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Appendix 1: Mapping Tool

TRACK Study: Service Evaluation Questionnaire

The TRACK study aims to explore the process of transition from Child & Adolescent
Mental Health Services (CAMHS) to adult mental health services in London, Coventry
and North and South Warwickshire. We specifically want to identify the organisational
factors that facilitate or impede effective transition of patients from CAMHS to adult
mental health services. We want to understand how services plan transition, how the
process is implemented and what problems, if any, are perceived by those undergoing
transition.

The study is funded by NHS Service Development and Organisation Research and
development programme (SDO). No group or individual will be making any commercial or
financial gain from it. The Wandsworth Research Ethics Committee (MREC) has reviewed
the study and has given it their approval.

As an initial step, we are mapping current service provision. We would be very grateful if
you could spend a few moments te fill the enclosed questionnaire.

All data will be treated in the strictest confidence. Your team will not be identified in
any database and the data will not be used for any purpose other than the mapping
exercise.

For the purpose of this study, a service /s defined as provider agency that provides
CAMHS tier 2/3/4 services with shared transition protocols and procedures. If within
your service, some teams use different protocols or procedures for transition, please
count each group of teams using a shared ftransition procedure/policy/protocol as a
distinct service, '

If you have any queries, comments or suggestions, please contact :

Dr Zoebia Islam Tel: 024 7657 5882, E-mail: z.islam@warwick ac.uk

or

Prof. Swaran P Singh :Tel: 024 76150190, E-mail: s.p.singh@warwick.ac.uk

Many thanks for your help
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1. Team name

2. Respondent

Name:

Profession:

Job Title:

3. Catchment population e, Q00

4. Service type:

L]

CAMHS Assertive Community Team Adoiesc[:] Service

Other specialist service (please specify)

5. Staffing levels: Total FTE equivalent (Full Time =1.0; for part time, each half day=

01)

Total mental health care staff
{excluding trainees)

Total FTE per
discipline

Total FTE at
Consultant grade

Nursing

Psychology

Psychiatry

Social work i

Systemic Psychotherapy/
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Family Therapy

Psychodynamic Psychotherapy é

Experiential Psychotherapy, e.g. Art
Therapy

Child Primary Mental Health
Practiticner

Occupational Therapy

Other (please specify)

Other (please specify)

Other (please specify)
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6. Case load: What is your team's caseload?
A case is defined as a young person with whom your service has been actively working.
Active work includes any of the following activities: assessment, treatment, case
management, liaison, consultation, case support and health promotion. The length of time
spent with a case /s not important.

Numbers referred in the last calendar year

Number of currently open cases

(The last calendar year will be taken as January 1°" - December 31°" 2006)

7. Adult teams: How many adult tfeams does your service relate to and/or transfer

cases fo?
CMHTs Eating Disorders
Learning Disability Psychotherapy

Forensic Services

Others (please specify)

8. Transition boundary: How do you define the boundary between your service and
adult services (that is, the criteria for referral on to the adult service)?

Age limit Educational status

9. Transition numbers: How many patients stay within the service after crossing the
fransition boundary?

Please state the average number per year over the last three years
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10. Closure policy: Do you have a wri“r‘rﬁjiosum policy?;j
Yes No ’ —

If ves, please attach a copy.

11. Transition protocol: Do you have a written policy/guidelines for transition of
patients under your care to adult services? Yes No

|

If yes, please attach a copy. L rj

12, Transition management: Do you have a written policy/guideline for managing the
interface (i.e. the point at which interaction occurs) between your service and adult

services?
L]
Yes {—:[o L

If ves, please attach a copy.

13. Potential referrals: How many cases on average do you consider to be suitable
for transfer to adult services?

Please state the average number per year over the last three years

14, Referrals accepted: How many cases on average make a transition from your
service to adult services?

Please state the average number per year over the last three years

15. Transition Process: for patients making a transition, do you aim for?

(a) Documented hand-over planning

§
i

. Always

Sometimes

Never
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(b) Joint meeting with adult service

Always |

Sometimes

Never

(¢) Involvement of the parents/carer in care plan and decision making

Always

Sometimes

Never

(d) Involvement of the service users in care plan and decision making

Always

Sometimes

Never
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(e) Preparing the young person for ending one therapeutic relationship and starting
another

Always

Sometimes

Never

() Accountability for the process (e.g. a single clinician may be identified from one of
the services to co- ordinate the transition).

Always

Sometimes

Never

Please elaborate on how you carry out the above, and on how you carry out any other
aspecis of the fransition process:

(Please continue on a separate sheet if necessary)

On the next page, please provide us with details of all patients who crossed your
transition boundary in 2006 and were or could have been transferred by your service to
adult services. The information obtained in this study will be entirely confidential. Tt will
be stored on a computer with each service identified only by a number code. Only the
researchers involved in the study will be able to view the information. The mapping
report will not identify services and not be circulated. However, it will appear in print at
some stage.,

Many thanks for your help.
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s‘
' Young people referred (name of the adult service in question)

1
1

question)

Young people you might have referred but did not (name of the adult service in

| Young people you referred (name of the adult service in question) but who were not

accepted by adult mental health services

Flease continue on a separate sheet if necessary.
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Appendix 2: Case note tracking questionnaire
for actual referrals

TRACK Stage 2
Case Note Review — Transition from CAMHS to Adult MHS

Actual Referrals

Case no:
Patient name:

Case note reviewer:

Date of data collection:

This questionnaire should be completed ondy /fthe young person was successfully transferred to

adult services.

When completing:

. in general, tick boxes
. NR=not recorded
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SECTION 1: SERVICE / TRANSITION DETAILS
(must be completed prior to completing rest of the form)

CAMHS Team name and locality:

CAMHS Tier: 2/2-3/ 4

Team Borough or National/Specialist:

Trust:

Transitional hierarchy for completion of case note review:
Young person referred to AMHS (whether referral accepted or not): Yes I No O
o if yes, data in Section 2 relates to time that referral was made

o if no, data in section 2 relates to time of crossing CAMHS/AMHS boundary (whether young
person still being seen by CAMHS or not). In this case, for this CAMHS, please specify
criteria for crossing CAMHS/AMHS boundary:

0 age (specify: ),
O leaving full-time education (specify: secondary school/ 6™ form/college), OR

0 other boundary (specify: )

Information collected from:
CAMHS notes [0 CAMHS electronic records O AMHS notes O

AMHS electronic records O Other O (specify)

SECTION 2: DETAILS AT TIME OF REFERRAL TO AMHS/CROSSING TRANSITIONAL
BOUNDARY

YOUNG PERSON:
Date of birth: (date) __ (month) _(year)
Gender: Male / Female

Address:

UR/PID (NHS Patient Identification Number): .
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Ethnic Group [Insert no., see appendix 1}: __~ NR O

First Language: English O Other O (please state ) NRDO
Second language: English OO Other [ (please state ) NRO
Age:

. If the young person is under 18:

o name of identified person with parental responsibility:

address:

tel. no.:
o) A Looked After Child? Yes OO No O

. If the young person is over 18 years:
o Does he/she have an identified carer? Yes O No O

o Relationship to young person: Parent O Sibling I Extended family member OJ

Partner (or girlfriend/boyfriend) O Friend [0 Other O (please state

Young person’s living arrangements:

Onown O parental home [0 mother's home [0 father's home O foster carer’s home [J

shared accommodation (not with family) O in another’s home (describe relationship) O

Are other agencies involved with the young person?

O health  (please state )
[J social care (please state )
O education {please state )
O voluntary (please state )

Is the young person in education?
Full time O Parttimed No[ NRO

If so: School 0O college O other [ (specify: )

What is the highest level of education reached to date?
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Some School O GCSE O Some college (1 A-level (I

Other O (specify: YNR OO

Is the young person currently in employment?
Full time O Parttime NoO NRO

If 50, specify type:

FAMILY DETAILS AT TIME OF REFERRAL TO AMHS/CROSSING TRANSITIONAL
BOUNDARY

Parents’ details:
Married & cohabiting O Cohabiting @ Separated O Divorced O NR O

If parents separated or divorced or looked after child (specify which or both):
Current contact with mother:regular O irregular O none O
Current contact with father: reqular O irregular O none O

Parental Occupation: Father / NR O

Mother / NR O

Family history of mental health difficulties:
Overall:  YesO NoO NRO

Mum YesO NoO NR[O

Dad YesOO NoO NRO

Siblings  YesO NoO NRO

Uncles/aunts YesD No (O NRO
Grandparents Yes O No[d NR O

Other family YesO No[O NRO

Family members who attend CAMHS

Mother:  regularly 0 sometimes OO never O
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Father: regularly 0 sometimes O never O

One or more siblings: regularly O sometimes 0 never O

Other family member(s):

please specify cregularly O sometimes [0 never O
please specify regularly O sometimes 0 never O
please specify s regularly O sometimes O never O

Has a carer’s assessment been offered at any stage?
If so, by whom? CAMHS O Adult MHS O Other O (specify )

If so, when? Before transition [0 at time of transition I after transition O
Was it accepted? YesO No [ NRO
Was it carried out? YesO No O NRO

SECTION 3: DETAILS OF REFERRAL TO CAMHS FOR THE EPISODE OF CARE
RESULTING IN REFERRAL TO AMHS OR CROSSING OF TRANSITIONAL BOUNDARY

Referral: Routine O Urgent O

Referred by: General Practitioner O Paediatrician 0 Health Visitor O

School Nurse or School Health Advisor 0 Other Education-based professional O Social Worker
O Self or family referral 0  Another CAMHS O Other O (specify )

Reasons for referral? (tick as many as are relevant)
Emotional (e.g. anxiety, depression, OCD) [ Behavioural [J

Developmental (e.g. autism spectrum disorder, ADHD) 0 Eating Disorder 0 Psychosis [J

Family relationship issues O Crisis or complex psychosocial (e.g. deliberate self harm) 3

Learning difficulties @ Poor academic progress [  peer problems O
Other O (specify )

SECTION 4: DETAILS OF ASSESSMENT AT CAMHS DURING THE EPISODE OF CARE
RESULTING IN REFERRAL TO AMHS OR CROSSING OF TRANSITIONAL BOUNDARY

How many weeks between referral and assessment?
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Assessed by (specify number of each profession in brackets):
Mental Health Nurse { )  Clinical Psychologist ( )  Psychiatrist { )
Social Worker ()  Primary Mental Health Worker ( )
Family/Systemic Therapist ( ) Psychotherapist (e.g. psychodynamic ) ( )

Experiential Therapist (e.q. Art, Drama. Specify: ) ()
Paediatrician ( ) Paediatric Nurse ( )} Other (specify Y ()

Initial Diagnoses (from correspondence to referrer/case notes):

Clinical diagnoses / key problems:

ICD 10 diagnoses: code:
DSM 4 code diagnoses: code:
Other:

Previous contact with this CAMHS / another CAMHS
specify number il NRO
Age at first referral to any CAMHS

Number of other CAMHS attended

Age at first referral to this CAMHS

Number of previous (not including this referral) referrals to this CAMHS

Number of previous referrals to this CAMHS not accepted by service

Cumulative length of episodes of care, prior to this episode, at this CAMHS

List all known diagnoses / key problems for all previous contact with any CAMHS:

SECTION 5: DETAILS OF SUBSEQUENT CONTACT WITH
THIS CAMHS

Interventions delivered (tick as many as relevant)
Medication [0 Family Therapy O General support or follow up O

Individual therapy (Type if noted, e.g. CBT, psychodynamic. y O
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Parenting support (Type if noted, e.g. groups/ parallel or separate sessions with/from individual
sessions for child y O

Experiential Therapy (Type if noted, e.g. Art Therapy: yO

Consultation / liaison with other agencies O

If so: SchoolEducation 0 Social Services 0 YOT (Youth Offending Service) O
Multi-agency O  Other (specify YO

Other (specify: YO

CAMHS professionals who delivered face-to-face work or consultation:
Total number:

Mental Health Nurse ( ) Clinical Psychologist ( ) Psychiatrist ( )

Social Worker () Primary Mental Health Worker ( )

Family/Systemic Therapist { )  Psychotherapist (e.g. psychodynamic ) ( )

Experiential Therapist (e.g. Art, Drama. Specify: y(O)
Paediatrician ( ) Paediatric Nurse ( )  Other (specify ) ()

Discipline of CAMHS case manager(s)/key-worker(s):

Status: While attending CAMHS, was the young person, at any time:

’ A Looked After Child (in Care) / attending Leaving Care services

YesO NoO NRO
. Given a Statement of Special Educational Needs: Yes NoO NRO
. On the Child Protection Register: Yes O No[O NRO

o If yes, specify categories:

physical abuse O emotional abuse OO  sexual abuse O neglect O
. Admitted to hospital for mental health problems:  Yes OO No O NRO

0 mental health unit

O paediatric unit
° Detained under a section of the Mental Health Act 1983
o Yes[O NolO NRDO
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o Ifyes; Section 2 0 Section 30 other O (specify )
. Involved with YOT YesO NoO NRO
. Refugee or asylum seeker YesO NoO NRO

SECTION 6: DETAILS AT TIME OF REFERRAL TO AMHS / CROSSING TRANSITIONAL
BOUNDARY

Number of weeks between assessment at CAMHS and referral to AMHS/ crossing transitional

boundary:

CLINICAL DETAILS

Clinicians involved (specify number of each profession in brackets:
Mental Health Nurse ( ) Clinical Psychologist ( ) Psychiatrist { )
Social Worker () Primary Mental Health Worker { )

Family/Systemic Therapist { )  Psychotherapist (e.g. psychodynamic ) ( )

Experiential Therapist (e.g. Art, Drama. Specify: YO
Paediatrician ( ) Paediatric Nurse ( ) Other (specify Y()

Discipline of CAMHS case manager(s)/key-worker(s):

Diagnoses / Impression (from correspondence/case notes):

Clinical diagnoses / key problems:

ICD 10 diagnoses: code:
DSM 4 code diagnoses: code:
Other:

Interventions being delivered (tick as many as relevant)
Medication [0 Family Therapy IJ General support or follow up O

Individual therapy (Type if noted, e.g. CBT, psychodynamic. y O

Parenting support (Type if noted, e.g. groups/ parallel or separate sessions with/from individual

sessions for child yO
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Experiential Therapy (Type if noted, e.g. Art Therapy: ) O

Consultation / liaison with other agencies [

If so: Early Intervention in Psychosis Team (EIT) O other AMHS OO School/Education [J

Social Services 0 Multi-agency O other O (specify )
Other (specify: )
Status:
. A Looked After Child (in Care) / attending Leaving Care services
YesDJ NoO NRO
. Has a Statement of Special Educational Needs: YesT No [ NRO
. On the Child Protection Register: Yes No [ NRDO

o If yes, specify categories:

physical abuse O emotional abuse [ sexual abuse O neglect O

. In a hospital for mental health problems: Yes© NoO NRO
[J mental health unit

0 paediatric unit

. Detained under a section of the Mental Health Act 1983

o YesO NoO NRO

o Ifyes; Section 2 0 Section 30 other O (specify )
. Care Programme Approach (CPA)

o Yes Nol NRO
o Standard O Enhanced O
. Involved with YOT Yesd NoO NRO
. Refugee or asylum seeker YesTO NoO NRO

REFERRAL DETAILS

Method of successful referral: (tick as many as are relevant; this refers to the ultimately

successful referral to adult services. Any initial unsuccessful referrals will be recorded later)

Letter O telephone O electronic O  other O (specify )

If letter, copied to: GP 0 young person O Parent(s)/carer(s) O Other O (specify )

Clinicians involved in successful referral:
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Discipline of clinician making any referral to AMHS:

To whom the referral was sent: Discipline of clinician, if specified

Specific AMHS:

Reason for referral: Presentation (tick as many as indicated)
] on going mental health problems/disorders requiring specialist treatment: specify

medication and/or psychological treatment and/ or monitoring

d new episode of the mental health problem(s)/disorder(s) for which the young person
was already seen by CAMHS
] new episode of a different mental health problem(s)/disorder(s) in a young person who

was already seen by CAMHS for a different problem/disorder

0

new episode of mental health problem(s)/disorder(s) in a young person newly referred
to and assessed by CAMHS

O new episode of mental health problem(s)/disorder(s) in a young person newly referred
to but not assessed by CAMHS

O Management of risk (specify: self-harm or suicide &1 harm to others O

self-neglect O vulnerability to abuse [J)
O other (specify:

St

Detail in referral: (circle as many as indicated)

o Diagnoses or presentation: included &0 not included O

o current treatment: included O not included O

o past mental health history: included O not included O

o past medical history: included O not included O

o family history: included 0 not included O

o family mental health history: included O not included O

current household: included O not included O

9]

current status: included IO not included O

O

Successful Referral to:
Type of AMHS: CMHT O consultant psychiatrist O Psychology Team O

adult inpatient unit O Early Intervention I Psychosis Team O
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Eating Disorders Service 0 Learning Disability Service [0 Forensic Service O

Adult psychotherapy Service O Other [ (specify )

Reason for choice of service: (tick as many as appropriate):
local service OO type of assessment required {1 type of intervention required O

type of disorder or condition O  severity of disorder or condition O  patient preference O

parent or carer preference 0 other [0 (specify

L

Other unavailable services that would have been referred to:

Number of weeks between referral being made and any response from AMHS:

Number of weeks between referral being made and decision from AMHS:

Decision about referral made by AMHS:
o accepted and allocated [0 accepted to waiting list O

o following discussion with CAMHS OO without discussion O

If not ultimately accepted by any CAMHS, fill in potential referral

questionnaire instead of this one.

Details of any unsuccessful referrals:

Were any unsuccessful attempts at referring to AMHS made prior / concurrently to this referral?
Yes OJ No OJ

If yes:
o What was method of unsuccessful referral (tick as many as are relevant)?

Letter O telephone O  electronic O other OO (specify )

If letter, copied to: GP OO young person [0 Parent(s)/carer(s) O Other O ( )

QO

What discipline was the clinician who made the unsuccessful referral to AMHS?
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To whom the unsuccessfui referral was sent:

O

Discipline of clinician, if specified

Specific AMHS:
Type of AMHS: CMHT [0 consultant psychiatrist 1 Psychology Team O

o}

adult inpatient unit 0 Early Intervention I Psychosis Team O
Eating Disorders Service 0  Learning Disability Service 0  Forensic Service [0

Adult psychotherapy Service 0  Other O (specify )

Reason for choice of service: (tick as many as appropriate):

0]

Local service O  type of assessment required O  type of intervention required O
type of disorder or condition O severity of disorder or condition T

patient preference 0  parent or carer preference [ other [J (specify

O

to parent(s)/carer(s) [1 to General Practitioner O

Reason: does not meet referral criteria O

O

no relevant service available (specify what service: Yo
no relevant expertise (specify in what: )
No reason [0 other reason (specify )y O

o Alternative sources of help suggested: no O yes O (specify )

TRANSITION PROCESS
Preparation of family:

Transfer of care mentioned to young person: Yes (date: YO Nold NRO

Transfer of care mentioned to parent(s)/carer(s): Yes (date: YO Nod NRO

Young person’s consent for referral to AMHS sought:
documented clearly O  inferred O not recorded OO
Reason for transfer to AMHS communicated to young person:

documented clearly O inferred OO not recorded O

Non-acceptance of referral communicated: to CAMHS referrer O to young person O
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Discussion about the ending of the therapeutic relationship(s):
documented clearly O inferred O not recorded OO
Preparation for professionals
Transition planning meeting between CAMHS and AMHS (number):
) offered by CAMHS but not taken up by AMHS
() offered but not arranged
) offered and arranged
() discussion between professionals alongside joint appointment with young person
) discussion between professionals alongside joint appointment with parent(s)/carer(s)

- discussion between professionals alongside joint appointment with young person and

parent(s)/carer(s)

see, if they are involved):

Involved? Yes O No O

Involved? Yes 0 No O

CAMHS staff involved in transition planning meeting (identify* professionals the young person
has been seeing, if they are involved);
Involved? Yes O No O

Involved? Yes O No O

Contents (tick as many as necessary): timeframe O transition boundary O
reasons for suggested referral to AMHS OO information about AMHS O
what will be initially offered by AMHS [0 who will initially see the young person O

change from family-oriented service to individual-oriented service O  Issues of consent O
concerns of young person [ concerns of parent/carer(s) O preferences of young person O

preferences of parent(s)/carer(s) [ Other points/concerns raised (specify):
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Additional telephone contact: Yes I No [ NR[

Reason:

Between:

Additional Email contact: YesTO No[O NRO

Reason:

Between:

Additional letter contact: Yes O No O NR O

Reason:

Between:

Other (details);

Between:

Duration of joint transition planning (up to transfer of care): Number of weeks:

Handover of care

s Successive appointments with CAMHS then AMHS: yes [ no [

» Joint appointment(s) with CAMHS/AMHS: offered by CAMHS but not taken up by AMHS O
offered but not arranged I offered and arranged O

« If not offered, any reason documented?

« If arranged:
o attended by (list):

O Young person and other family or friends:

[0 Professionals from AMHS

O Professionals from CAMHS

o Took place at: CAMHS OO AMHS O other O (specify: )
o Took place at: last CAMHS appointment O  first AMHS appointment [0 neither OO

Any other steps taken to prepare the family for the process of transition?

& Queen’s Printer and Controller of HMSO 2010 Page 215

729



EXHIBIT 117 TSK.900.001.0891

SDO Project 08/1613/117)

Young person:

parent(s)/carer(s).

Period of parallel care between CAMHS and AMHS?
Duration (weeks): Number of sessions:

Reason:

Documentation transferred to AMHS (tick as many as necessary)

Referral letter O summary of CAMHS contact 0 some CAMHS notes O all CAMHS notes [

contemporary risk assessment [ Care Programme Approach documents (if on CPA) O

Other O (specify )

SECTION 7: AMHS CONTACT DETAILS
CLINICAL DETAILS
First seen by: (specify number of each profession in brackets):
Mental Health Nurse { ) Clinical Psychologist ( ) Psychiatrist ()

Social Worker () Primary Mental Health Worker ( )  Family/Systemic Therapist ( )
Psychotherapist (e.g. Psychodynamic ) ( )

Experiential Therapist (e.g. Art, Drama. Specify: ) ()

Occupational Therapist ()  other (specify ) ()

Subsequently seen by: (specify number of each profession in brackets):
Mental Health Nurse ( ) Clinical Psychologist { )  Psychiatrist ( )

Social Worker { ) Primary Mental Health Worker ( }  Family/Systemic Therapist ( )
Psychotherapist (e.g. Psychodynamic ) ( )

Experiential Therapist (e.g. Art, Drama. Specify: ()
Occupational Therapist ( )  other (specify ()
& Queen’s Printer and Controller of HMSO 2010 Page 216

730



EXHIBIT 117 TSK.900.001.0892

SDO Project 08/1613/117)

Discipline of case manager(s)/key-worker(s):

First appointment offered by AMHS
Number of weeks between referral by CAMHS and first appointment offeredby AMHS:
Joint meeting with CAMHS: yves 0 no O
Appointment withdrawn and young person discharged because of:
disengagement with CAMHS O non-response to AMHS attempts to arrange appointment [
Attended: by young person O young person and parent(s)/carer(s) O
parent(s)/carer(sy only 0 DNA O
If DNA, what was the outcome? Discharged OO further appointment O
Diagnoses / Impression following initial assessment

Clinical diagnoses / key problems:

ICD 10 diagnoses: code:

DSM 4 code diagnoses: code:

Outcome of initial assessment:
discharged O on-going clinical management O DNA: Further appointment OJ

Second appointment

o Number of weeks after first No second appointment [

o Type: General follow-up O specific intervention O (specify )

o Attended: by young person 0 young person and parent(s)/carer(s) O
parent(s)/carer(s) only 0 DNA O
o 1f DNA, outcome: Discharged [0 further appointment O

Interventions offered overall (tick as many as relevant, and whether refused or accepted by

young person)
Inpatient admission: Number

For each: refused / accepted

duration
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status (voluntary / under MHA [specify section])

Day facility attendance: specify refused O accepted O

Medication: specify refused O accepted O

Family Therapy: Behavioural O Systemic (1 other (O  refused O accepted O

General support or follow up refused O accepted O
Individual therapy: Type if noted refused O accepted O
Carer support: refused 00 accepted OO

Type if noted, e.g. groups/ parallel or separate sessions with/from individual sessions for

young person)

Experiential Therapy: Type: refused O accepted O
Consultation with other agencies: specify refused 00 accepted O
Referral

To other AMHS: specify refused O accepted O
To other voluntary or statutory agencies: specify refused O accepted O
Other: specify: refused 0 accepted I

Status (at any time in contact with AMHS):

. A Looked After Child (in Care) / attending Leaving Care services

YesO No[ NRO
. Has a Statement of Special Educational Needs: Yes O NoO NRO
. On the Child Protection Register: Yes O No O NRDO

o If yes, specify categories:
physical abuse [0 emotional abuse [ sexual abuse O neglect O
. In a hospital for mental health pro’'s @ YesdO NoO NRO

0 mental health unit

0 paediatric unit
. Detained under a section of the Mental Health Act 1983
o YesO NoO NRO
o If yes; Section 2 0 Section 3 [0 other O (specify )
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Care Programme Approach (CPA)

YesO NolO NRO

Standard @ Enhanced O

Involved with YOT YesO NoDd NRO
Refugee or asylum seeker YesO NoO NRO

Q

O

Attendance at AMHS

Discharged OO open but lost to follow up O open but infrequent attendance O

open

and regular attendance O

If discharged at any point by AMHS

e}

e}

O

reason: presenting problem resolved altogether O

presenting problem resclved somewhat 0  does not meet referral criteria [

no relevant service available (specify what service: y O

no relevant expertise (specify in what: )OO Noreason O DNA O
other reason O (specify )

Alternative sources of help suggested: no O vyes O (specify )

Discharge communicated: to CAMHS referrer O to General Practitioner O

to young person O to parent(s)/carer(s) O

If discharged and CAMHS informed, what was CAMHS response? (tick as many as relevant)

]

0O o o

0

continued efforts to refer to AMHS:

O re-referral to another AMHS

O telephone consultation with AMHS (n= )

O face to face consultation with AMHS (n= )

discharged to primary care / other health service (specify: )

further appointment considering options then discharged to primary care

referral to other agencies (voluntary and statutory): list

On-going input from CAMHS
If ongoing input: Number of sessions Duration of contact (weeks)

Subsequently closed? Yes [0 No [

In any case:
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How many appointments offered in the first three months?
How many appointments attended (%)?
How long has there been between the first appointment and now / discharge in weeks?

If poor attendance (two successive appointments missed at any time), what efforts were made
to engage the young person?
o lLetters:Yes(n= YO Noll NRO
Phonecalls: Yes (n= )O Nod NRO
Other: specify

Q

O

If poor attendance, what efforts were made to contact the parent(s)/carer(s)?
o Letters:Yes(n= )YIO No NRO
o Phonecalls: Yes(n= YO NoO NR[O
o Other: specify

If poor attendance, any contact with:

0 CAMHS? Specify

0 General Practitioner? Specify

SECTION 8: DETAILS USEFUL FOR PARTICIPATION IN STAGE 4

Last known address:

Phone number:

Last known GP and contact details:

Details of any current case manager/key worker:

Name: Role:

Service contact details:

Any general comments on the nature of the transition (positive / negative etc):
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Appendix 1: Ethnicity Classification (from Census 2001 Ethnicity Classification System)

1
| 2.
3.

White British
White Irish
Other White
Background
Mixed White and
Black Caribbean
Mixed White and
Black African
Mixed White and

Asian

‘ 7. Other Mixed

i Background
- 8. Indian
9. Pakistani

10. Bangladeshi
11. Other Asian
Background

12. Caribbean

13, African

14. Other Black
- Background
| 15. Chinese

16.  Other ethnic group
(please state)
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Appendix 3: Case note tracking questionnaire
for potential referrals

TRACK Stage 2
Case Note Review — Transition from CAMHS to Adult MHS

Potential Referrals

Case no:

Patient name:

Case note reviewer:

Date of data collection:

This questionnaire should be completed if AMHS did not accept the referral, or if the young

person crossed the transition boundary but was not subseguently referred to AMHS

When completing:

N in general, tick boxes
. NR=not recorded
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Potential Referral Questionnaire completed because:
a) AMHS did not accept referral O
b) young person crossed transition boundary but was not referred to AMHS [
¢) A referral has been made but AMHS have not yet made their final decision O
If ¢) how many weeks between referral to adult services and now?
SECTION 1: SERVICE / TRANSITION DETAILS

CAMHS Team name and locality:

CAMHS Tier: 2/2-3/ 4

Team Borough or National/Specialist:

Trust:

Transitional hierarchy for completion of case note review:
Young person referred to AMHS (whether referral accepted or not): Yes 0 No O
o if yes, data in Section 2 relates to time that referral was made

o) if no, data in section 2 relates to time of crossing CAMHS/AMHS boundary (whether young
person still being seen by CAMHS or not). In this case, for this CAMHS, piease specify
criteria for crossing CAMHS/AMHS boundary:

O age (specify: ),
O leaving full-time education (specify: secondary school/ 6™ form/college), OR

{0 other boundary (specify: )

Information collected from:
CAMHS notes [0 CAMHS electronic records O  AMHS notes O

AMHS electronic records 0 Other O (specify)

SECTION 2: DETAILS AT TIME OF REFERRAL TO AMHS/CROSSING TRANSITIONAL
BOUNDARY

YOUNG PERSON:
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UR/PID (NHS Patient Identification Number):
Ethnic Group [Insert no., see appendix 1]: NR O

First Language: English O Cther O (please state

)

Second language: English 0 Other O (please state

Age:
. If the young person is under 18:
o name of identified person with parental responsibility:
address:
tel. no.; __
o Alooked After Child? Yes O No O
. If the young person is over 18 years:

o Does he/she have an identified carer? Yes O No O

NR O

Yy NRO

o Relationship to young person: Parent O Sibling O Extended family member O

Partner (or girlfriend/boyfriend) O Friend [0 Other O (please state )]

Young person’s living arrangements:

Orn own O parental home OO mother’'s home O father’'s home [0 foster carer’s home [

shared accommodation (not with family) OO in another’s home (describe relationship) O

Are other agencies involved with the young person?

(0 health  (please state )
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O social care (please state )

O education (please state

Sy

O voluntary (please state )

Is the young person in education?
Fulltimed Parttime O No O NRO

If so: School O college OO other [ (specify: )

What is the highest level of education reached to date?
Some School 0 GCSE OO Some college O A-level O

Other O (specify: yNR O

Is the young person currently in employment?
Full time d Parttimed Nod NRO

If s0, specify type:

FAMILY DETAILS AT TIME OF REFERRAL TO AMHS/CROSSING TRANSITIONAL
BOUNDARY

Parents’ details:
Married & cohabiting O Cohabiting O Separated O Divorced 0 NR O

If parents separated or divorced or looked after child (specify which or both): __
Current contact with mother:regular OO irregular O none O
Current contact with father: regular O irreqular O none O

Parental Occupation: Father / NR O

Mother / NR I

Family history of mental health difficulties:
Overall:  Yes[D No O NRO

Mum Yes D No[O NRO
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Dad Yesd NoO NRO

Siblings  YesOd NoO NRO

Uncles/aunts YesO NoO NRO

Grandparents Yes [ No O NR O

Other family YesJ NoOd NRO

Family members who attend CAMHS

Mother:  regulariy @ sometimes 0 never O

Father: regularly 0 sometimes O never O

One or more siblings: regularly O sometimes [0 never [

Other family member(s):

please specify regularly O sometimes 0 never O
please specify s regularly IO sometimes [ never [J
please specify : regularly O sometimes O never OJ

Has a carer’s assessment been offered at any stage?

If so, by whom? CAMHS O Adult MHS O Other OO (specify )
If so, when? Before transition O at time of transition O  after transition O
Was it accepted? Yes[D NoO NRO

Was it carried out? Yesd No O NRO

SECTION 3: DETAILS OF REFERRAL TO CAMHS FOR THE EPISODE OF CARE
RESULTING IN REFERRAL TO AMHS OR CROSSING OF TRANSITIONAL BOUNDARY

Referral: Routine O Urgent O

Referred by: General Practitioner 1 Paediatrician [0 Health Visitor O

Schoot Nurse or School Health Advisor 0 Other Education-based professional [J Social Worker
O Self or family referral 0 Another CAMHS (O Other [0 (specify )
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Reasons for referral? (tick as many as are relevant)
Emotional (e.g. anxiety, depression, OCD) [0 Behavioural O

Developmental (e.g. autism spectrum disorder, ADHD) O Eating Disorder &0 Psychosis O

Family relationship issues [0  Crisis or complex psychosocial (e.g. deliberate self harm) O

Learning difficulties & Poor academic progress 1 peer problems O
Other O (specify )

SECTION 4: DETAILS OF ASSESSMENT AT CAMHS DURING THE EPISODE OF CARE
RESULTING IN REFERRAL TO AMHS GR CROSSING OF TRANSITIONAL BOUNDARY

How many weeks between referral and assessment?

Assessed by (specify number of each profession in brackets):

Mental Health Nurse ( )  Clinical Psychologist ( )  Psychiatrist { )
Social Worker ( ) Primary Mental Health Worker ( )

Family/Systemic Therapist { ) Psychotherapist (e.g. psychodynamic ) ( )

Experiential Therapist (e.g. Art, Drama. Specify: ) ()
Paediatrician ( ) Paediatric Nurse ( ) Other (specify Y(O)

Initial Diagnoses (from correspondence to referrer/case notes):

Clinical diagnoses / key problems:

ICD 10 diagnoses: code:
DSM 4 code diagnoses: code:
Other:

Previous contact with this CAMHS / another CAMHS
specify number __nild NRO
Age at first referral to any CAMHS

Number of other CAMHS attended
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Age at first referral to this CAMHS
Number of previous (not including this referral) referrals to this CAMHS
Number of previous referrals to this CAMHS not accepted by service

Cumulative length of episodes of care, prior to this episode, at this CAMHS

List all known diagnoses / key problems for all previous contact with any CAMHS:

SECTION 5: DETAILS OF SUBSEQUENT CONTACT WITH
THIS CAMHS

Interventions delivered (tick as many as relevant)
Medication O Family Therapy O General support or follow up O

Individual therapy (Type if noted, e.g. CBT, psychodynamic. y O

Parenting support (Type if noted, e.g. groups/ parallel or separate sessions with/from individual
sessions for child Yy

Experiential Therapy (Type if ncted, e.g. Art Therapy: yOd

Consultation / liaison with other agencies O

If so: SchoolEducation OO Social Services O YOT (Youth Offending Service) O
Multi-agency &0 Other (specify y O

Other (specify: Y4

CAMHS professionals who delivered face-to-face work or consultation:
Total number:

Mental Health Nurse ( ) Clinical Psychologist ( ) Psychiatrist ( )

Social Worker { ) Primary Mental Health Worker ( )

Family/Systemic Therapist ( )  Psychotherapist (e.g. psychodynamic ) ( )

Experiential Therapist (e.g. Art, Drama. Specify: Y()
Paediatrician ( ) Paediatric Nurse ()  Other (specify ()

Discipline of CAMHS case manager(s)/key-worker(s):
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Status: While attending CAMHS, was the young person, at any time:

. A Looked After Child (in Care) / attending Leaving Care services

Yesd Nol NRO
. Given a Statement of Special Educational Needs: Yes[O No O NRO
. On the Child Protection Register: Yesd No[O NRO

o If yes, specify categories:

physical abuse 0 emoticnal abuse [0 sexual abuse [0 neglect O
. Admitted to hospital for mental health problems:  Yesd NoO NRO

[0 mental health unit

{0 paediatric unit

. Detained under a section of the Mental Health Act 1983

o YesOd NolO NRO

o If yes; Section 2 O Section 3 O other O (specify )
. Involved with YOT Yesd NoIO NRO
. Refugee or asylum seeker Yesd NoO NRO

SECTION 6: DETAILS AT TIME OF REFERRAL TO AMHS / CROSSING TRANSITIONAL
BOUNDARY

Number of weeks between assessment at CAMHS and referral to AMHS/ crossing transitional

boundary:

CLINICAL DETAILS

Clinicians involved (specify number of each profession in brackets):
Mental Health Nurse ( ) Clinical Psychologist ( )  Psychiatrist ( )
Social Worker () Primary Mental Health Worker ( )

Family/Systemic Therapist ( )  Psychotherapist (e.g. psychodynamic ) ( )

Experiential Therapist (e.g. Art, Drama. Specify: Y ()
Paediatrician ( ) Paediatric Nurse ( )  Other (specify y()

Discipline of CAMHS case manager(s)/key-worker(s):

Diagnoses [/ Impression (from correspondence/case notes):
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Clinical diagnoses / key problems:

ICD 10 diagnoses: code:
DSM 4 code diagnoses: code:
Other:

Interventions being delivered (tick as many as relevant)
Medication [0 Family Therapy O General support or follow up O

Individual therapy (Type if noted, e.g. CBT, psychodynamic. )y O

Parenting support (Type if noted, e.g. groups/ paralle! or separate sessions with/from individual
sessions for child )y O

Experiential Therapy (Type if noted, e.g. Art Therapy: y4a

Consultation / liaison with other agencies [

If so: Early Intervention in Psychosis Team (EIT) & other AMHS O  SchoolEducation O

Social Services 0  Multi-agency [0 other O (specify )
Other (specify: )
Status:
. A Looked After Child (in Care) / attending Leaving Care services
YesO NoO NRO
. Has a Statement of Special Educational Needs: Yes O NoO NRO
. On the Child Protection Register: YesO No[ NRO

o If yes, specify categories:

physical abuse 0 emotional abuse [0 sexual abuse O neglect O
e In a hospital for mental health problems: YesOO NoDO NRO

I mental health unit

[0 paediatric unit

. Detained under a section of the Mental Health Act 1983

o Yes@d NodO NRO

o Ifyes; Section2 0 Section 310 other O (specify )
. Care Programme Approach (CPA)

o YesOdO NoO NRO
o Standard O Enhanced O

@
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e Involved with YOT YesOO NoO NRO

. Refugee or asylum seeker YesO NoO NRO

REFERRAL DETAILS.
NB when entering this information in database, put in unsuccessful referrals section

Method: (tick as many as are relevant)

Letter O telephone O electronic O  other O (specify )
If letter, copied to: GP O young person O Parent(s)/carer(s) O Other O (specify )
Clinicians:

Discipline of clinician making any referral to AMHS:

To whom the referral was sent:

Discipline of clinician, if specified

Specific AMHS:

Reason for referral: Presentation (tick as many as indicated)
O on going mental health problems/disorders requiring specialist treatment: specify

medication and/or psychological treatment and/ or monitoring

O new episode of the mental health problem(s)/disorder(s) for which the young person
was already seen by CAMHS

O new episode of a different mental health problem(s)/disorder(s) in a young person who
was already seen by CAMHS for a different problem/disorder

] new episode of mental health problem(s)/disorder(s) in a young person newly referred
to and assessed by CAMHS

O new episode of mental health problem(s)/disorder(s) in a young person newly referred
to but not assessed by CAMHS
O Management of risk (specify: self-harm or suicide 0  harm to others O

self-neglect O vulnerability to abuse [O0)
0 other (specify: )

Detail in referral: (circle as many as indicated)
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Diagnoses or presentation: included O not included O

0]

o]

current treatment: included O not included O

O

past mental health history: included 0 not included O

o past medical history: included O not included O

o family history: included O not included O

c family mental health history: included O not included O
o current household:  included O not included O

9 current status: included OO not included O
Referral to:

Type of AMHS: CMHT O consultant psychiatrist [ Psychology Team O
adult inpatient unit O Early Intervention I Psychosis Team O
Eating Disorders Service 0 Learning Disability Service 0  Forensic Service O

Adult psychotherapy Service 0 Other O (specify )

Reason for choice of service: (tick as many as appropriate):
focal service O  type of assessment required 0  type of intervention required O

type of disorder or condition [0 severity of disorder or condition [J  patient preference [

parent or carer preference [1  other [J (specify )

Other unavailable services that would have been referred to:

Number of weeks between referral being made and any AMHS response:

Number of weeks between referral being made and decision from AMHS:

Decision about referral made by AMHS: not accepted [J not referred O pending O

If pending: please record all details of contact with adult services to date. E.g. how long since
referral, nature of all contact between CAMHS and AMHS (method, date, subject), the reason
for the delay, any joint working between CAMHS and AMHS to date etc.
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If not accepted by AMHS:

AMHS response (tick as many as relevant):

¢ Non-acceptance of referral communicated: to CAMHS referrer {1 to young person [

to parent(s)/carer(s) 0 to General Practitioner O

« Reason: does not meet referral criteria O

no relevant service available (specify what service: ) O
no relevant expertise (specify in what: yOo
No reason OO other reason (specify ) O

« Alternative sources of help suggested: no 0 yes O (specify )

CAMHS response: (tick as many as relevant)
O  continued efforts to refer to AMHS:
O re-referral to another AMHS
O telephone consultation with AMHS (n= )
O face to face consuitation with AMHS (n= )
O other (specify )
a

Additional comments:

O discharged to primary care / other health service (specify: )

if yes, failure of transfer to AMH communicated? yes O no [0

00 further appointment considering options then discharged to primary care

O

referral to other agencies (voluntary and statutory): list
O On-going input from CAMHS

If ongoing input:
Number of sessions ____
Duration of contact (weeks)
Subsequently closed? Yes O No O

Alternative sources of help suggested by AMHS: no O yes O (specify )
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Section 7: CAMHS contact details subsequent to *AMHS not accepting referral of
young person or young person crossing transition boundary in absence of a referral
to AMHS

Number of weeks between now and *:
If no referral made to AMHS (tick as many as necessary)

Reason:
[0 continuing presentation that meets CAMHS referral criteria but known not to meet AMHS
referral criteria
0O need for ongoing specialist mental health care but clinician’s perception is that AMHS do
not accept referrals for this reason

Specify care reguired:

O need for ongoing specialist mental health care but clinician’s attempts to refer for similar
reasons have met with AMHS refusing referral

Specify care required:

O need for ongoing specialist mental health care but clinician’s perception is that AMHS do
not have the relevant service / expertise / interventions (e.g. family based interventions)

Specify service/expertise/interventions required:

referral refused by young person
referral refused by parent(s)/carer(s)

Plan to refer to adult services in the future

o oo o

other:

specify

Current age of young person:

Outcome:
0 Ongoing care with CAMHS

Number of sessions ____ Duration of contact (weeks) o
Subseguently closed? Yes 1 No O

If still open, pending referral decision from AMHS? Yes 0  No O
O Discharged to GP
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O Discharged to Other Service: specify type

O Disengaged
O Lost to foliow up
O Other: specify

SECTION 8: DETAILS USEFUL FOR PARTICIPATION IN STAGE 4

Last known address:

Phone number:

Last known GP and contact details:

Details of any current case manager/key worker;

Name: Role:

Service contact details:

Any general comments on the nature of the transition (positive / negative etc):
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Appendix 1: Ethnicity Classification (from Census 2001 Ethnicity Classification System)

: 1. White British 7. Other Mixed 13. African
' 2. White Irish Background 14. Other Black
3. Other White 8. Indian Background
1 Background 9. Pakistani 15. Chinese
| 4. Mixed White and 10. Bangladeshi 16. Other ethnic group
Black Caribbean | 11, Other Asian (please state)
5. Mixed White and | Background
Black African 12. Caribbean
6. Mixed White and
Asian
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Appendix 4: Stage 3 interview schedule
TRACK

Telephone interview topic guide for staff and managers involved in providing Child and
Adolescent Mental Health Services and Adult Mental Health Services

Introduction to TRACK and interview

Thanks for taking part and returning consent form.
Permission to record the interview,
Arrangements for respondent validation of transcripts,

Arrangements for contacting researchers. (Information sheet)

Section 1: Achieving Successful Transition from CAMHS to Adult Mental Health Services

What is the current process for ensuring successful transition from CAMHS to Adult Mental
Health Services?
¢ Whatis your role in the process? Beginning and ending of role boundary?
e  What is the cut-off age or criteria for end of CAMHS and starting age or criteria for take
up of adult mental health services in the Trust?
¢ What services are available to service users/carers during transition? Range of services
(including dual diagnosis). Geographical boundaries? Links to voluntary organisations?
¢ How do the range and availability of services meet user/carer needs?
¢ Availability of policies and guidelines to staff to inform the process of transition?

How is the service currently organised to achieve successful transition?

e Organisational structures? Management systems?

e Team meetings between CAMHS and Adult Services? Collaborative decision making?
Communication of decisions to support transition?

e Arrangements and mechanisms for following up with service users/carers or teams where
transition has not occurred or there are problems? How effective are these?

¢ Resources to support transition? Human resources in teams? Shortages? Use of temporary
staff? Access to information and computer equipment?

e What are the greatest challenges to achieving successful transition in the way services are
currently organised?

Section 2: Preparing and engaging service users for and in transitional arrangements

How are individual users/carers prepared for and engaged in transitional arrangements?
e« How are they involved in decisions about meeting their needs?
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»  Arethere any arcas where this might be improved?
Examples where transition has worked well and why,
Examples where transition has worked less well and why.

Section 3: Barriers and facilitators to achieving successful transition?

What are the barriers to achieving successful transition?
¢ Most common three?
s How to reduce/overcome these?
s Why do you think these barriers exist?
»  What would help you to overcome them?

What are the facilitators (success factors) in achicving successful transition?

¢ Most common?
* How to promote/sustain these?
s Availability to you?

Section 4: Inter-agency Working

How do you manage/promote interagency working during transition?
e Priorities in achieving this?
s Approaches to decision making?

¢« How does this impact on achieving transition?
*  Please give examples based on your experience.

Thank you for taking part in this interview.
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Appendix 5: Stage 4 interview schedule for
service users

Topic List: Interview Schedules for Service Users

Introduction
Thank you for agreeing to be interviewed today. My name is
and | am a researcher based at . We are doing a study looking

at what happens when a person who is attending a child and adolescent
mental health clinic, has their care transferred to an adult mental health
service.

As you have moved from one service to another in the past two years we
would like to talk to you today about your experiences of mental health
services and the time when you stopped going to Child and Adolescent
Mental Health Services. This will help us to develop ideas on how to improve
services, especially for people who may have to move from one service to
another in the future and their carers.

Schedule for service users

» | would like to remind you that all that you tell me will remain
confidential. The only situation where this would not apply is if you toid
me something that made me concerned that there was a risk of serious
harm to either yourself or to another person.

+ All the information collected from today will be stored on a computer
with each person identified only by a number code. Only the
researchers involved in the study will be able to view the information
and when this information is used in future reports and publications no
one will be able to recognise you from the information.

+ Are you willing for me to record our conversation so that | don’'t have to
write while we are talking? Nobody outside the research team will hear
the tapes, and back at the University the tapes will be kept in a locked
filing cabinet

« To make the research most useful, | need to know both positive and
negative things so please don't hesitate to tell me if you have any
problems to report. The comments from everyone who is interviewed
are combined anonymously when the results are reported so no one
can be identified.
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1. Child and Adolescent services — entry, iliness course and overall
experience

Could you tell me the story about how you first came to see someone at
the Child and Adolescent Mental Health Services?

(Prompts: Who asked you to be seen there and why?

How old were you?)

Could you tell me about your experiences of using Child and Adolescent
Mental Health Services?

(Prompts: What happened at CAMHS?
Was there anything helpful?
Was there anything unhelpful?

Is there anything you would change?)

2. Transition Planning

How did you realise that you would have to move from the Child and
Adolescent Mental Health Services to the Adult service?

Was there anything that helped or was unhelpful in preparing you for
this move?

Thinking back, is there anything that would have been more helpful in
preparing you for the move, or anything that you would change?

3. Transition issues

What do you think were the main reasons why you were referred to adult
services?

Was the reason something that makes sense to you?

Thinking about you and your family, what would be good reasons for
you to move from the Child and Adolescent Mental Health Services to
the Adult services?
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4. Adult services - entry, engagement and defaulting, and overall

experience

Have you been to the adult service you were referred to?

(Prompts: If so ‘in what ways?’

If no, ‘why not?’)

What has it been like going there?

5. Comparison of Adult to Child and Adolescent services

Are there any ways in which it has been better/easier/more helpful going
to the adult service than CAMHS?

Are there any ways in which CAMHS was better/easier/more helpful than
going to than the Adult service?

6. Potential impact of transition

In your opinion, has the process of changing from CAMHS to AMHS had
any effect on you?

(Prompts:

Independence from parent

Engagement with services

Understanding of problems

Effects on severity of mental health problems-Better?, Worse?,
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Any new problems?

What are you doing now? (college/working/hobbies, etc)

Is there anything else you would like to say about the transition from
CAMHS to adult services that we haven’t talked about yet?
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Appendix 6: Stage 4 interview schedule for
parents

Topic List: Interview Schedules for Carers

Introduction
Thank you for agreeing to be interviewed today. My name is and
'm a researcher based at . We are doing a study looking at

what happens when a person who is attending a child and adolescent mental
health clinic, has their care transferred to an adult mental health service.

As your child has moved from one service to another in the past two years we
would like to talk to you today about your and [name of service user]
experiences of mental health services and the time when he stopped going to
Child and Adolescent Mental Health Services. This will help us to develop
ideas on how to improve services, especially for people who may have to
move from one service to another in the future and their carers.

Schedule for carer

+ | would like to remind you that everything that you tell me will remain
anonymous. All the information collected from today will be stored on a
computer with each person identified only by a number code. Only the
researchers involved in the study will be able to view the information
and when this information is used in future reports and publications no
one will be able to recognise you from the information.

* Are you willing for me to record our conversation so that | don’t have to
write while we are talking? Nobody outside the research team will hear
the tapes, and back at the University the tapes will be kept in a locked
filing cabinet

¢ To make the research most useful, | need to know both positive and
negative things so please don't hesitate to tell me if you have any
problems to report. The comments from everyone who is interviewed
are combined anonymously when the results are reported so no one
can be identified.
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1. Child and Adolescent Mental Health services — entry, iliness course
and overall experience

Could you tell me the story about how X first came to see someone at
the Child and Adolescent Mental Health Services?

(Prompts: What was the problem?
Who asked him/her to be seen there and why?

How old was s/he?)

Could you tell me about your and X’s experiences of using Child and
Adolescent Mental Health Services?

(Prompts: What happened at CAMHS?
Can you think of anything particularly helpful?
Anything you found unhelpful?

Is there anything you would change?)

2. Transition Planning

How did you realise that X would have to move from the Child and
Adolescent Mental Health Services to the Adult service?

Was there anything that helped or was unhelpful in preparing X and you
for this move?

Thinking back, is there anything that would have been more helpful in
preparing you and X for the move?

3. Transition issues

What do you think were the main reasons why X was referred to adult
services?
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Was the reason something that makes sense to you?

Thinking about X and your family, what would be good reasons for X
moving from the Child and Adolescent Mental Health Services to the
Adult services?

4. Adult services - entry, engagement and defaulting, and overall
experience

Have you or X been to the adult service X was referred to?

Prompts: If so ‘in what ways?’,

If no, 'why not?’

What has it been like going there?
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5. Comparison of Adult to Child and Adolescent services

What have you found to be the main differences in adult services as
compared to the child and adolescent services?

Are there any ways in which it has been better/easier/more helpful going
to the adult service than CAMHS?

Are there any ways in which CAMHS was better/easier/more helpful than
going to than the Adult service?

6. Potential impact of transition

In your opinion, has the process of changing from CAMHS to AMHS had
any effect on you or X?

Prompts:

Independence from parent

Engagement with services

Understanding of problems

Effects on severity of mental health problems-Better?, Worse?,

Any new problems?

Is there anything else you would like to say about the transition from
CAMHS to adult services that we haven’t talked about yet?
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Appendix 7: Stage 4 interview schedule for
CAMHS clinicians

Topic List: Interview Schedule for CAMHS Key-workers

Introduction
Thank you for agreeing to be interviewed today. My name is and |
am a researcher based at . We are doing a study looking at

what happens when a person, who is attending a child and adolescent mental
health clinic, has their care transferred to an adult mental health service.

As your client has moved from one service to another in the past couple of
years we would like to talk to you today about your and your client’s
experiences of mental health services and the time when your client stopped
going to Child and Adoclescent Mental Health Services. This will help us to
develop ideas on how to improve services, especially for people who may
have to move from one service to another in the future and their carers.

* | would like to remind you that all the information obtained in this study
will be entirely confidential. It will be stored on a computer with each
person identified only by a number code. Only the researchers involved
in the study will be able to view the information and when this
information is used in future reports and publications no one will be
able to recognise you from the information.

¢ Are you willing for me to record our conversation so that | don't have to
write while we are talking? Nobody outside the research team will hear
the tapes, and back at the university the tapes will be kept in a locked
filing cabinet

» To make the research most useful, | need to know both positive and
negative things so please don't hesitate to tell me if you have any
problems to report. The comments from everyone who was interviewed
are combined anonymously when the results are reported so no one
can be identified.
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1. Transition Planning

Could you tell me what your service did once it was decided [name of
service user] needed to transfer to another service?

(Prompts:

.

How did you go about making the referral?

Which service were they transferred to? Why?

What is your ideal of a good transfer of care? Which aspects did X
receive/not receive?

Any difficulties in accessing this service?

What did CAMHS do to help client with transition?

2. Transition issues

What were the main reasons why X was referred to you?

(Prompt: Appropriateness?)

3. Comparison of Adult to Child and Adolescent services

To your knowledge are there any differences in the service [name of
service user] receives in adult services when compared with CAMHS?

(Prompts in terms of:

Accessibility (out of hours/emergency contact)

Continuity of care (seeing the same individuals, keyworker contact,
being able to form a therapeutic relationship with the client)

Quality of care (the benefits of any interventions offered, the quality of
information and care given)

Their diagnosis

The types of staff they see

Types of intervention)

What services do you expect X to receive in adult service?

TSK.900.001.0923
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4. Potential impact of transition

In your opinion, has the process of changing from CAMHS to AMHS had
any effect on [name of service users]?

(Prompts:

Independence from parents, engagement with services, understanding of
problems and effects on severity of mental health problems-Better?, Worse?,
Any new problems?)

Is there anything else you would like to mention that we haven’t talked
about yet?

@ Queen’s Printer and Controller of HMSO 2010 Page 249

763



EXHIBIT 117 TSK.900.001.0925

SDO Project 08/1613/117;

Appendix 8: Stage 4 interview schedule for
AMHS clinicians

Topic List: Interview Schedules for AMHS Care-coordinator

Introduction
Thank you for agreeing to be interviewed today. My name is
and | am a researcher based at . We are doing a study

looking at what happens when a person who is attending a child and
adolescent mental health clinic has their care transferred to an adult mental
health service.

As your client has moved from one service to another in the past two years
we would like to talk to you today about yours and your client’'s experiences of
mental health services and the time when your client stopped going to Child
and Adolescent Mental Health Services. This will help us to develop ideas on
how to improve services, especially for people who may have to move from
one service to another in the future and their carers.

* | would like to remind you that all the information obtained in this study
will be entirely confidential. It will be stored on a computer with each
person identified only by a number code. Only the researchers involved
in the study will be able to view the information and when this
information is used in future reports and publications no one will be
able to recognise you from the information.

+ Are you willing for me to record our conversation so that | don't have to
write while we are talking? Nobody outside the research team will hear
the tapes, and back at the University the tapes will be kept in a locked
filing cabinet

¢« To make the research most useful, | need to know both positive and
negative things so please don't hesitate to tell me if you have any
problems to report. The comments from everyone who is interviewed
are combined anonymously when the results are reported so no one
can be identified.

1 Transition Planning

Could you tell me what happened once it was decided [name of service-
user] would come to your service?

(Prompts:
e Anydiscussion between you and your client’s key-worker/staff at
CAMHS?
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o Was anything else done (e.g. Discussion with client? giving written
information to the client?, or arranging a visit/a period of joint-working?
« Could anything else have been done?).

2 Transition issues
What were the main reasons why X was referred to you?

(Prompt: Appropriateness?)

3 Comparison of Adult to Child and Adolescent services

To your knowledge are there any differences in the service [name of
service user] receives in Adult services when compared with CAMHS?

(Prompts in terms of:

= Accessibility (out of hours/emergency contact)

*  Continuity of care (seeing the same individuals, key-worker contact,
being able to form a therapeutic relationship with the client)

*  Quality of care (the benefits of any interventions offered, the quality of
information and care given)

* Their diagnosis

*  The types of staff they see

* Types of interventions)

4 Potential impact of transition

In your opinion, has the process of changing from CAMHS to AMHS had
any effect on [name of service user]?

(Prompts:

Independence from parents,

engagement with services,

understanding of problems

effects on severity of mental health problems-Better?, Worse?

Any new problems?)

Is there anything else you would like to mention that we haven't talked about
yet?

@ Queen’s Printer and Controller of HMSO 2010 Page 251
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Disclaimer:

This report presents independent research commissioned by the National Institute
for Health Research (NIHR). The views and opinions expressed by authors in this
publication are those of the authors and do not necessarily reflect those of the
NHS, the NIHR, the NIHR SDO programme or the Department of Health. The
views and opinions expressed by the interviewees in this publication are those of
the interviewees and do not necessarily reflect those of the authors, those of the
NHS, the NIHR, the NIHR SDO programme or the Department of Health”

Addendum:

This document is an output from a research project that was commissioned by

the Service Delivery and Organisation (SDQO) programme, and managed by the
National Coordinating Centre for the Service Delivery and Organisation (NCCSDO),
based at the London School of Hygiene & Tropical Medicine.

The management of the SDO programme has now transferred to the National
Institute for Health Research Evaluations, Trials and Studies Coordinating Centre
(NETSCC) based at the University of Southampton. Althcugh NETSCC, SDO has
conducted the editorial review of this document, we had no involvement in the
commissioning, and therefore may not be able to comment on the background of
this document. Should you have any gueries please contact
sdo@southampton.ac.uk,
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Process, outcome and experience of transition
- from child to adult mental healthcare:
- mult @erspec‘c Ve study
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or sub-optimal.
audit of
" and litersiure on b{mj practice
¥ These criteria included
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case notes vary in recorded disgnoses, we

;qwrmi presenting problems into seven disgnestic g;oukw
serwous and enduring mental disorders, including schizophreniz,
peychotic disorders, bipolar affective gizsordcr, depression with

psychosis;  emotonalmeurotic  diserders, including  anxiety,
depression {without psvchosis), post-traumatic stress disorder,
01}5{&:&:«:—(amguiﬁivc‘ disorder; ecating  disorders,  including
anorexiz nervosa, bulimia nervosa, atypical eating disorden
conduct  disorders, including behavioural disorders; neuro-

developmental disorders, induding autism-spectrum  disorders,
intellectual disabilities; substance use disorders, ncluding aleohol
and/or drug misuse; and emerging personality disorder. Data on
presenting  problems diseus: three  CAMHS
clinicians (M.P, TF and TK.,) to anign & diagnostic group.
Comorbidity was defined as the presence of more than one
diagnostic category from the seven above.

were od with

Pradictors of transition

o the e of previous evidence, we could not develop 2
prediction m&dei for transition. Instead a two-stage analysis was
¥

ith ipitial identification of independent variables with

shsenc

conducted w

an assodation (P< 005} with the dependent variable using
Pearson  y -tests (Fishers cxact tests where necessary) for
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Prior to logistic regression, significant independent varisbies that
were highly with each other recoded mm a
variable to reduce co-linearity. Two logistic regre
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secondd, to determine predictors of optimal transition. However,
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> Resufis), This ane

assauiated Were

composiie

analyses

actpal rather thar a potential r

(sec Results)

oy
mltiley

six trusts o the
frust-tevel

%

2

s was conductad using
Stata version 9 for Windows,

case studies

Gualitative «

Serni-structred

gualitetive interviews were conducte
had completed u&n&u' i,
QZAM’H‘% and  AMEHS

CAIC

1 g

th 4 months
mpled imiw;du?j.\‘ with
Qf jeint CAMHS and
primary sempling frame we sought 1o achiey

erms of study site,

or :1!&. not remain {TgR rodd w

or withowt between

sz Lrsity 9

rapge and
ity and wl
at time of trans

dizgrosis, gender,
an age outlier

sher or not the service user

u inclusion were
Interviews were conducted
guides developed by
I &mamcm themes

W eparation

or who were deemed ;
substituted with a matched case
(F.H. and 7.1} us
¢t teamn and amended to

nsniable for

© researchers

ng '{lf?lk

the pro

all study com The main foo

from

INCHLE.

for (ransition, iransition erx‘;y,‘rmi’ g, Lransition mi«u’mecs and




EXHIBIT 117 TSK.900.001.0930

v ARALS

O

1y positive or pegative Uransiion

faciors ident o patways

QULCOTY

Of the 154 participants, 30
oferrals). Sinty-four (429) were p

those who crossed the transition ‘wmxdxr\ ! m‘g the st
seribed and entered onto NVive  peniod but Jdid not make a transition
;, ied the development  pathways for the enlire cof
put from ZL and the
) acilitated investigaior
checking of mdz:ﬁg, Qualitative analysis was undertaken using the
Am*we method within the framework approach

actual

Tualitative a‘miy&is;

Bt are shown i

and «;“'1:

qual hitative s

]
i)

Sampie deschption

ie) e ( .

Ritchie & Spencer.™ This approach wes particularly *‘m?‘ 4 mean age o i; ? L years (s
. P White and 2%% Bh [ e
far integrating & thematic analysis t}m}i wpor White ‘”13 23% Black and minorit : was
ctive data pot recorded in 2 large proponion {2? I'u, ajority (719)

fived with elr parents and nearly two-L thirds were eithe
emplovinent or education (60%). Diagmostically, .,;s}*

Resuits had  emotionalineurotic disorders, a  guarner
. bt ) nenradovelc o1 Heorders sud 2% (n=34) had sericus and
Quantitative study resulfs neurodevelopmental disorders snd 229 (1= 34) had sericus and

enduring 1 disorders. Other disorders included substance
' . B the conumsl e tm e, 980}, conduct disorders {n=6, 4%}, eating
could not be interrogated using disorders (n =6, 4%) and emerging personality disorder [n=d,
port for details). We therefore selied 4y individuals (3% the presenting problem was not

. For
w identify cases. A total of 154 ' N ors ey
o identify cases. A fotal of 154 z“("f:ut(fc"d s fifth (n =29, 19%) had comorbid mental

: identified (London 112 West Midlands ¢ iy 4
42} The rete of actual and porential referrals per 100000
;‘07 wation in the London sites were 2.68 and 1.49 respectively
and in the West Midlands sites 2.23 and 2,97 respectively. The
service boundary lor teansi from CAMHS w AMHS ¢ Table | shows sociudemogmyhie: and clinical detads of the
ranged from 1o to 21 vears (mode 18). participants in the actual an seferrals groups. Those

erwouniered major difficalties when searchi

1585 and these

primarily on clinidar

mdividusls were
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R e

£ 95 actus
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in the sctual referrals group were more Jikely 10 have been living
with parents, having attended CAMHES wi
involved with a chuld protection age
been admitt u(i
ander the M

3

1 their parents, to be
or be a looked after child’

o a psvchiaivic bospital, to have been detained
ntal Health Acl, to have a sericus and enduring

:so:*dct_. substance misuse, un emerging personality

menial
disorder or more than one category of presenting problem
(comarbidity), but less ikely Lo have an eating disorder. To reduce
the number of vavigbles to enter into the k;ngs{ic regression, a
know broader social risk score variable was created that equalied
m oof the ollowing ‘looked after child)

[SATaE

child protectio

volverment,  youth ending  teamn  mvelvement, speciz

educanonal needs or refuges/asylum seeker.

w5 of tré

1

Table 2 shows the

resulis of the log vmk; regression ur'\duu d
with the second an «'Zi‘y is g for clostert

trists }mun;\ a severe and enduring m“mai ihress and
an medication al the tiy

The effect of chusy

rWice

e of transiton predicted transition in

ering amonyg (rusts was evident
nown broader social riskd
i care

4 f.'n;' the 90 individuals in the

‘i"ilv wWere

ed on ou
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I males snd

zumgm inds, Thre

and mipority ethoic
and sm'ming mental dise

"*mt ed 10 hospital, two under the Mental Health

o rnedication and were {

were referred fror an adolescent

oo
&1

had a seriop

g Lomwdon, Three

rVICE.

We were unable to axplore predictors of opumal transition
given how few individuals had experienced it. We therefore
determined predictors of one of the key criterion of optimal
fransition ~ continy
with AMHS or appropristely discharged 3 months post-transition’
Logistic regression revealed that individuels with emotional/neurotic
disorder were a third less likely W experience optimal continuity
of care {odds ratic (OR) =034, 95% Cl 0.12-0.96, P=0.04),
There was no association of continuity of care with any dlinical,
demographic of process variables,

© of care. This was defined as “stll engaged

Gualitative study results

O the planned 20 service user participants
inrerview 11 The maost common veason for falling to recruit
was no response froxn the service wsers to our requests for
participation (25%). The second mogt commeon reason was that
a chinidan felt that the service user was too il to participate
(18%). A total of 27 intwrviews were conducted with 11 service
users, & parents, 3 CAM]

we could only

S clinicians and 6 AMHS chincians,

Emergent themes

fly below, with some Huastmtive

Emergent themes are reviewed brie
quotes set it in the online suppletnent to this paper

Preparation {or transition.  Participants d»“ccribed three prepar-
arory mechanisms for wansition wanster planning meetings, joint
working and good information transfer. Ab "!i half (54%) of
young people interviewed reported attemding at Jeast one
tramz mn planning mecting, wsually in the weeks preceding

m both CAMITS and AMTIS

and carers who did not have

v, with care coordinatorns

and al least one parent, Service nsers
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support service,

Discussion

It 18 a paradox that although treatment for mental disorders
young people have improved substantiaily in the past two decades,
health system resporn » voung people with muental disorder
have been inadequate.” Despite adolescence being a risk period
for the emergence of serions mental disorders, substance misuse,
other misk-talung bebaviours and poor engagement with headth
services. mental bealth provision is patchy during this
period. ™ By following a pemimric aduit sphit, mental health
services introduce disc care provision where the
systern should be muost rob
To the best of our knos
faternationad terstuee of the t

eften

yntinuities in
5L
dge, TRACK 18 the first study in the

ANSUON Process, oulvome and

.

experience in a systemavically identified cohort of young people
who cross the boundsry from CAMHS to AMHS, Chr biggest
methodological challenge was case ascertainment A'”Id WE WCTC
hampered by the poor quality of CAMIS databuses. Recall Ivias
among cinicians s likey and ouwr wansition rates are cerfainly
underestimates, Additionally, case notes may not accumf@ v reflect

the quality and content of services delivered. However, our
qualitatiy ar to complemen? the quantiiative findings

requiremnent of the erhics

‘du;u 1 "*ss*'f'im‘\;:l care. ‘The

s

commntler that we seck service user consent through care covrdis
nators meant thi we canld not interview individuals from the

now- referred population {porental referrals) who were invariably
out of contact with services. Qur carchment was large and diverse,
ing our findings generalisable to other services in the
Isternati mih: there hus oy about adolescent mental
health gnd  wbout  wansition  in
dy o reflect similar problems

bren oo
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miternationally.
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whern clustering at trust level was taken into account. This
reflect a greater likelihood of the London sanple experiencing
such risks. I of those accepted by AMHS experienc
optimal (ransition. Although we cannot conclude that optimal
transition equates with good dindcal outcomes, it certainly equates

55 than 4

with good patient experience, a key marker of service quality. L’
the TRACK cohort, basic principles of good practice identifie

11 transition f)m'umisw were not implemented. For the majority
of service nsers, tansigon from CAMMS 10 AMHS was therefore
poorty  planned, poorly executed and poorly expericnced
Transitdon processes centuate all the pre-exisd
barriers betwsen CAl ?

ared o
and

atigning referral thresholds
We cannot say why
neurodevelopn

young people with emolional/meurutie,
.11 or emerging personality disorders are not
5 possible that CAMHS may be
10l knowledge and prios
experience of loo 5. scures inadequacies m
curren: , all young people with
uld be referred. Where services do not exist,

ongoing needs s
notably  those for young people with newrodevelopmentsl
disorders, unmet service user veeds should be systematically
documented  and  made  cdear o AMHS  providers and
commissioners, Cuorrently, neither CAMUS vor AMHES appear
w accept responsibility for the health and welfare of this group.
Thetr autcomes sre pot known and should be a serions cause
for concern

Transition boundary

tion policies in the wruss recommend ?sexi?‘i“* regarding
es based on service user need ' Our study
ibiiity. Perhaps services should
e the opuimal time for 1r:m"f“z<}sx rather

trapisition bourn

found I widence of such fle

ndows’ 1o e

USe Ape w
than a swicl age cut ofl A crisis should be a relas
fons shouhd only be p?

ve of

ive contra-

wed and
bility, There may be situations
ansition can only occur duriog or immediately following
a crisis, or where the transition process itself precipiiates a orisis,

proceed at bmes of rel

but these occurrences shoudd be relatively rare

Transition preparation
Since most transivions can be long antcipated, there should be an
adequate period of plansing and preparing and
their carer for tansition, Information about adult services, what

differences  in

the service use

service  provision,  issues  of
and parental jovolvernent should all form 2
package of nlermation that CAMHS share with service users
orior 1o transition. The complevon of a u&mmm*

e oz cheap and sin

infervention ;3
structare the tmm%{imr process, it woukd be joi completed

their care conrdinator and contal

¢ service user and L relevant

es and number
i rensition date and
Such a tool can be casily
sutcomes and service user

names and 1
each agency,

SCTVICe user views on the experie

evabuated ot impact on th

that  current

cin CAMHS, did

mation on case-loads, [pformat on
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ransfer was also hampered by a lack of understanding of each
other’s services, i isient documentation, different systerms
used for transfer of electronic informetion and transfer of referrals
w lengthy walting lists during which professional dialogue was
reduced. Inadequate information technology systems in me 12l
health services clearly hinder ‘Df"f'ﬂc\uﬂf‘l continuity,™ The
recent Natfonal CAMHS Review” notes the frustrations that arise
as o result of sepa incornpatible information technology
systems across diffovent agencies and the need for systems reform
and resource support. We recommend  that protocols for
cransition should explictly specify information that should be
rransferred between agendies. Where possible, case notes should
follow the young person and detailed referral letters, mduding ri
assessments, should be sent to AMHS w faclhate planning,
Introdoction of clectromic records offers an opportt
facilitate standardis

o1 acToss services and trosts.

Managing multinie transitions

‘yfam young pegple had multiple 15 between AMHS
: ameng  care  (oordinators and  in their  personal
circurnstances, the cumulative effect of which was complex and
unsetling for service users, From our data we cannot tell whether
services were unaware of these multiple transitions or unequipped
o deal with them. Mental health services, however, must pay
ntion (o t'.f;ase multiple transitions trough rult-agency

slvement, 1o order to address the complex needs of this vudner-

&7

PNV
able grocp,

improving Haison between CAMHS and AMHS

i where child and aduin

other’s dinical meetings at
which they jolmtly address the mental health needs of p
and  children  within nmifics. Another  approach &5 the
development of designated transition workers with posts split
between AMHS and CAMHS Such innovations have several
benefits ing a higher profile for children and young people
within adult services, shaping of the process of referrals across
services, improved scope for preventive work, possibilities of joint
working and the availability of a forum for formal and informal

Maira & Jollev™ have described 2 model

pavchiatrists regularly attend each

discussions,

These strategios reguire closer collabo between services
: s demanding of both time and personnel.
lo periods of flscal susierity, iy is difficelt 1o make 4 cage for
enhancing ex services, creating new transition worke
ar dexucmm; spec cialist clinics such as for adults with attention-
iy disorder. The CAMBES-AMHS divide is also
Tering comumissioning arrangements in the
L, where CAMMS are often commissioned by acine care or
! vices, w %smx AMES is firmly within mcnw} health
ssearch eviden foreis the
*'c'ic.n‘»éc; and chnicans to influence poliy and
pt,’ service proy We believe that joi
between mental health services for childeen and adults and shared
sning at a regioual |
improve rans The Appendix outlines the overall
recornmendations RACK project. Further recorrrmendations
can be found i the full report.

aned agenc

r posis

> such as TRACK thes

i

1 cornmissioning

e} are the best way

aridging the divide

There are two contrasiing

proaches for improving cere for
i { CA “wﬁ*S 6 AM

voung peoply undergoing rar
We can improve the interface betwe

exist, or we can develop a completel

te new and Innovative service
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-h has its

model of ntegrated youth mental health services,
advantages, limitations and resource tmpbeations. Common W
buth approaches is the need for services W pay atiention 10 the
develeproental needs of this age group in areas beyond healtheare
ton such as changes in educational and vocational domains,
independent living and social and legal stames. Although we call
or further vesearch into ways of improving tran witonal canre,
TRACK findings by themsclves demand m{fv and substantial
ice improverment, some of which can cccur without new
resources and by simply improving h“zs m, planning and joint
working between CAMHS and ‘K’YHQ

i their review of
Paiel er al

cath services across the
ngle miost important
recommendation is the need (0 integrate youth mental health
programemes, induding those o th secror {such as
reproductive and sexua wa:‘[h) and outside this sector (such as

The findin TRAC K ugmtghs how far away we
such u}stgrauﬁ‘ given the problems of transition
interface of CAMY i’u am‘l AMHSE.
we d0 not as yet know how to achieve best transitional care, the
status quo of ¢
We certainly nee

world, ‘our s

the hes

education)

are from

reveaied ay the

tven though

wastng service barriers should vot be acceptable.
ed evidenee for any models of transitional care that
we Lest in the future. The search for that evidence should be a goal,

rathier than a prevequisite for service change. We need 10 ensure
that the vital need for unproving youth mentad health & not
ignored for fear of dismentling longstunding and vet unhelpiol

SCEVICE barriers
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Transition of care from child to adult mental health services: the

great divide
Swaran P Singh

between ch

choac v

Recent findings

Current Opinian in Psychiatry

adolescen
cut-offs to

Purpose of review

Adolescents with mental health problems often require transition of care from child
and adolescent to adult mental health servics
research and policy literature on fransition to descabe the bamers at the interface
d and addlescent
and outcomes of pour fransition

5. This review is a synthesis of current

mental health services and adult mertal health servicss

Admiasceme is a risk period for ﬂmmgemﬂ of serious mental disorders. Child and
t mental nealth servic
delineate service *\oundaraes, creating discontinuities in

and adult mental health services use rigid age
provision of cars,

Adolescent mental heglth services are patchy across the world, Several recent studies

have confirmed that p

mental healthcare.
Summary

Poor transition leads
and is likely to lead to

neurodsvelopment

Keywords

adclescen

robxems ocGour duning fransition in
countries. In physical health
process and outcomes of transition, but there s very little comparable

to disruption i con

mental health, child merntal hes

s diverss settings across several
n there are emerging models of practice to improve the
fiterature in

ty of care, disengagement from services
er clinical outcomes, Some young people, such as those with

al disorders and complex needs, are af a greafer risk of faling
through the cars ga;@ during transition.
nd Gutoomes

Services need robust and high-quality evidence
ition so that effective intervention strategies can

2alth services, condinuity of care, transition

Introduction

There nhas been long-standing concern
people
in their

about voung
ting st to care
move (rransiton) fram child and adolescent
th service (CAMHBS to adult menial b
(AMBSY Despite the obvious
nrinuity of high-quality care
re is very little evidence ah“‘z{ the
problem, cutcomes of nd

xith mencal health problems g

cnral b

aps, }El‘ut.‘/."v‘(:‘f)ilﬁ}}\ that might i

ey recently publis
{:{)(»»uﬂ*
drawing pural

review az;n‘:malé&.
ireh evidence and policy documens (2
aons from CAMHS w AMHS,

psiton Herature in physica! condinons,

insirion. fhis

Adolescence 4% a ‘risk period’
The

ey nte adule e s 2
foand

nevchological
and cheir famibes, Overall

wilog

poople

START w009 W Williams &

Witking

prablems i voung people increase during ?dn’cwcrzngg
problems become more complex, and senous disorder
such as psvehosts emerge. Apart from being a nisk :)ermd
for higher psvehological morbidicy, adolescents also !
propensicy  for rish ¢ behaviours, falling
idd and ¢ i , and berng at grearer

ragemer 1

greater

g people with menral health problems have very
figh rates of fong-term morbidivy wnd maralny (200 A

coent UK sutvey found that 10% of 5~ 16-vezr-olds have

er [31 Overnall, at least one in four

cople will have arleast one

& me alth L&;wrd

< mental disorder
in any given vear 4L Comorbidity 1s zlsa common
disorder and
onal problems; and comorbidity  among  rhose
atrending CAMHS s hkely to be even higher [3,6°).
Breaking the Cwele repore 7] found thar 98% of

: (16-25-vear-olds) accessing services in
more than one problem or need. Common

comarbid preblems 1

whveyoungy

E

adolescence, 1in terms of both psyehiarric

addi

mciuded bomelessness, pioblems

Copyright © Lippincott Williams & Wilking, Unauthorized reproduction of this arficle is prohibited.
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Heaiian

tared wirh eavi lack of tranimn,
apportunit

ing, drug

CETe,
s o emplovment, crime, poos |
d aleohol mivuse and learning disabilive.
Mental beeleh problems in adolescence also predict pro-
blems 1 adulthood {1LR]. The Nunonal € ammbzm:

Survey Replication i the USA found that 73% of pe um.ie
with a mental disorder had un age rthan

L bame

e

F o o 1031
Q1 onset Yyou

24 vears [9]. Se

sveral recent studies provide addicional

suppuort that there ¥ phenomenclogical cmmms:ff; in
mental disorder from childhood e adule -
(1 ar disorders [1077].

{11} and puersonahicy disorders [12].

Deﬂnmg transition
SO {:pr

of transition has two distinct meanings:
{ n From
sdolescence 15 a cruaal

altheare transie

mental transition
}"L"{”S“pf
psveho
al (’{c\vunmrwrm as young people embark on
nrough tasks such as separatng from family, ¢
patit and defiming self in a social context
From a healthoare perspecnve, voung ’:ﬁix,a;}}it? with ongo-
ing health problems have 1o move from one service o
another upon 1o These
rransions wsually occur stmultancousty, bur needs relared
it s oremain wamet if wan.
as an administrative healchoare evenr
en oo focused on service wansfer
razher heing part of a holisue process of moving o adule
ood and independence [ 14

{

procnal
of cmorional, social, personal and physie-
adult

Jecid-

0N 4 cures

ching certainage milesrones. WO

Adolescence: stage or age?
Adolescence is 4 developme

al stage, racher than some-
thing defined stictly by 115] Howevw
i often demarcared

by rigid age boundarics.
kof consensus on when CAMHS ends and
AANTHLS begins [1L16 In the UK, some services use age
cut-offs between 16 and 18 vears, whereas others consider
SAMHS appropriate only fur those in full-time education
(165 In sty swrvevs on mental health,
Office for Swuustics groups 16 und 17
adules und those a,qc& 15 and er as children, with no
v for adolescents (171 I has been argued
ould consider the health and developrmen-
val needs of two groups, children und
people berwe
oftoamade t.\piu'{ 2%

CICS wre

s 4a i

H

the UK Natonal
~year-olds with

HIC CaLe

v 12 vearsand y
478 3@; An ;ﬂmz‘nxiiiwc wi

e 83 o d A s
e 12 ;:;zd 2y

trary, there shoudd
levelopmonta 1

may be nter oy, l‘”” in
with complex fos
ay of mun ug, g Capacry and

strugghing
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7

?v’iagmtude of the problem
Child pyychiatry has emerged rebauvely recently as a
Siih}i‘pb id sLV A!}d d( O st 114 Ik)kl}‘\: !‘r afn Cven nower con-
cern [4,18], CAMHS and adult services differ i dhor
oretical and conceprugl views of diagnosis, cause and
treatment focus and have quire different service organiza-
tion mci professional oraining, These differences accent-
uare the problems ac cheir inrerface, creating basriers in
wransision [19] These barriers cut across local healtheare
< rransition problems accur in diverse healtheoare
continents [1,16% 1820221

SCOnOinie
eyseems across different

US study examined the patterns of
menal health service use by persons of
(16-25 wyears) buased on netonally  representative

1997 Client/Patient Sample Survey and population dar
from the US Census Bureau [23] The annual race for
inpaticnt, cutpadent, and residennal services was 34/1000
for 16and 17-vear-olds and 18/1000 for 18 and 19-year-olds,
This confirms a precipitous decline in service wtilizaton
just at the tme when serious mental health problems are
beginmng o emerge. The authors recommended that
resources should be specifically wrgeted rowards shared
planning berween CAMHS and AMHS to fa
tinuity of care for young adults who are ‘ageing out’ of
CANHS, a5 w**ii as for those who expericnce thelr first
episode of menual disorder in early adulthood.

A recent large

LHANSIon 4ge

Qe Con-

Inthe US, asurvey of transition provision within 41 states
found that ¢ quarter of child men
wlf of adult services offered no tansition suppor
Another US studv [24] ‘ﬂmt% that contimty of care
was hampered by separate ¢hild and adult mental bealth
systems, marked by separate pobicies for access, lack of
clarity inaccess procedures and lack of shared planning,
A roeent study from Australia found that many young
people referred by CAMHS were not accepred by
AMHS, despite baving substandal mental healeh needs
and funcuonal unpairment 120], Despite several policy
LEEUVEs L CAMHS in Eogland and Wales
continue to have ’W";E‘*Ec‘m« in ensuring optimasl gunsidon

{ 3], With few arrangements in place for

hesbth services and

prey

 {23%°.26,277%

of care 11,16°,1¢
sung people negotiating cransition boundaries, some
shp theough the care netanly o present to adult services
bater on, by which time they may have developed s

l.

VI

and endurnng mental health problems

Transition in physical heaith

Advances in medical care have led w0
expeetney for voung people wich r
phyvsical disabality [29,30.317.32770 This in oumne ts,n, led
Lo higher numbers crossing sver from paediatric 1o a

increased life

,
chrome 1hHness o

3
1
-

3

vet transition-related research 1s sparse even in
5 [317, 33 A recent review

crre)

phvsical disorde of transitions

le is prohibited.
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Services research and outcomes

: ‘ wubhished studies have major
Himitarions iaposed by small sample sizes and selection
bias. The review confirmed ‘h, ta %ig’riéﬁcz‘:‘)t proporuon of
voung peaple were lost to follow-up duzing the ransition
process, Phere was some evidence that implementng an
educanonal ransiton programme, having a transition care
coordinator and having z transigon olinic stended by both

dtand paediame phyviciany improved clinic sttendance

m‘;i?mn for voung :;mxlts mtiz 3
These concerns clustered o six
distinet categorics: patient masurity, patient psychosocial
needs, family invelvement, provider's medical compe-
teney, transiion coordination md health svstem 1ssues,
Adult speaalises fele that peediatricians were reluctant to
jet go of their cases: and considerable coneerns were

hoad-onsetr conditions,

r‘;iixmi

shout pfi(z&:i‘zit;

ONOIY VeTsus caregiver mvols
Twnsm?mm problems seem to cut across
¢ cutegones and embody
d and adult

COtl-

services acrass the

Mellonagh [15] hus identified several barriers to optimal
wansinen w physieal disorders. These include c%z;m;{ﬁ:x in
established, long-term sherapeune berwee
counyg people and  hesith professionals; difference
berween adule and child models of care; voung people’
fevel of mararity and anderstanding: {;:ffcrmg perc

relationshy

vons of the adult care svstem; adolescenc resistance w
jE 1 Ef)"gx.(‘ ux(‘q”\ REECSNOrS] H)"‘f(ﬁ‘ prate o
¢ providers on adoles
lack of organizationzl support,

Jucation and train-
ent disorders; and
This could easily be a list
of tansition problems in mental hesbtheare, McGorry
FIB! Bas argoed that pubhic mental health services have
f{»finwz:d 4 paediarne~adult sphiv in service delivery, mar-
roring ab and acure healtheare. ’Hm pattern of peak
»wi the burden of mental
means thar the maximwn w
e system nocurs just wl

e for adult care

GUSCL

Transition from child and adolescent mental
health service to adult mental health service:
UK findings

A recent natonal meview of CAMEPIS
found from CAMH
COrng Lo w:‘vi(‘c URCTS,

rovision i the LIK
o AMHBS ¢
carvers and ol
\ lds dhd not get mppurz and care
dmifw "‘x‘;m%i?ima Ymmg peopie with

that transition

5 were n.wuf‘( ,Hn; t‘x:(,.s.s\fui from azmir SEIVICES
p inciuded dhose with avenuon deficir hvpes-
yodisorder (ADHID) and bebavioura! problems,
There were 2 few exampley of good practce around

TSK.900.001.0938

the country, S orransition workers, tran-

including .
sitcion serviges and services such as esrly intervenoon in
psvehosis that operated asuide the CAMHS-AMHS
divide. The review concluded that services should flex-
ibly focus on needs rather than chronologieal age but
recognived that such changes had significant resources
and training implications,

A more recent mulosice mulimerhods study of ransiton
pulivies, practce, procedures wnd outcomes in England
trhe TRACK study) has puk
Using 2 questionnare o determine ransiton policies
and pracaee across Greater London, the study fonnd tha
most GAMHS had existing transiion protocols 1o gude
the process. Protocols were largely similar in their stated
aims and pulicies, bor differed in several key procedural
such ay joint working bewween CAHMS and
1§ and whether protocols were shared av wust or
focalivy level, An enduring mental healch problem was
considered a kev entenon for individuals requinng wan-
disorders that fell ourside of dus
eritenon, such as peurodevelopmenral disorders (AIDHD,
autisin specerum disorder, mild w moderate fearming dis-
abilicyy und emotinnal/personahity refated problems. were
likety ro fall through the care net. All protecols empha-
sized thar service users’ involvement should be coneral in
transition planning and implementation. ver no protecol
specified how psers should be prepared for transition. A
major omission from protocols was procedures to ensure
continuity of care for patients not accepred by AMHS.
The TRACK study is due w publish s final reporc in
April 2009,

ished 1tg first paper [167].

sition. However, manvy

Pyespite policy documents and initatives, there are sull
unacceptable varatons o service provisien for young
people with menral health problems, both berween
regions and within local areas o the UK, leading o
meqialites of care provision [27°] The challenges at
the interface bevween CAMHS and AMHS are nor all the
responsibiiicy of CAMMS, T }quire strasegic col-
n berween all agencies providing care for adulis
ardd chiidren and range from specific local arrangements
berween CAMHS and AMHS for gansidon policies, the
developrent of pathways o care and veatment prorogols
at the interface, to bumdu naticnal inttdatives to bnprove
workforce capucity and traming,

laborat

Heurodevelopmental disordars

tor children with disabilities vansition from chil
o adulthood ¢ more problematic, and
voung people with n""i 1o moderate learning disability
: 1 : CThev may not mees the ehigibilite
criceria f'aycia}mrzéh, Auzkait Leamning Disabilicy Service or
the Adult Community Mentwal Health Team, yet require
OUEOIng SupPi “his also
oeeurs commonlty with high-funcuoning voung people

dhood

rransition for

orr and psvehiziric ingervention,

Copyright © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.
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with an autism spectrum disorder or Asperger syadrome,
especially in the abscnce of (‘%c 4r-Cut com I sychia-
ric disorder {1,161 There is also growing recogm U(m of

ina ‘f“;tmto services for young | numie. with ADHD (367,
Only about g fifeh of community pacdiaricians in the UK
have access to dedicated olinies for adule with ADHD

Younyg people in special circumstances

Many voung pvop% ¢ in speoral circumstan
Looked After or those 3(;‘%\'!7";& Lo
bomelessy and from ¢ i
agvium seekers may be ;s;zs'fi::s:m?y mm able
heath problems. Pac

ces (such as ¢
al *‘%:zti*;osa;“; care; t

CETERIn TInoLY  grot

; such
o mental
5 to mentgl health-

care are pardcularly preb }mmm for prople from Black
and minority ethnic backgrounds (38" e

May not a cither CAMBS or AMI i
both the sugmu of ma:m;s! itin ind the pc:rcc%pmm that
services are not culcurally approprisre [40], Gchers such as
those “with a forensic history or with significant risk w
orhers have complex needs and yvot may not meet eligi-
bitiry erireria nt communiry serviees. The
particularty vulnerable w problems during ¢

8¢ groups are
cransicion |10

The sffect of poor transition
Ihe most disruptive outcome of poor oz

wie with ongoing necds disenguge from ser-
1.

vices during the ransiiion procs

Disengagement from

heare is in many cascs @ major problem [417]
with socially isolared adoloscens ar the greatest risk of
dropping out of reatment {421 The most vulnerable
therefore are av gresrest sk of dropping out of care.
Young people are also less bkely o collaborate with
clinicians abour their reaunent, bocause many
feel that thev do oot have an adequate say’ in the care
thoy recerve (43 Poor gansition simply adds to the risk
of such disengagement.

mentai heale
|

theare, voung service users and thely carens
n have very differens perspective
and ourcemes from rhose of im

§on reatment goals
ietans, \cjd{tmm‘afiy,
when young people tarm 18 mental health

ao longer obliged o invobve

SETVICCS Are
"
v

thelr Parents or Carers
(TRt ent &us re the assumed autonomy of the “adu

udies show ( hat famihies feel left our of the
wess follo

i
1
24

Servies us

credomoent o
nilies collabaratively
MICHT &% “CE* a8 caret G'H?FC(\}S LK

and involving
of disengage-

Conclusion

Whereas overvone seems to agree
sition from CAMMS o AMHS 52 ot of oare
1, the phenomenon wself s rarely studied, There
4re SIENINCHENT gEns 1 ou L nowledge about the process,
outcomes and experience o*”z nsicion from CAMBS o

provist

Copyright © Lippincott Williams & Wilkins. Unauthorize

AMHS. We do not convineingly know who makes such z
transition, who {z2ils chrough the care gap, whar ase the
predictors and outeomes of successful ransicion, how the
process of transition is expericnced by users, carers and
E'm'zcisn and what organizadonal facrors facilitare or
npede successful transition. Without such evidence, we
cannot z;n:v:;iop and evaluare specific service models that
promote suceessful ransivon or plan future service devel-
opment and training programmes. Findings from the
"‘I"’ ACK study should provide such evidence in the

LR context
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SKIPPEN, Tania

TSK.900.001.0945

From:
Sent:
To:
Subject:

Dear Beth and Kristi,

SKIPPEN, Tania

Wednesday, 10 September 2014 3:28 PM

KOTZE, Beth; Kristi Geddes

Re: Barrett Centre Investigation - interviews [ME-ME.FID2743G97]

I canattend on Oct 13 and 14 and confirm that | believe the interviews are best done together.

Kind regards,
Tania

On 10 Sep 2014, at 12:47 pm, "KOTZE, Beth” > wrote:

Two days in October is probably more practical.
I could do 13 and 14"

Under the circumstances we think we should do the interviews together
Will just need Tania’s confirmation

B.

Associate Professor Beth Kotze

MBBS FRANZCP FRACMA Cert Child Psychiatry MMed (Psychotherapy) MHA (UNSW)
Acting Associate Director, Health System Management

Mental Health and Drug and Alcohol Office

NSW Ministry of Health

Direct Dial:
Address:
Email:

Website: www.health.nsw.gov.au/mhdao
<imagelll png>

From: Kristi Geddes _

Sent: Wednesday, 10 September 2014 12:44 PM

To: KOTZE, Beth

Cc: SKIPPEN, Tania

Subject: Re: Barrett Centre Investigation - interviews [ME-ME FID2743997]

Thanks Beth.

I am not in the office today, but will fook at starting to gather the additional requested information
when | am back in tomorrow.

in the meantime, as we had discussed, | have now contacted almost all of the relevant witnesses
and split them according to patients over one day for Tania in September and one for you in
October. | can re-issue the formal requests with new dates, but I'm not sure that all can be done in
one day. Are you proposing to stay overnight and spread them across the Monday and Tuesday? |
just want to be absolutely sure about dates before | re-issue the interview reqguests, so that they
won't need to be changed again, particularly given that a number have involved insurers/ the
Unton,

In relation to the level of specificity, | have sought guidance from the department if they are
expecting an individual review of the plans for each patient, or an overall review with specific
consideration of the more complex patients. [ will let you know when | get their response

78
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Kind regards,
Kristi.

Kristi Geddes
Senior Associate
Minter Ellison

On 10 Sep 2014, at 11:34 am, "KOTZE, Beth" < > wrote;

Dear Kristi

I'have now touched base with Tania and this is what we've agreed:

1. Tania will use the 2 days when she comes up in September to finalise the
review of the clinical files and to write up the clinical summaries that will be
required for the report for all the patients in scope. These will be in th
nature of brief over-view of each clinical scenario with particular comment
on the documented transition plans.

2. Inrelation to the care coordinators can you please clarify:

a. A number of the patients have 2 care coordinator names written
beside them on the summary sheet — what does this mean? Was
there a principal coordinator and a buddy? Or were there Z care
coordinators with clearly delineated roles? Some names have
‘associate ¢’ written beside them —but in other cases there are 2
names and no difference noted.

Is there a written statement of duties for the care coordinators?

¢. Vanessa Clayworth's name isn't against any of the patients as care
coordinator - what was the nature of her role? Was it formalised? if
so can we please have a copy of the statement of duties?

d.  Whatis ‘business as usual’ transition/discharge practice for the
service as articulated in formal policies and procedures? If there is a
service transition/discharge policy and procedure? Can we please
have a copy?

e. Were there any specific policies/procedures/statement of duties
put in place for the transition coordination for these particular
patients? If so can we please have a copy?

3. Re the BAC review {?2008) can we please have any excerpt relevant to the
topic of transition/discharge planning? Given the very long length of stay of
the service one would expect that this would be a major field of activity
even during ‘business as usual’, let alone in preparation for the closure. Did
BAC routinely conduct followup of former patients? if so is a summary
report available?

4. We will conduct the interviews together — so Tania will come up with me on
Monday 13" October. The priorities for the interviews that day are the 2
medical officers (Clinical Director and Acting CD) and the care coordinators
for the patients Looking through the sheet, it
looks like all the patients in question had at least 2 care coordinators and
some 3 but the same care coordinators were involved with more than 1 of
the patients — by my calculations it locks like there are  care coordinators
involved with these  patients? That would be 10 witnesses. | think we
should try for 1 hour each for the medical interviews and 45 minutes for the
care coordinators.

5. Inrelation to the ToR and particularly noting 3.1.4 which refers to the
information available to clinicians and is quite specific about the care
planning for the , we
definitely need to get information from the services to which they were

ferred, Can we obtain some general information about each one (what

refer
does the service provide etc) and if they have intake forms or assessments

or

Z

28"

1880



EXHIBIT 117 TSK.900.001.0947

and initial care plans or equivalent? Tania and | can follow up with
telenhone calls to verify or clarify anything that we need 1o~ 5o a key
contact name and telephone | ,umber foreach w i be helpful,

fn essence we are proposing that:

- the medical interviews and the file review and the information from the
receiving services deal with the patient cohort overall (ToR
31.2;,3.133.1.4)

- the medical interviews, the care coordinator interviews and the file
reviews and the info from the receiving services deal with the specific
cases identified as having poor cutcome or complex transitions {ToR
3.1.4)

Can you clarify your interpretation of 3.1.2 — it could be read to mean that we
would have to interview all the patients and their families to get the other side of
the story —ie what did they think their needs were and how well were they met? It
could also be limited to, based on the documented care ,«Kan ing and interviews,
were the psychobiosacial needs of the patients and families identified
comprehensively and comprehensively planned for?

Regards
Beth

Associate Professor Beth Kotze

VIBBS FRANZCP FRACMA Cert Child Psychiatry MMed (Psychotherapy} MHA
{UNSW}

Acting Associate Director, Health System Management

Miental Health and Drug and Alcohol Office

NSW Ministry of Health

Direct Dial: '

Address:

Email:

Website: www.health.nsw.gov.au/mhdao

LTS

gel02 . org>

From: Kristi Geddes | |

Sent: Tuesday, 9 September 2014 7:56 AM

To: KOTZE, Beth

Subject: Re: Barrett Centre Investigation ~ interviews [ME-ME.FID2743997]

Thanks Beth.

P will do my best to group the care coordinators according to patients, however
there may be some overlapissues. Would you like 1o speak with RN Vanessa
Ctaywori! or would you prefer leave that to Tania? Unfortunately, { do not have
specific details of the extent of her involvement with any particular patients, I've
just been advised that she played a key role in the transition planning and would
therefore be someone we need to speak with

in the interests of time, do you think it would be possible to obtain the information
you require from the receiving agencies via information requests instead of
interviews? If so, if you are able to provide me with a list of the specificinfermation
you require, | can attend to those reguests and hopefully have the information for
you upon your return from leave.

Lad
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{look forward to hearing from you.

Kind regards,

Kristi.

Kristi Geddes
Senior Associate
Minter Ellison

On 8 Sep 2014, at 5:23 pm, "KOTZE, Beth" <

Thanks Kristi

if at all possible we need to have the clinicians grouped by patients

so that | do all the interviews associated with patient x and Tania

does all the interviews associated with patient y.

if we start with the medical staff and the care coordinators for the

patients whose files | reviewed that would be good — there were the
and then

fve had a look at the ToR again and | think it may be difficult to

answer 3.1.2 and 3.1.3 ingeneral and 3.1.4 in particular without

talking to the agencies that received the referrals because

appropriateness goes to the issue of the capacity and capability at

the receiving end and the quality of the communication — 1 am

wondering if some of these interviews could be done by telephone

if the staff of these agencies are comfortable and willing to

cooperate.

What do you think?

Beth

Associate Professor Beth Kotze

MBBS FRANZCP FRACMA Cert Child Psychiatry MMed
{Psychotherapy) MHA [UNSW)

Acting Associate Director, Health System Management
Mental Health and Drug and Alcohol Office

NSW Ministry of Health

Direct Dial:

Address:

Email:
Website: www.health.nsw.gov.au/mhdao

YR g gy gy
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From: Kristi Geddes

Sent: Monday, 8 September 2014 11:40 AM

To: KOTZE, Beth

Subject: Barrett Centre Investigation - interviews [ME-
ME.FID2743997]

Hi Beth,
| hope you had a lovely weekend after your trip up on Friday.

rrently arranging staff interviews for you on

As discussed, | am curr
r 2014 You had requested meeting with Dr

Monday, 13 Octobe

TSK.900.001.0948

- wrote:
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Brennan, Dr Sadler and then gach of the care coordinators for the
three deceased patients. In total that would be 9 witnesses

I'm allowing an hour for each interview and based on your flight
times last Friday. unfortunately that would only leave time for 6. |
just wanted to check how you would therefore prefer | prioritise
interviews. | have currently prioritised Dr Brennan and Dr Sadler and
then at least one care co-ordinator for each patient. That leaves us
with one spot left over

I've been advised by WMHHS that RN Vanessa Clayworth, afthough
not a care coordinator, piayed an integral role in transition planning.

[ just wanted to check if pernhaps | fill the last spot for that day with
RN Clayworth and/or if you would prefer stay on an extra day and
speak with all care coordinators for those complex patients?

Obviously, | will endeavour to instead arrange for Tania to interview
the other care coordinators for those patients if you are not able to.

[ look forward to hearing from you.

Kind regards,
Kristi.

Kristi Geddes San oy 45

E S .
B Please consder the environment before printing this email
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IMPORTANT INFORMATION - PLEASE READ

This email and any attachments are confidential and may be legally
priviieged (in which case neither is waived or lost by mistaken delivery)
Please notify us if you have received this message in error, and remove both
emails from your system. Any unauthorised use is expressly prohibited.
Minter Ellison collects personal information to provide and market our
services (see our privacy policy at htip/fwww. minterellison.com for more
information about use, disclosure and access). Minter Ellison's fiability in
connection with transmitting, unauthorised access to, or viruses in this
message and its attachments, is limited to re-supplying this message and its
attachments.
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SKIPPEN, Tania

From: Kristi Geddes < » >
Sent: Monday, 13 October 2014 11:59 AM

To: KOTZE, Beth; SKIPPEN, Tania

Subject: Barrett - Vanessa Clayworth [ME-MEFID2743997]

Hi Beth and Tania,

l've just received an email from the Australian Workers Union, on behalf of Vanessa Clayworth, confirming that she
will not be attending the interview tomorrow due to medical concemns :

Please let me know if you want me to see if | can reschedule Dr Sadler to earlier in the day.

Kind regards,
Kristi,

Kristi Geddes "o o

ﬁ,‘% Please consider the environment before printing this email

¥ e e ke e ek R ‘ * sk s e oK o defeie

IMPORTANT INFORMATION - PLEASE READ

This emall and any attachments are confidential and may be legally privileged (in which case neither is waived or lost by mistaken
delivery). Please notify us if you have received this message in error, and remove both emails from your system. Any unauthorised
use is expressly prohibited. Minter Ellison colfects personal information to provide and market our services (see our privacy policy
at hitp/Awww. minterellisen.com for more information about use, disclosure and access). Minter Elison's fiability in connection with
transmitting, unauthorised access 1o, or viruses in this message and its attachments, is limited to re-supplying this message and its
attachments.
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From:

Sent:

To:

Subject:
Attachments:

Follow Up Flag:
Flag Status:

SKIPPEN, Tania

Friday, 17 October 2014 8:44 AM

SKIPPEN, Tania

Qld review

Qld review client profiles and transition evidence summary_12 October
2014.docx; Report intro.docx

Follow up
Completed
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Introduction

This report has been completed by the health service investigators' under section 199 of
the Hospital and Health Boards Act 2011 (HHBA) for the Director-General, Queensland

Health in line with the Terms of Reference and appointment to investigate and report on

matters relating to the management, administration or delivery of statewide public sector

health services in Queensland Health (Appendix A).

Purpose

The purpose of the health service investigation was to:

Note that a policy decision was made by Queensland Health in 2013 (and
communicated by the Minister on 6 August 2013) to close the Barrett Adolescent
Centre (BAC), Wacol, West Moreton Hospital and Health Service in January 2014
and move the mental health care for its adolescent patients from being
institutionally-based in a stand-alone mental health facility to being community-
based.

Investigate and report on the statewide transition and healthcare planning
measure undertaken by the Department of Health and West Moreton, Metro South
and Children’s Health Queensland Hospital and Health Services and any other
relevant Hospital and Health Service in Queensland, in relation to the then current
inpatients and day patients of the BAC.

Note that three previous patients of the BAC have died in 2014 and that their

deaths are currently being investigated by the Queensland Coroner.

Scope of the investigation

The functions of the health service investigators were to:

1.1 Investigate the following matters relating to the management, administration and

delivery of public sector health services:
1.1.1 Asses the governance model put in place within Queensland Health
(including the Department of Health and West Moreton, Metro South and
Children’s Health Queensland Hospital and Health Services and any other

relevant Hospital and Health Service) to manage and oversight the

" Associate Professor Beth Kotze, Acting Associated Director, Health System Management, Mental Health
and Drug & Alcohol Office, NSW Ministry of Health; Ms Tania Skippen, Associate Director, MH-Children and
Young People, Mental Health and Drug & Alcohol Office, NSW Ministry of Health; and Ms Kristi Geddes,
Senior Associate, Minter Ellison Lawyers.
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healthcare transition plans for the then current inpatients and day patients
of the BAC post 6 August 2013 until its closure in January 2014,

a) Advise if the governance model was appropriate given the nature
and scope of the work required for the successful transition of the
then patients to a community based model;

1.1.2 Advise if the healthcare transition plans developed for individual patients
by the transition team were adequate to meet the needs of the patients and
their families;

1.1.3 Advise if the healthcare transition plans developed for individual patients
by the transitions team were appropriate and took into consideration
patients care, patient support, patient safety, service quality, and advise it
these healthcare transition plans were appropriate to support the then
current inpatients and day patients of the BAC post 6 August 2013 until its
closure in January 2014;

1.1.4 Based on the information available to clinicians and staff between 6
August 2013 and closure of BAC in January 2014, advise if the individual
healthcare transition plans for the then current inpatients and day patients

of the BAC were appropriate. A detailed review of the healthcare transition
plans for patients

should be undertaken.

2.1 Make findings and recommendations in a report under section 199 of the HHBA in
relation to:

2.1.1 The ways in which the management, administration or delivery of public
sector health services, with particular regards to the matters identified in
paragraph 1 above, can be maintained and improved: and

2.1.2 Any other matter identified during the course of the investigation.

Conduct of the investigation

Kristi to add — records, interviews and process. Appendix B.

Interviews

74896
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Documents reviewed

The following documents related to the governance model put in place to manage and
oversight the healthcare transition plans for the then current inpatients and day patients of
the BAC post 6 August 2013 until its closure in January 2014 were reviewed:

®

The following policies and procedures were provided by West Moreton Health Service
District as relevant to consumer transition planning during the transition period August
2013 to January 2014:
e Inter-district Transfer of Mental Health Consumers within South Queensland
Health Service Districts (Version No. 1.0), by the Division of Mental Health, Darling

Downs — West Moreton Health Service District.

Policy decision

Add details from WMHHHS CE notes on the policy decision.

Governance Model

What was the governance model?
Committees
Stakeholders

Implemented over what time period?

Similar best practice models??

b
74821
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QLD review

Client profiles and transition evidence summary

Guidance:
Reference: Inter-district Transfer of Mental Health Consumers within South Queensland

Health Service Districts (Version No. 1.0), by the Division of Mental Health, Darling Downs —

West Moreton Health Service District.

[ ]

Consumer demographic information

Consumer intake form

Consumer assessment form with associated assessment modules attached
Recovery plan including 3 parts (1. Recovery plan — consumer focused; 2. Individual
care/treatment plan — service/duty of care focused; 3. Relapse prevention plan). An
individual care/treatment plan generated from the care planning module in CIMHA is
also acceptable.

Consumer End of Episode/Discharge Summary (Mandatory from inpatient and
Community Service Providers)

Clinical documentation should be forwarded to the receiving service at least 3 days
prior to the transfer of clinical care of the consumer.

Transferring service must ensure the information has been received by the receiving
service and must document in the consumer’s record that this has occurred.

The receiving service contact details and follow-up appointment details must be
noted in the consumer’s transferring service medical record prior to transfer.

Unless consent is not given, prior to transfer, the transferring service Principal
Service Provider or equivalent must notify (at the minimum) and preferably consult

with the consumer’s carers and family regarding the pending transfer of care.
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MH Act Referral Assessme | Outcome | Recove | End of Documents | Docum’td Family/ Receiving Transfer of Receiving District
status forms ntincluding | Measure | ry Plan | Episode/ forwarded appt carers PSP face ITO
including forensicHx | s Discharge | 3 days notified to face complete
MHA2000 if relevant. Summary prior and/or contact
docs if Risk Ax consulted within 7
relevant days
Inpatients . , = L
I N/A X X X X X X X X NA -
I X, X X, X X X X X X
X X X X X X X X X
N/A X X X X X attime X | Check X N/A
E N/A X X x 0 x [Xattme | X X -
X X X X X X X X X X
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Patient Assessment | Direct Review Contact w Conta | Clinicalneed | Length | Age of | Demographi | Family Funding sourced | Additional
of future consumer Consumer referring ctw and Risk taken | of stay | patient | cs engagement | to provide supports
service Axs and medical agency and | family | into account of pt conside | considered considered/ additional Wrap sourced eg:
needs consultation | charts local MHS conside | red Contact around care housing and

red made with disability
family supports

Inpatients
X X X X X X X X X X
X X X . X X X voiced X X X X

k distress at : "
BAC closure

Xinc X X X X X X X X X
education,
employment
, housing
X Check X X Check | X X X X Check
X X X X X s X héadspace X 1 X X X :

. , i : ,
X X X X X X X X X X

** above criteria noted in response from CE WMHHS 24 Aug 2014
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SKIPPEN, Tania
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From:

Sent:

To:

Subject:
Attachments:

Follow Up Flag:
Flag Status:

SKIPPEN, Tania

Friday, 17 October 2014 3:15 PM
SKIPPEN, Tania

Qld report 20141017 .docx

Qld report 20141017.docx

Follow up
Completed
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QLD review

Client profiles and transition evidence summary

Guidance:

Reference: Inter-district Transfer of Mental Health Consumers within South Queensland
Health Service Districts (Version No. 1.0), by the Division of Mental Health, Darling Downs —

West Moreton Health Service District.

[ 4

Consumer demographic information

Consumer intake form

Consumer assessment form with associated assessment modules attached
Recovery plan including 3 parts (1. Recovery plan — consumer focused; 2. Individual
careftreatment plan — service/duty of care focused; 3. Relapse prevention plan). An
individual care/treatment plan generated from the care planning module in CIMHA is
also acceptable.

Consumer End of Episode/Discharge Summary (Mandatory from inpatient and
Community Service Providers)

Clinical documentation should be forwarded to the receiving service at least 3 days
prior to the transfer of clinical care of the consumer.

Transferring service must ensure the information has been received by the receiving
service and must document in the consumer’s record that this has occurred.

The receiving service contact details and follow-up appointment details must be
noted in the consumer’s transferring service medical record prior to transfer.

Unless consent is not given, prior to transfer, the transferring service Principal
Service Provider or equivalent must notify (at the minimum) and preferably consult

with the consumer’s carers and family regarding the pending transfer of care.

g5
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l

91€

L

Referral Assessment Outcome | Recove | End of Documents | Documented | Family/ Receiving Transfer of Receiving District
status forms including Measure | ry Plan | Episode/ forwarded appointment | carers PSP face ITO
(including forensic S Discharge | 3 days s notified to face complete
MHAZ2000 History and complete Summary prior and/or contact
docs) Risk d consulted within 7
completed | Assessment days
and
management
plan
Inpatients
‘ " N/A v v v v N/A
v, : v/
v v v v v v
N/A v v v v o v/ attime v Check v N/A
N/A v 7 7/ attime
v v v v v v v v v v
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Assessment | Direct Review Contactw Conta | Clinical need Length | Age of ’Demographi Family Funding sourced Additional
of future consumer A | Consumer referring ctw and Risk taken | of stay patient | cs engagement | to provide supports
service v's and medical agency and | family | into account of pt conside | considered considered/ additional Wrap sourced eg:
needs consultation | charts local MHS conside | red Contact around care housing and
red made with disability
family supports
Inpatients
v 4 v v v v v v v v
v/ % v/ v v v/ voiced | / v % v
k distress at -
BAC closure
| v inc v v v v v v v v v
education,
employment
, housing
I 7 Check v v Check | v v v 7 Check
I v v v v v v v v v v
flup o
v v v v v v v v v v v

1
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QLD review

Client profiles and transition evidence summary

Guidance:
Reference: Inter-district Transfer of Mental Health Consumers within South Queensland

Health Service Districts (Version No. 1.0), by the Division of Mental Health, Darling Downs —

West Moreton Health Service District.

[ ]

Consumer demographic information

Consumer intake form

Consumer assessment form with associated assessment modules attached
Recovery plan including 3 parts (1. Recovery plan — consumer focused; 2. Individual
care/treatment plan — service/duty of care focused; 3. Relapse prevention plan). An
individual care/treatment plan generated from the care planning module in CIMHA is
also acceptable.

Consumer End of Episode/Discharge Summary (Mandatory from inpatient and
Community Service Providers)

Clinical documentation should be forwarded to the receiving service at least 3 days
prior to the transfer of clinical care of the consumer.

Transferring service must ensure the information has been received by the receiving
service and must document in the consumer’s record that this has occurred.

The receiving service contact details and follow-up appointment details must be
noted in the consumer’s transferring service medical record prior to transfer.

Unless consent is not given, prior to transfer, the transferring service Principal
Service Provider or equivalent must notify (at the minimum) and preferably consult

with the consumer’s carers and family regarding the pending transfer of care.

B34
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From: SKIPPEN, Tania

Sent: Friday, 17 October 2014 4:43 PM
To: SKIPPEN, Tania

Subject: RE: Qld report 20141017.docx
Attachments: Summary table.docx

Follow Up Flag: Follow up

Flag Status: Flagged

From: SKIPPEN, Tania

Sent: 17 October 2014 15:14

To: SKIPPEN, Tania

Subject: Qld report 20141017.docx
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IMH Act siatuS

Referral forms (including MHA2000 docs) completed

Transfer of Care Principles {Qld Health Procedure)*

Receiving District/mental health service

Assessment of client future service needs

N/A v v N/A N/A v
Transfer of ITO complete N e v ' Y 4
Assessment including forensic History and Risk
Assessment and management plan v v v v v v
Outcome Measures v v v v v v
Recovery Plan v v v ' v v
End of episode/ Discharge summary v v v v v v
Documents forwarded 3 days prior 'S v v ¥ at time v at time v
Documented appointments v v v v v v
Family/carers notified and/or consulted ' ' 4 v v v
Receiving PSP face to face contact within 7 days N/A v v N/A N/A v

Direct consumer assessment and consultation

Review of consumer medical charts

Contact with referring agency and local mental health
service

PA RPN R RS

<,

ESESESEN

NENPNEN

Clinicat need and Risk taken into account

Length of stay of client was considered

Age of client was considered

Demographics were considered

Family engagement considered/ Contact was made with

Additional supports sourced eg: housing and disability
supports

SRS S

S S ST

ESENENENEN

ISEN RN PR 'S

ISESESESES

A RS RS RN ES
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From;

Sent:

To:

Subject:
Attachments:

Follow Up Flag:
Flag Status:

Final for Friday version

SKIPPEN, Tania

Friday, 17 October 2014 5:06 PM
SKIPPEN, Tania; KOTZE, Beth
Report 20141017.docx

Report 20141017 .docx

Follow up
Flagged
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Expert Clinical Review Report: Transitional Care for
Adolescent Patients of the Barrett Adolescent Centre

Authorisation

This report has been prepared in accordance with the Instrument of Appointment and
Terms of Reference, both dated 14™ August 2014 and both authorised by Mr lan Maynard,
Director-General Queensland Health, and revised 28" August 2014.

Scope and Purpose

To provide expert clinical review and a report under section 199 of the Hospital and Health
Boards Act 2011 (HHBA) for the Director-General, Queensland Health in line with the
Terms of Reference.

The functions of the health service investigators were to:

1.1 Investigate the following matters relating to the management, administration and
delivery of public sector health services:

1.1.1 Asses the governance model put in place within Queensland Health
(including the Department of Health and West Moreton, Metro South and
Children’s Health Queensland Hospital and Health Services and any other
relevant Hospital and Health Service) to manage and oversight the
healthcare transition plans for the then current inpatients and day patients of
the BAC post 6 August 2013 until its closure in January 2014;

a) Advise if the governance model was appropriate given the nature
and scope of the work required for the successful transition of the
then patients to a community based model;

1.1.2 Advise if the healthcare transition plans developed for individual patients
by the transition team were adequate to meet the needs of the patients and
their families:

1.1.3 Advise if the healthcare transition plans developed for individual patients
by the transitions team were appropriate and took into consideration patient
care, patient support, patient safety, service quality, and advise if these
healthcare transition plans were appropriate to support the then current
inpatients and day patients of the BAC post 6 August 2013 until its closure
in January 2014;

1.1.4 Based on the information available to clinicians and staff between 6
August 2013 and closure of BAC in January 2014, advise if the individual
healthcare transition plans for the then current inpatients and day patients of
the BAC were appropriate. A detailed review of the healthcare transition

&40
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plans for patients
should be undertaken.

2.1 Make findings and recommendations in a report under section 199 of the HHBA in
relation to:

2.1.1 The ways in which the management, administration or delivery of public
sector health services, with particular regards to the matters identified in
paragraph 1 above, can be maintained and improved: and

2.1.2 Any other matter identified during the course of the investigation.

Process

1. Extensive documentation was made available to the reviewers: refer Index of
Documentation (Appendix A), including patient files, policies and miscellaneous.

2. Written statement from Dr Anne Brennan, 13/10/14.

3. Interviews were conducted face to face over 2 days being 13" and 14" October
2014,
Context

e On 6% August 2013 Minister for Health, Mr Lawrence Springborg announced the
closure of the Barrett Adolescent Centre (BAC), Wacol, West Moreton Hospital
and Health Service (WMHHS)'. A planning process to develop new service options
for the population of the State was announced under the governance of Children’s
Health Queensland (CHQ)?. A governance process to manage the transition of
current individual patients of BAC was developed.

e The concentrated and focussed process of managing the transition of individual
patients from the care of BAC to alternative options commenced in September
2013° with the expectation that the service would close in January 2014.

o The process of managing the transition of individual patients was centred on
individualized and comprehensive needs assessment, including mental health,
health, educational/vocational, housing/accommodation needs, and care planning,
extensive investigation to identify available and suitable services to provide
coordinated care in community settings, iterative planning and collaboration with
consumers and families and carers.

e The clinically driven process was supported by a formal governance structure
comprising:

! Refer: letter dated 24 August 2014 from Lesley Dwyer Health Service Chief Executive West Moreton Hospital and
Health Service to Dr John Allan.

2 This process was identified as out of scope by the reviewers because it concerned strategic forward planning at the
opulation level rather than care planning for the individual patients of BAC.
p g p

 Refer interview with Dr Anne Brennan.
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o Clinical Care Transitional Panel:

Chaired by Dr Anne Brennan

Key members: internal to BAC: multidisciplinary senior clinicians
responsible for patient care and Acting Principal of the school.

Reported to the State-wide Adolescent Extended Treatment and
Rehabilitation Implementation Steering Committee and the West
Moreton Management Committee

Met twice-weekly and on an ad hoc basis to focus on day to day
patient care and planning for transition. An issues log was
maintained and provided to the reviewers by Dr Brennan.

Agendas provided to reviewers (Appendix A). No formal Terms of
Reference available.

o The West Moreton Management Committee*:

Chaired by A/Director of Strategy

Key members: range of senior clinician and management
representatives from the health service, representative from CHQ
and MHAOD Branch.

Reported to the Chief Executive WMHHS and Chief Executive and
Department of Health Oversight Committee.

Met weekly from September 2013 until January 2014.

Paperwork......

o Chief Executive and Department of Health Oversight Committee:

Chaired by...

Key members: Deputy Director General Department Health, Health
Service Chief Executives from key hospital and health services;
Executive Director MHAOD Branch and other key representatives
from CHQ.

e  The clinically driven process was supported by additional and specific resourcing:

o Project Officer appointed to support the Clinical Care Transitional Panel
and the Barrett Adolescent Update Meeting.

Appointed .....

Role to schedule agenda to ensure all patients reviewed in a timely
way and record keeping.

* This meeting appears to have had an alternative meeting name: Barrett Adolescent

Update Meeting.

84L
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The closure of BAC was supported by a formal communication plan in effect from
September 2013 to February 2014, This was managed by the Project Officer
(above). The scope included families and carers, community, staff of BAC,
hospital/health services, industrial organisations etc.

Note that three previous patients of the BAC have died in 2014 and that their deaths
are currently being investigated by the Queensland Coroner.

The published literature (Appendix B) regarding transitional care for adolescents
provides guidance and principles in relation to the planning and outcomes required
for this group:

o Optimal transition may be defined as adequate transition planning, good
information transfer between teams and continuity of care following
transition.

o Predictors of positive transition include individual factors such as severe
mental illness and treatment and care issues such as medication and
inpatient care.

o Neurodeveleopmental disorders, personality disorders, complex needs and
emotional/neurotic disorders can be associated with less favourable
outcomes.

o Other factors associated with poor outcomes include if the process is seen
simply as an administrative event.

o It is better to undertake transitional care in the context of relative stability
for the young person rather than crisis.

o Transition preparation requires adequate period of planning and preparing
the young person and carer for transition. The planning needs to broad
account of health and developmental transitions recognising the young
person’s developing maturity and changing health-seeking behaviours.

o Models for collaboration that support transition include: shared care/joint
working across services and liaison models.

o Barriers to transitional care include: lack of alignment between referral
thresholds and criteria between CAMHS/CYMHS and Adult MHS.

The Queensland Health Procedure Document 201000447, Inter-district Transfer of
Mental Health Consumers within South Queensland Service Districts, effective
8/11/10 and active at the time of the closure of BAC, provides guidance in relation
to transitional care, notably including: the roles and responsibilities of transferring
and receiving services; and consideration of potential shared care arrangements.

Noting that transition is a process in which the communication and negotiations
between the referring and receiving services are critical, this review was limited to
review of the available documentation and interviews with key clinicians formerly
from BAC. Staff of receiving services were not interviewed and limited

843
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documentation was available from these services. Education staff were also not
interviewed.

Findings

The process of transitional planning occurred in an atmosphere of crisis with
escalation of distress in a number of the adolescents and staff of BAC.

However whilst this contributed to the complexity of the situation, it
does not appear to have detrimentally affected the process of transitional care
planning for the patients,

Transitional care planning was led by a small multidisciplinary team of clinicians
led by the Acting Clinical Director. Their task was enormous as they were required
to review and supervise current care plans, manage incidents and crises, seek out
information about service options that many times was not readily available,
negotiate referrals, coordinate with the education staff and manage communication
with patients and their families/carers. The team was dedicated to these tasks with
the day to day supervision of the young people undertaken by the Care
Coordinators.

In relation to the patient cohort, it is noted:

o The young people were a very complex group with various combinations of
developmental trauma, major psychiatric disorder and multiple
comorbidities, high and fluctuating risk to self, major and pervasive
functional disability, unstable accommodation options, learning disabilities,
barriers to education and training, drug and alcohol misuse. In short, this
was a cohort in the main characterized by high, complex and enduring
clinical and support needs.

o This would have been very significant challenge in general in organizing
transitional care for such a complex group under ideal conditions. Each very
complex young person required highly individualized care assessment and
planning. These are not the kind of individuals who readily ‘fit” with service
systems because of the scope and intensity of their needs. The model of care
in existence at BAC had promoted prolonged inpatient care and the closure
required the rapid development of care pathways to community care.

o The BAC team undertook an exhaustive and meticulous process of clinical
review and care planning with each individual young person’s best interests
at the core of the process.

The process of communication and negotiation between the clinical team and the
young person and their family/carers was careful, respectful, timely and
maintained. As would be expected during a time of heightened emotions and
anxiety about the future, there appears to have been a level of misunderstandings
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along the way but these appear to have been in each case dealt with promptly and
appropriately. The misunderstandings arose, for example, in circumstances of
unopened emails or unexpected emerging clinical need. There is evidence of parent
information sessions, letters to parents, individual email responses to parents and
phone calls to support timely communication. Fact Sheets, FAQ sheets and the
Executive Review Committee recommendations which were provided to parents
and made publicly available on the WMHHS website.

e The transition plans, without exception, were thorough and comprehensive. In
some instances it was not possible to identify a variety of options for each care
domain, but in each case at least 1 reasonable option was able to be identified
matched to a particular care domain. At times there was considerable delay in
settling on the final option — but this reflected the considerable work involved in
identifying a range of suitable options and working through processes of
negotiation with receiving agencies.

e In a number of instances the young people had disorders that did not cross the
threshold to service in the community mental health system. It is noteworthy that
there were examples of successful negotiations that led to services accepting the
referrals by exception. For example, the reviewers did not find any example where
it was not possible to organize a reasonable system of care for any individual.

e The inevitable challenges arose during this process, such as the changes in
established long-term relationships between the clinicians of BAC and the young
people; the differences between the culture and approach to care provided in
services provided for adolescents and the culture and approach to care in adult
services and the impact of the young person’s developmental stage and maturity on
their health-seeking attitudes and behaviors; and, adolescent’s resistance to transfer
from a service where they felt safe and ‘connected’ in a relatively closed
environment to a community system of care and, in the case of transfer to an adult
system, the different expectations of their maturity and health-seeking behaviour
and the different expectations of involvement of their family.

e Whilst there was some drop-out rate from some aspects of the care organized, the
reviewers did not identify any examples where a young person was completely lost
to care, nor where a core component of care was completely missing. Where , for

example, did drop out of ongoing care with . _ it would appear that
did remain under the care of a case manager from and there was also contact
from with a from

e There were numerous examples of the BAC staff working in a collaborative way
with receiving agencies, as evidenced by the number of times young people were
escorted to the other agencies, the detailed discussions in relation to risk
management, maintaining contact post-transfer of care and joint working by staff
across the agencies. These activities would be considered best-practice in
transitional care and in the main appear to have been implemented. The reviewers
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