropricte patienl centred data and to identify areas and indicalors for

improvement.
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g Al polivies should be veviewed as 1o thelr appropriateness and veveritten or
updated (o reflect desired practice.

10. That a system for managing, responding 1o and analysing complaints be
introduced to improve communily and client .\‘uff'.xj)’a(:‘{i{}n with BAC.

11 That Performance Review processes are estublished or enhanced to assist
cliniciany maintain best practice and ingrove patient care.

12 That audits of clinical prociice are carvied out and, where necessary,
strategies for improving practice are implemented.

13, Clinical handover should be refined and implemented; ity nature will be

dependent on the integrated model of care adopted, but it should involve all
relevant clinical staff and provide mrsing staff, in particular, with the
opporiunity to comment on consumers that they have had direct care

responsibilities for on a particulor shifi.

Clinical Model

Noting that the clinical population serviced by BAC has changed in recent years (with
a greater proportion of more severely ill clients, extensive comorbidity etc), one of the
major problems is the apparent lack of evidence-based treatments employed by the

unit.

The reviewers had a number of interventions described to them; however, Milieu
Therapy and Adventure Therapy were the two overriding interventions highlighted as

encapsulating the clinical approach of the programme.

Typically, Milieu Therapy is a form of psychotherapy that involves the use of
therapeutic communities. It has been used as a viable treatment modality for children
for over fifty years in residential and inpaticent settings. Milieu Therapy is potentially a
powerful therapeutic tool when individual dynamics and the social system can be
combined in a planned and meaningful way to manage and change behaviour and

relationships in settings such as BAC,

DSS.001.002.072
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There was little evidence presented to the reviewers that Milieu Therapy at BAC is a
planned intervention in which everyday events and interactions are therapeutically
designed for the purpose of enhancing social skills and building confidence. Rather,

the evidence and the finding of the reviewers was that afternoons and evenings are
unstructured times with no program and that the BAC nursing staff are not engaged
in this type of therapy, partly because they are not trained in it and partly because they

spend much time in the continuous observation of clients.

Adventure Therapy is the creation of opportunities to explore the unknown in a safe
environment through team based adventure activities, This therapeutic approach has
the capacity to engage adolescents and young people. There is a small body of
literature about the intervention and, while the data about effectiveness from that
literature is equivocal, its use at BAC is not contraindicated, Its drawbacks, however,
are that it is not an activity that can be intensively introduced into the day to day

running of the unit and that as a stand-alone intervention its outcomes are poor.

It is noted that the loss (as reported in early reviews) of positions and facilities will
have compromised the capacity of BAC to successfully implement structured out of

hours activity and the Adventure Therapy Programme.

The AI-A7 programs are behaviour management programs employed to manage
difficult and challenging behaviours. It has been previously noted that they have been
used for many years without documented evidence that they are effective or that they

have been systematically reviewed.

A previous review conducted in 2003 recommended the BAC close the programs for
several days each year to invest time in program review, management, procedural and

training issues, There is no evidence that this recommendation has been acted upon.

The recommendation made previously (2003) to close the program for several days to
undertake review and development activities is considered to remain integral to the

successiul functioning of BAC.

DSS.001.002.073
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Behaviour management plans continue to have a place within the clinical model in
managing difficult behaviours; however, these plans may benefit from being
individualised more, and eliminating their availability in pre-typed form that serves to

inhibit consumer and staff creative problem-solving skills.

Time and effort could be directed at identifying interventions, other than continuous
observation, that are suitable for maintaining the safety of consumers and others when
consumers present with severe behavioural disturbance. Pursuing the idea of a high
dependency unit may prove to be the most judicious use of human and financial

resources.

Recommendations about unstructured periods of the day made here are reiterated
from those made in the previous review (McDermott et al, August 2003, p 40) that the
risk of critical incidents occurring could be reduced by ensuring small group sizes and
structuring time outside of school hours with therapeutic group activities. The
therapeutic milicu and adventure therapy style interventions may be utilised - the
important aspect here is that they are planned and integrated into a holistic therapeutic

approach

It is worth emphasising that while it may be argued that the various types or aspects of
treatment — Milieu Therapy, Adventure Therapy - described above have a role, these
should not be the cornerstone of a contemporary treatment program, nor the optimal
“model of care”. For example, patients with eating disorders may benefit from using
the “Maudsley Eating Disorders Model”, those with challenging personalities may

warrant Dialectical Behaviour Therapy (DBT), etc.

Finally a previous review noted that “not all the young people participate in all of the
programs. The young people are encouraged to choose the groups they are
comfortable with on a voluntary basis” While appreciating that attainment of
autonomy is an important task of adolescence, the reviewers believe a more directive

approach aboul treatment in agreement with the client will be more productive.

DSS.001.002.074
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Recommendations:
. A model of care should be formuluted, based on the currently available
evidence and the nature of clierds presenting 1o the service.
2 The recommendation made previously (2003) to close the program for several

days (o undertake a review and development of @ model of care is reiterated,

3. That the inerease in risk associated with unstructured time is noted and the
structured interventions are considered jor these periods.

7. I BAC is seen as a Therapeutic Communily ufilising o Miliew approach, that
this approach is formalised, key activities identified and duocimenied, ond
appropriaie raining and supervision for staff provided.

5. That Advesture Therapy may continue but, if so, this showld be seen as
component part of an overall therapeuiic approach.

0. That interventions other than continuous observation be introduced, that are
suitable for mainiaining the safety of consumers and others when consumers
present with severe behavioural disturbanee.

7, The different presentations to the service and variely of disorders encownfered
will require a range of tailored treatments and, consequently, individual
treatment plans should be developed and documented in the medica record
and an appropriate range of evidence hased interventions should be uiilised o
meel the Individual needs of i increasingly complex group of cliens.

&, Staff require adequaie Iraining and clinical supervision to ensure the new
reatments are delivered optimally and that they are modified as new evidence
hecomes available,

9. Individual treatmient  contracts shovld  he  develaped  with patients  and
parents/carers. The contract should stiputate the expectation of participation
in BAC progranunes by cliesds/parests/carers and the consequences for non

participation.
Nursing Model of Care

It is unclear which model of carc the nursing staff at BAC are presently utilising.

However, it appears that the Functional or Task Allocation model may be closest to
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reflecting how the team are functioning, In this model, the nurse is allocated tasks to
complete, rather than patients to care for. The particular tasks that may be allocated fo

a nurse working at BAC include continuous observation, tiedication and escort.

The Queensland Health Nursing Model of Care - Toolkit for Nurses (2003) notes that
while this model may useful in situations where there is a staffing crisis or that it may
be more efficient for certain care, its weaknesses include depersonalised care,

ritualised and repetitive tasks, and reduced job satisfaction.

During the visit, some nursing stafl identified that it was particularly stressful being
allocated to escort duty, during which time the nurse is required to be a continuous
escort for consumers attending appointments usually outside BAC. Nurses reported
feeling anxious and unsupported having to remain alone with consumers in what is

usually an unfamiliar environment,
Revcommendaiions:

1. Consideration should be given to changing 1o a Patient Allocation Model or a
Team Nursing Model, or a combination of both (the Combinaiion Patient
Allocation & Team Model). The strengths of each model are outlined in

Queensland Health Nursing Model of Care - Toolkit for Nurses (2003, pp6-7).

[Patient allocation sees an individual nurse allocated 1o a group of patients

and undertaking tolal patient care for thal group. it has the advantages of

providing  personalised and  holistic care while increasing the sense of

autonomy  and  accountabitiny: and  allowing  more  opportunities  for
communication with other health  professionals. Team nursing involves
dividing work hetween a group of nurses who are allocated 1o care for «
mumber of patients.  The Team Nursing Model strengths are identified as
improving collaboration, flexibility and time efficiency as well as having a
stipportive/teaching function.  The Combination Patient Allocation & Team

Model combines the sirengths of team nursing with parient allocation, ]

DSS.001.002.076
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Patient Journey

The “Report of the Site Options paper for the Development of the Barrett Adolescent

Centre” identified a number of issues related to the patient journey of clients admitted

to BAC. These included:

©

The need for acute medical management at a local general hospital at regular
intervals;

Occasional need for more intensive acute psychiatric care;

The need for intensive discharge planning at point of referral;

Integration of BAC with services at the local community of origin;

Partial hospitalisation as a method of transition from BAC to community
management,

The remoteness of referring services, making the above patients difficull to
manage;

Out of home care for increasingly older adolescents and young people who
cannot return to their family of origin;

Transitioning to suitable adult mental health services if the adolescent requires

long term treatment and has reached an age where this transition is necessary.

The management or the difficultics in managing these issues has created somie

significant problems for BAC. The reviewers were advised that:

Admissions to BAC are increasingly severe and complex;

There is a perception that BAC has a limited choice over whom it accepts;
There are referrals on from the CAMHS Acute Units if there is no obvious
community placement option and that BAC becomes a treatment option of
“last resort”;

A number of clients who are accepted are homeless;

A number of clients are referred from very remote parts of Queensland - often

by NGOs with little local CAMHS type support.
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The concept of continuity of care is based around the notion of seamless transitions

between treatment episodes, and this does not appear to be the case at BAC.

While some of these issues will be addressed when the unit is relocated to a site
adjacent to an acute hospital, there appear to be significant problems with all of:
referral (o the unit, waiting time to admission for accepted patients, length of stay, and

discharge planning and discharge placement.

The BAC has 15 inpatient beds gazetted for use of adolescents with challenging
mental health problems requiring medium to long term treatment, At the time of the
visit, there were  inpatients. The nursing staff on duty were unable to clarify how the
remaining beds were being utilised. [One of the clinical nurses performs the role of
Clinical Liaison Officer, coordinating the intake activities of the service. The clinical
liaison nurse informed the reviewing team that BAC has developed exclusion criteria
that include: conduct disorder, predatory behaviour, criminal behaviour, aggression,

substance misuse and moderate-severe intellectual impairment. ]

An obvious indicator of this constellation of problems is the increasing age of the
clients. At the time of the review, one third of the inpatients were over the
age of 18 years. Those individuals had admission dates of

, meaning length of stay for them was approaching 2, 3 and 4

years respectively.

Thus, consumers are not necessarily discharged at 18 years of age and there appears
to be a lack of clearly understood or communicated process to transition these young

people to adult services.

An assertively managed approach to admission and discharge will need to be adopted
by BAC wherever it is located. The following recommendations can define the

parameters of this approach.

DSS.001.002.078
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/2.

14

That advice be provided 1o referving agencies about the nature of the services
affered by BAC.

That clear inclusion and exclusion criteria be fornndated.

That referral forms for referring agencies be updated.

That service level apreements, Memoranda of Understanding or shared
protocols be used as the basis of agreement for the transfer or sharing of care
between BAC and aiher units. These would include but not be restricied to:
Agreements with local Acute Hospitals for assistance in the managentent of

the pliysical sequelae of self .

Agreements with local Acwte Hospitals for assistance in the management of

the physical complications of eating disorders,

Agreements with local Acute Menial Health Facilities for assistance in the
manageinent of acute and extreme behaviowral disturbances.

Agreements with local Acwte Mental FHealth Fucilities with regard to the
transition of older adolescents from care at BAC to cave in Adull Mental
Health Services.

That responsibility jor accepting admissions and managing discharges be
clearly articulated in the Unit policies und that this include the position(s)
responsible for the decision making.

That the length of admission, and planned discharge date. for prospective
admissions, be agreed upon by referrer and BAC staff prior to admission,

That there is firne agreement, prior to admission, abour which service will
have an ongoing rofle in the patient’s management ypon discharge (failuie 1o
agiee on this will resull in the parient not being cdmitted o BAC).

That homelessness in the absence of an identified aud agreed upon strategy

Joir accommodation al discharge be an exelusion criteria for admission (o

BAC

That the concept of step upsstep dovwn facilities and halfway houses. possibly
managed by NGOs, be explored ay methods of iransitioning clients back 1o the
community, especially those clients who will require out of home care.

That a 1arget for Length of Stay be set for BAC - this can be aspirational, but

should be no maore than 12 months. dny client that exceeds this target on
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clinical grounds  should  be identified and intensively managed 1o find
alternative clinical placement including, for older clients, placement with
Adudt Mental Health Services.

That planning (owards and documentation regarding a patient's discharge
should be undertaken throughout the admission.

That regular (eg twice yearly) mectings of BAC staff with key referving
agencies oceur [o improve the veferval, ireatment and discharge processes.

That data regarding refervals, wait times, lengths of admission etc be

reviewed regularly and in different forums (eg at meetings of senior BAC staff’

and Park Hospital aid Old Mental Health)

Treatment evaluation

There appears to have been negligible evaluation of treatments delivered by BAC,

Recounnendations:

Routine use of standardised oulcome measures,

Addditional (specific) measures be used for the specific disorders managed by
the unit (eg depression rating scales for those patients with depression efc).
Regular use aof patient and parent/carer satisfaction surveys,

Affiliation with an academic unit o facilitale treatment evaluation.
Introduciion of o regular meeting to specifically address the process of

vuteome measivement at BAC and the {outcome) resulis oblained for patients.

Clinical leadership

One of the major problems of BAC relates to leadership and leadership structure.

While several staff (e.g. psychiatrist, NUM, liaison nurse, senior allicd staff) have

considerable experience, there does not appear to be a clear Executive structure nor

forum for the Executive to mect. In relation to nursing, while nursing staff reported
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that they weer all were very supportive of the relatively newly appointed Nurse Unit
Manager, it was apparent that the Clinical Nurses were underutilised in their potential
capacity as clinical leaders. It was not ¢lear if regular nursing staff’ meetings were

conducted, and the reporting lines were vague.

Similarly, it was unclear whether the Nurse Unit Mandager and the Director attended

regular meetings in their roles as providing the leadership group at BAC,

Recommendations:

/. Appoiniment  of an Execuiive whose members  have  clear roles  and
responsibilities

2. Clear delegation and swccession planning (for exanmple, ywhen the Director,
NUM, ligison nurse efc po on leave, others are appointed 1o acl in these roles
-~ this alse provides career development opportunities for various staff).

3. The Director should fmplement professional development seminars for oll the
staff and these should veflect the practice of offer service providers. Examples
of new and innovative therapies, presented by people external to BAC, should
be included.

4. BAC should provide a regular (eg quarierly) report to Park Hospital and State
mentad health abourt ity programs and wse of both tested and innovative
approaches.

The Nurse Unit Manager may benefit from adopting strategies o encourage

LN

the Clinical Nurse group lo take on more leadership roles and funetions. This
would firmly establish reporting lines and support the Nurse Unit Manager in

the evervday functioning of BAC,
Staffing profiles (nursing)
BAC consists of a large multidisciplinary team; as with most inpatient services, the

nursing establishment make up the bulk of this team. BAC currently maintains a

nursing establishment of 23.9 FTE.  Six muses are rostered on ecach shift on

DSS.001.002.081
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weekdays. The nurses work continuously in 8 hour shifts, The nursing team is led by
the Nurse Unit Manager and 4 Clinical Nurses, one of which holds an

Intake/Community Liaison position.

As in all nursing teams, there are varying levels of clinical skill and expericnce
amongst the individuals. At BAC, there are a number of staff who have been working
there for many vyears and some staff who are relatively new to Child and Youth
Mental Health (CYMH). Consultations with nursing staff present on the day of the

visit suggested that there were no nurses who had experience with another CYMH

service outside BAC. This indicates the team may be disadvantaged by a Jack of

current exposure to contemporary nursing practice within the CYMH speciality.

While all nursing staff’ reported being very supportive of the relatively newly
appointed Nurse Unit Manager, it was apparent that the Clinical Nurses were
underutilised in their potential capacity as clinical leaders. It was not clear if regular

nursing staff meetings were conducted and the teporting lines were vague,

Recommendations:

/. More robust interactions between nursing staff of BAC and other CYMH
services should he facilitated: one way to address this meay be found in
secondment activity negotiated between services.

2. The Nurse Unift Manager may henefit from adopting strategies 10 encouraye

the Clinical Nurse group to take on more leadership roles and functions. This
would firmly establish reporting lines and support the Nurse Unit Manager in

the everyday fimctioning of BAC.

Nursing Staff Training and Education

Individual consultations with nursing staff during the visit identified a general desire

for more educational/training opportunities, specifically in adolescent mental health.

DSS.001.002.082
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There appeared to some issue with the budget limiting nursing staff access to their

professional development funds to pay for development activities.

The previous BAC review conducted by McDermott et al in 2003 recommended more
training and education for staff on adolescent issues. It is clear from discussions with
nursing stall that this education is still somewhat haphazard and limited.

Clinical supervision structures are problematic. The whole team atlends group

supervision with a specialist clinical supervisor, who is also a member of the team.

Additionally, nursing stall identified aneed for more clinical supervision,

Recommendations:

/. The use of professional development funds by nwsing staff should not be

compromised by budgetary constraints. The provision of the money (o
undertake development uctivities is an aword condition,

2 Nursing staff would benefit from regular and relevant in-service. and «
program or calendar of such in-service could be developed and then
Jucilitated through rostering. There appears ter be generons blocks of time thai
could be regularly quarantined for staf] development during the time the

young people are atténding school.

3 Structures for group clinical supervision should be reviewed and strengthened

by sourcing a clinical supervisor not currently working af BAC,

Finally, while staff may understandably be unsettled by the prospect of significant

changes as recommended in this report, the proposed rebuilding of the facility at a
new location constitules an unprecedented opportunity to reflect on BAC’s purpose,
mission, systems and work practices. With a motivated leadership team employing
good change management skills, BAC and key stakeholders can seize this chance to

review the service and maintain BAC’s commendably long record of service

provision lo young people in Queensland.
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