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clinical and academic input, and opportunities to rotate staff through a whole 

range of service delivery experiences. 

Appropriate model of care for the BAC cohort 

167. Much of the policy documentation relating to child ancl youth mental health has 

no direct impact on facilities such as the BAC. However, there are national and 

state principles that are clearly relevant. The most relevant, in my opinion, are the 

delivery of least restrictive care, access to services close to home, the overarching 

child and youth principle of developmentally appropriate services (that encourage 

normalisation rather than pathology), and a commitment to service evaluation . 

168. There is also literature on facilities being more effective if they are more 

"homelike" and less clinical in appearance and structure. 

169. Concerning least restrictive care, it is self-evident that day programs are less 

restrictive than inpatient facilities in that the former promotes the individual going 

to their home or to a homelike situation (foster-care or therapeutic residence) of an 

evening where they can put into practice therapy tasks and activities of the day. 

The BAC was restrictive by its nature as an inpatient unit, but also from its 

geographical isolation and placement on a large metal health campus. 

170. The principle of access to care close to home is not in favour of a state-wide long 

stay inpatient unit such as the BAC, which at times had patients from far north 

Queensland, as well as central coast and other non-metropolitan areas. In pa1t, the 

determination to invest in the Townsville CYMHS campus was to provide better 

access to care for Far North Queensland patients. 

171. Developmental appropriateness concerns the concept that there should always be 

a strong emphasis on adolescents engaging in normal adolescent behaviour. The 

hallmark of this is attendance at a mainstream school or some other educational 

facility (for example, TAFE) and mixing with same age peers who do not have 
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psychopathology. For those with very severe mental health diagnoses and 

challenges it is unreasonable to think this group could experience a normal school 

week and school experience. Neve1iheless, even the most troubled adolescent, 

with appropriate professional scaffolding, can attend school for some hours of 

each day . 

Spending large periods of 

time, in some cases exclusively, with other adolescents who experience highly 

challenging behaviour runs the risk of learning and reinforcing dysfunctional 

ways of coping. 

172. Finally, given the poor evidence base of many child and adolescent mental health 

treatment approaches, I am of the opinion that there is a clear imperative to 

respect patients, their families and the funding body (in this case the tax-payer) by 

proving the facility is a place that is more likely than not to produce good 

outcomes. This is consistent with national standards, the National Health and 

Medical Research Council ethos and the recent National Mental Health 

Commissions reform manifesto. If the BAC replacement is tendered out to a Non­

Government Organisation, a robust generalisation is that such organisations have 

a limited track record for conducting outcome research. 

Mental Health Expert Reference Group (ERG) 

173. I was appointed by the federal government to the ERG in about 25 June 2015. 

174. At the time of providing this affidavit, the ERG Report has not been publicly 

released nor has the federal government's response to the National Mental Health 

Commission's manifesto for reform. 

175. Fu1iher, my work with the ERG group 1s subject to a signed confidentiality 

agreement with the federal government. 

el it is reasonable to reassure the Commission on this matter. 
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177. The National Mental Health Commission (NMHC) advocated strongly for a 

stepped-care model of service delivery. The base of such a model comprises 

promotion, prevention, followed by early intervention . At the apex of such a 

model is the provision of facilities that have low population reach (provide care 

for small number of individuals), but provides intensive interventions for 

individuals with very acute mental health needs. 

178. The NMHC also strongly advocated that such unde11akings should have a strong 

evidence base. 

179. The ERG did not give any specific attention to adolescents with intense therapy 

needs in the N .MHC's report. 

Language 

180. I am unaware of any process or policy at the BAC which formally proscribed 

whether adolescents who attended the facility should be called patients, clients, 

consumers, young persons or adolescents. 

181. My personal observation is that medical practitioners exclusively use the term 

'patient' during four to six years ' medical school training, and then often up to 

seven years further study before becoming psychiatrists. Medical practitioners 

who are not psychiatrists sti II overwhelmingly use the word 'patient'. The tenn 

patient is generally associated with being treated by a doctor. 

182. I have observed that in mental health services, psychologists and social workers 

often use the term 'client ' . 

183 . There has been a strong move in the mental health field to define young people as 

a group worthy of their own service delivery ethos and therapeutic practices. If 

is considered by child and adolescent psychiatrist (looking at the 
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individual 's development after they traditionally treat them), they will often use 

the term ' adolescent' . If the group is considered by adult practitioners (looking at 

the individual 's development before they traditionally treat them) they will often 

use the tenn 'youth ' or 'young adult'. 

Other 

184. I do not believe that I have any additional information or knowledge relevant to 

the Commission's Terms of Reference. 

I 85 . All documents referred to in this affidavit have been annexed hereto. 

Affirmed by Brett Michael Charles McDermott on I 0 November 2015 at Townsville 

in the presence of: 
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BMCM-1 

Curriculum Vitae 

Brett McDermott 
B.Med.Sci., MBBS., Cert.Child.Psych., 
MD., FRANZCP 

Professor of Psychiatry, James Cook University and the Townsville 
Hospital and Health Service 

Director, BeyondB/ue the Australian National Depression Initiative. 

By-Fellow, Churchill College Cambridge University 

Adjunct Professor, Queensland University of Technology 

Professorial Fellow, Mater Medical Research Institute 

Queensland Health designation 'Pre-Eminent' Specialist SM04.1 

General and Personal data 
DOB 
Nationality Australian 
C orrcspondencc address: 

Recent Appointments 
• Executive Director Mater Child and Youth Mental Health Service (from March 2002-Dcc 

2014) 
• Director responsible for the ADA \VS: the Adolescent Drug and Alcohol Withdrawal 

Service (from June 2002-Dcc 2014) 
By-Fellow Churchill College Cambridge University UK (ongoing) 

• Director, BeyondBlue the National Depression Initiative (ongoing) 
0 Professorial Research Fellow: Mater Medical Research Institute (ongoing) 
• Adjunct Professor of Child and Adolescent Psychiatry, Queensland University of 

Technology (ongoing) 
• Member National Mental Health Working Group - Child and adolescent expert 

committee responding to natural disasters (ongoing) 
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Chair: NHMRC-BeyondBlue Youth Depression Clinical Practice Guidelines Working 
Group 
Member: NHMRC PTSD Guideline Editorial and Advisory Committee 
For the Queensland Government 

Member CoAG mental health working group 
Member Child and Youth Mental Health net\\"Ork 
(2011-13) Chair of the child and adolescent response to the Queensland Floods 
and Cyclones. 

Member Rotary i'vlental Health Grant Committee (ongoing) 
At the Mater Children's Hospital: 

Member: Mater Children's Hospital Clinical Governance Committee 
Chairman 2008- 2011 Muter Children's Hospital Medical Advisory Committee 

National Health and Medical Research Council Psychiatry/Psychology Review 
panel2007.2008,2009. 
Private Practitioner (Adult. Youth and Child Psychiatry) Tencriffe Family Doctors. 2004-
current 

Other (recent) appointments of note 
Convenor; Australasian Con!Crcnce on Child Trauma (20 I 2 ), Gold Coast, Australia. 
Chair. Queensland Health Child and Youth Mental Health Response to the 20I0-2011 
Natural Disasters 
Visiting Professor (2008) Univcrsiti Kebangsaan Malaysia (UKM), Kuala Lumpa. 
Scientific Convenor 2006 World Congress of the International Association !Or Child and 
Adolescent Psychiatry and Allied Prol~ssionals. 
Chairman (2005-06) Child and Adolescent Mental Health National Outcome 
l'vleasurcment Experts Group 

Medical Qualifications, Training, Courses 
Educated in Sydney (NSvV) and Hobart (Tasmania). Australia. 
Graduated from the University of Tasmania with: 
Bachelor of Medical Science (B.Mccl.Sci.}, 198~. 
Bachelor of Medicine (fvlB ), 1984. 
Bachelor of Surgery (BS), 1984. 
Elected Fellow of the Royal Australian and New Zealand Colleague of Psychiatrists 1995. 
Completion Child and Adolescent Psychiatry training (CertChildPsych.) ! 995 
Doctorate in Medicine (MD) 2005. 
Recent Courses: 

European Education Program in Epidemiology - Residential Summer School (Florence 
2006) 
1-!arvard-Karolinska Biostatistics Summer School: Modules: Advanced Categorical: 
Linear Regression (the Veneto, 2007). 
ACSPRI Winter School: Regression analysis (University of Queensland. 2009) 
ACSPRI Winter School: Structural Equation Modelling (University of Queensland. 2013) 

Professional Record 
1985 [ntcrn. Launceston General Hospital 
1986 Resident Medical Officer, Royal Canberra Hospital 
1987 Surgeon Lieutenant Royal Australian Navy, 
1988 Ship's Medical Officer. HMAS Jervis Bay 
1989 Ship's lVIedical Officer RAN Flagship. HMAS Stalwart 
1990 - I 991 Senior House Officer UK (Psych in try) 
1992 Psychiatry Registrar NS W 
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1993 
[ 993 - [ 994 
1995 
l 995. 
2000 
2001 
2002 -2009 
2002 
2007 
2009-2014 

2011 

2011 
2013 - 2014 
2015 

Senior Registrar Mood Disorders Unit NS\:V 
NSW Training Fellow in Child and Adolescent Psychiatry 
Staff Specialist: Child and Adolescent Psychiall)' (Newcastle, NSW) 

Senior Lecturer Child and Adolescent Psychiatry (UWA) 
Profossor of Child and Adolescent Psychiatry (UWA) 
By-Fellow. Churchill College, Cambridge University, UK. 
Director Mater Child and Youth Mental Health Service (Brisbane, QLD) 
Associate Professor ( UniYersity of Queensland) 
Director BeyonclBlue 
Executive Director Mater Child and Youth Mental Health Service (Brisbane, 
QLD) 
Chair of the child and adolescent response to the Queensland Floods and 
Cyclones 
Professorial Research Fellow; Mater Medical Research Institute 
Director (0.4FTE) Mater Adolescent and Young Adult Centre (MAYAC') 
Private Consultant Child and Adolescent Psychiatrist 
- Locum Child and Adolescent Psychiatrist Fraser Coast (Queensland) Integrated 
Mental Health Service: Townsville Hospital and Health Service (Queensland) 
Mental Health Service; West Moi·cton Health Se1Ticc. 

Honours, Awards 
1983 Kathleen Menzie Travelling Scholarship 
1994 NSW Department of School Education Certificate of Commendation: .. For 

meritorious services to New South \Vales School Children after the l 994. January 
Bushfire Disaster." 

1995 

1998 

1999. 

2003 
2003 

NSW Department of School Education: Assistant Director General's Award: 
"For providing outstanding support to students and school communities in 
Metropolitan East Region following the l 994 January Bushfires." 
"StalcWcst (Western Australia) Achievement Award: Group category. The 
Princess Margaret Hospital for Children Eating Disorders Team: Dr Brett 
McDermott Founding Director. 

The Princess Margaret Hospital for Children "Service Excellence Award" lo the 
PMH Eating Disorders Team: Dr B. McDermott Founding Director. 

Mercy Award: Child and Youth Mental Health Service 
Mercy Award: Kids in Mind Research: Mater Centre for Service Research in 
Mental Health 

2006 Queensland Go\·ernmcnt, Queensland Health Certificate of Commendation 
" ... contribution to the response to Cyclone Larry, North Queensland .. 

2006 Citation from International Association for Child and Adolescent Psychiatry and 
Allied Professionals: excellence in program development of l 71h world congress. 

2007 Australian Defence Service Medal 
2007 "Mater Star'· Award 
2008. Nomination for Queens lander of the Year award. 
20 I l Finalist and Joint Winner: 20 l l Queensland Mental Health Achievement Award 

("Natural disasters; personal achievement in service delivciy") 

Summary of Specialist Clinical Activities 
1995. 

1996-2002 

Staff Specialist at a community Child and Adolescent Mental Henlth 
Clinic. 

Clinical input. supervision and direction of a child and adolescent eating 
disorders clinic. Primary tasks include weekly assessments. individual 
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and family therapy and interaction with inpatient medical and nursing 
staff. 

1996-2001 Child and Adolescent Mental Health Private Practice (0.2EFT) 
1999.Specialist input to child and adolescent inpatient ward. Primary tasks 

include assessments, input to ward rounds, supervision of registrars and 
other staff. individual and family therapy. 

1999-1999 Staff Specialist at a community Child and Adolescent mental health Clinic 
(part-time whilst on sabbatical). 

1999-present 
2001-2002 

Consultations from Paediatrician col leagues 
"Second opinion" service to Perth and regional Child and Adolescent 
Mental Health Services 

2014. Director !V!ater Child and Youth Mental I-lealth Service (Clinical direction, 
primary and secondary consultations, staff inc. register supervision) 
inclusive of the Adolescent Drug and Alcohol Withdrawal Service 
(ADAWS) 

2003-2015 Private Practice Clinic (with Teneriffe family Doctors) Youlh and Adult 
Psychiat1y 

Research Activities: 
Post-Disaster initiatives 

1994-2000 Convenor and Director of the Sutherland Bushfire Trauma Project. 
2003 Convenor Canberra Bush fire Project 
2006 Convenor and Director Cyclone Larry child mental health response 
2009 The Brisbane Storms Project 
2009 Collaboration with ACPMH: Level III Victorian Bushfire intervention for 
children and adolescents 
201 l-1 J Chair of the child and adolcscent response to the Queensland Floods and 
Cyclones 

The Sutherland Bushfire Trauma Project (SBTP) was the first such project in 
Australia, one of the first in the world. 4000 children and adolescents were proactively 
screened for post disaster emotional distress and depression. Clinical intervention was 
coordinated bnsed on the results of screening. The project was the recipient of several 
awards and through media attention raised the profile of emotional issues following 
natural disasters. Analysis of SBTP data formed the cores of MD thesis. 

Various aspects of this research have been presented at numerous conferences (see 
section ''presentations"). A degree of academic prominence has been accorded this 
research and service provision endeavour as evidenced by the invitation to present at the 
American Psychological Associations annual meeting (Toronto, Canada, 1996) and the 
contribution of a chapter to the American Psychological Association pub I ication "Helping 
Children Cope with Disasters: Integrating Research and Practice". 

Two journal publications, one book and two book chapters have been published, 
numerous conference presentations undertaken and three research papers. The project 
Director (Dr McDermott) has received 2 awards (see "Awards" section) from the New 
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South Wales Depmtment of School education for this endeavour, an unusual distinction 
for a Child and Adolescent Psychiatry intervention. 

The Canberra bushfire trauma project was of smaller scale (one school) and built on 
the SBTP by using improved measures. The Cyclone Larry response (Category 5 
Cyclone) involved the key service provision aspects of the SBTP: proactive school-based 
screening using psychometrically sound instruments fol!O\ved by targeted interventions. 
New research aspects include the association of child post-traumatic psychopathology 
with family function, family resilience, social relatedness and parent economic pressure. 
With this initintive a new collaboration began with Dr Vanessa Cobham, this lead to a 
new trauma-focused CBT treatment resource. Four journal articles hnve reported new 
research from this project. 

Post-disaster resenrch and service provision has been a continuing theme with a 
response to the Brisbane 2009 Gap storms and leadership of the 2011-20 l 2 Queensland 
flood and cyclone disasters. The latter has led to a more comprehensive stepped-care 
intervention and publication of a book on children and disasters. 

1996 - 2002: Foundation Director of the Princess Margaret Hospital for 
Children ·Eating Disorders Team. 

Anorexia and Bulimia nervosa and related conditions in children and adolescents are a 
poorly understood and researched area. By establishing a unique, combined mental 
health and paediatric gastroenterology Eating disorders Team for children and 
adolescents the research aim of advancing the psychological, physical and nutritional 
understanding of this clinical population and their families is being advanced. Initial 
research endeavour has been the characterisation of this clinical population. This 
research phase has occupied the EDTearn for the first four years. Future research will 
consider aetiology from a developmental psychopathology perspective and treatment 
outcome. Lastly the EDTeam is a considerable research resource. As of August 200 l the 
database included 200 children and adolescents with Anorexia nervosa or limited 
symptom variants. I PhD candidates, 5 psychology masters students and 4 psychology 
honours students were completed research 1.vith the EDTeam. 

1997 - 2002: Child Psychiatry Common Database Project. 
The outcomes and efficacy of Child and Adolescent mental health treatment services 

are poorly researched. Despite the ubiquity of such services, the argument for service 
need in this area and the economic costs involved require substantiation. An interest in 
this area lead to data analysis and academic support to an existing project (evaluation of 
the Robinson Unit). Two publications (see "publications" section) have been published 
from this research. 

To investigate this area in a more detailed way. in collaboration with Professor Bob 
i'vlcKelvey at the Princess Margaret Hospital for Children, a case register of consecutive 
attenders to any of the P.tv!H psychologica I services \.vas established. The database 
presently contains >2000 children and their families. Analysis of this data, as well as a 
12 month follow-up of attenders, will inform about the differences bet\veen individuals 
with mental illness in the community and those that present at mental health services and 
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the decisions made by clinicians vvhen providing one of several treatment options. 
Several conference presentations have been made based on this research, one research 
paper is in press and two further papers submitted for publication. 

1997-1999 Children who experience Motor Vehicle Accidents. 
Following on from work with children after natui·al disasters, a pilot project 

investigating the rate of Post Traumatic Stress Disorder and general psychopathology in 
children who experienced a Motor vehicle accident has been completed (see publications 
section: McDennott & Cvitanovich). More recently a treatment outcome study is being 
undertaken by a Doctor of Psychology candidate (Mr Michael Kemp). Dr McDermott is 
joint supervisor of this project. 

2003 - Founding member Kids in Mind Research: The Mater Centre for Service 
Research in Mental Health 

KlMResearch is a new Queensland 1111Lrnl!ve with a 1111ss1on to provide high 
quality research support to child and adolescent mental health clinical activities. Initial 
activities include psychoplrnrmacology usage in CYMHS clinics, See kiclsinrnind.org.flu. 
for more cl eta i I. 

2004 - Collaboration with the Mater-University Study of Pregnancy (MUSP} 
Tasked to analyse and report or MUSP data that related to eating disorders and 

related constructs such as body dissatisfaction. Thus far there have been five publications 
from this collaboration. 

2010- Mater F1-11 Seal-Reseal Research Group 
Pl Prof Frank Bowling: genetic, epigenetic, proteomic and toxicological 

investigation of F 1-11 fuel and its implication on human cells <1ncl Cormer serving 
members of the Austrnlian Armed Forces. 

2011 - MMRI Child Anxiety and Posttraumatic Mental Health Research Group 
Pis Associate Professor Brett McDermott and DR Vanessa Cobham: the aims of 

the group are to investigate child and adolescent anxiety and posttraumatic mental health, 
encompassing popul<1tion based approaches and, in collaboration. foundation science. 
This group has a special emphasis on service provision models in real-world situations 
such as natural disasters, including the application of empirically validated c<1se 
identi ftcation and evidence-based treatments. 

Postgraduate Research Supervision 
(Primary or Co-supenisor Dr McDermott): 
Candidate Title 
L Smith The Stroop paradigm in children & adolescents with 

S. ~v!itchell 

C Harris 

B.Grey 
therapy 

anorexia nen osa. 
The relationship between the EDI and EAT26 in a 
community adolescent sample. 
CognitiYe functioning in adolcsccnls with AN prc­
and post nutritional resuscitation. 
The Mirror within: identifying links between between 
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passed 1998 M.Art 
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~morcxia. object relations and the potential role of art 
therapy as the transitional object. 

G Casey A study inl'cstigating the discriminant \'alidiiy of the passed 1996 Psych{ Hons) 
eating Disorders Examination in a Western 
Australian adolescent population. 

J Turner Bone density in children and adolescents with Eating passed 2003 PhD 
ongoing disorders. (NHivfRC Resean::h Fellow) 

P Jennings. Cross-Cultural Aspects of the Epidemiology of Eating passed 2006. PhD 
Disorders and Eating Disorder Psychopathology: A 
Comparison Study between Caucasian and Asian 
Australian Adolescent Girls. 

H D ·Emden Eating disorders psychopathology in adolescents with passed 2013 1vl.Phil 
Type I Diabetes and relationship to metabolic control. 

M Richardson Chronic grief during childhood and adolescence. passed 2013 PhD 

Conference Presentations and abstracts 
157. McDermott Bl\11. (accepted abstract) Evidence based medicine under difficult 

circumstances: quantitative and qualitative evidence of the effectiveness of TF-CBT. 
RANZCP Child and Adolescent Psychiatry Conforcncc, Vanuatu, (August 20 I 5). 

156. McDermott BM. Invited Keynote: Neuroscience and emotional trauma: recent advances 
that have significance for the Judiciary. Australian Judges Conforencc, Sunshine Coast, 
(Aug2015). 

155. McDermott BM. Invited talk.lkcynotc: FI- I Is, jct fuel and systems biology: docs this 
inform a generational change in and adolescent child psychiatry. Faculty of Child and 
Adolescent Psychiatry, Gold Coast, (Oct 2014 ). 

154. McDerrnoll BM. Invited talk/keynote: Genes. parenting and regulation: Docs the current 
genetic-biological revolution have any relevance to child protection? 
Mater Chi Id Protection Unit Conference, Brisbane. (September 2014 ). 

153. McDermott BM. fnvited talk/keynote: Approaches to managing and treating trauma. 
Bendigo Health Annual Fon11n. Bendigo. (September 2014 ). 

I 52. ivlcDcrmott BM. Invited talk/keynote: Psychiatry and the Law: a meeting of cultures or 
missed opporlunities. Queensland Public Interest Law Clearing House; Public Interest 
Lecture, Brisbane. (August 2014 ). 

151. McDermott BM. Invited talk/panellist: A Future Blueprint for Mental Health. Catholic 
Health, (August 2014 ). 

150. McDermott BM. Invited talk/keynote: National Mental health Survey of Doctors and 
Medical Students. AMA Junior Doctors Conference. Brisbane. (June 2014). 

149. McDermott BM. Invited talk/keynote: In the context of a changing workforce: the 
evidence for mental health interventions for work-related PTSD. Queensland Ambulance 
Service, Brisbane, (June 2014 ). 

148. McDermott BM. A stcppccl-carc post-disaster child and adolescent service response: 
attempting to address response reach and variations in Acuity. ISTSS 291h Annual 
tvlecting. Philadelphia. (Nov 2013) 

147. McDermott BM. Contemporary issues in child and youth mental health. Pontificio 
Consiglio PcrGli Opcratori Sanitari. Vatican. (June 2013). 

146. McDermott BM. Emotional trauma: essential lessons for teachers. H .E.L.P Conference. 
Gold Coast. (May 2013 ). 

145. McDermott BM. Psychotropic medication for children. Annual Conference of the 
Australian and New Ze.aland Child Neurology Society, Sydney. (May 2013}. 

144. McDermott BM. Understanding type I and II trauma: implications for the residential care 
sector. National Therapeutic Residential Care \Vorkshop, Brisbane (October 2012). 

143. McDermott BM. The Australian child and adolescent early intervention program 
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'"kiclsmntter". Challenging frontiers in psychiatry. Seoul National Medical 
University, Seoul Korea (September 2012) 

142. McDermott BM. Stepped-care model for delivery of post-traumatic mental health 
services for children and adolescents. Seoul National Medical University. Seoul Korea 
(September 2012). 

141. ivicDermott BM. The impact of emotional trauma on childhood development: 
insights from the neurobiological revolution. Annual Conference of Australasian and 
Paci fie Island Children's Court Judges. Brisbane. (August 2012) 

140. McDermott BM. From Universal to intensive therapy: a post-disaster stepped care 
model. Australasian Conference of Child Trauma. Gold Coast (July) 2012. 

!39. McDermott Btvl. The Big Picture: Understanding Type I and [[ trauma. Australasian 
Conference of Child Trauma. Gold Coast (July) 2012. 

138. McDermott BM. Cobham VE. Training Track: Tauma-focuscd CBT. Australnsian 
Conference of Child Trauma, Gold Co~st (July) 2012. 

137. McDermott BM. Poulsen K. Cobham VE. Training Tracie Pnrcnting. Australasian 
Conference of Child Trauma, Gold Coast (July) 2012. 

136. McDermott BM. Cobham VE. A stepped-care model for post-disaster service 
provision to children, adolescents and families. IAC APAP, Paris. (July 2012) 

135. McDermott BM, Dwyer S. Bowers J, Berty H. The impact on community 
functioning and mental health of weather-related disasters. 3'" Rural and Remote Health 
Scientific Symposium. Glenelg, SA (June), 2012. 

134. McDermott BM. From prevention to community based interventions: a stepped-care 
approach lo post disaster child nnd youth mental health Earth, Fire and Rain The 
Australian and New Zealand Disaster and Emergency Management Conference. Brisbane 
(April 2012) 

133. McDermott BM. Psychosis and Intellectual Disabilities. 11 11i Annual Meeting 
Society Cor the Study of Behavioural Phenotype::;. Brisbane (Oc.:tober 2011 ). 

132. McDermotl BM Disaster Recovery: resources within an over-arching system of 
care. Australian Guidance and Counselling National Conference:- Challenging Practice: 
Focussing Futures. Brisbane. (September 2011 ). 

131. McDermott BM. Disaster responses in the season of Sorrow. AGCA: Challenging 
Practice: Focussing Futures: QGC A 2011 Conference Brisbane (September 2011 ). 

130. McDermott BM The Queensland response to the flood disaster: timely universal and 
targeted intcl'Yentions for children & adolescents. 3rd Asian Psychiatry Conference. 
Mclb, (Aug 2011) 

129. l'vlcDermott BM Children as witnesses: neurobiology of memory and interviewing 
an at risk population, Quccnslnnd Mngistratcs Conference. Brisbane, (August, 2011) 

128. McDermott BM Community based and individual approaches to children and families 
affected by the flood disaster. QCOSS 20 l l, (August. 20 I l) 

127. McDermott BM and Cobham VE. Treating PTSD in Queensland children and 
adolescents following the ·summer of sorrow': taking an evidence-based approach to the 
community. Expert forum (ACPHM ). ivklbourne (August 2011 ). 

126. McDermott BM. Early intervention for posttraumatic mental health presentations. 
Priority One Conference. Logan. Queensland (August 2011 ). 

125. McDermott BM. Keynote address: Promotion Prevention Early Intervention 
Conference Logan, Queensland. (20 I l) 

124. McDermott BM. NHMRC-Beyondblue Clinical Practice Guidelines for depression in 
adolescents and young people. RANZCP Congress. Darwin (May 2011) 

123. lvicDermott BM. Disaster responses in the medium to long term with special 
reference to school communities. Catholic Educntion Queensland (Twin Waters. 
Queensland Apri I 2011) 

122. McDermott BM Disasters. adolescents and the Queensland emotional health 
response Australian College of Children & Young People's Nurses. Herston. Queensland 
(March. 2011) 
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121. McDermott BM. Working with teachers after natural disasters. ACOTS Annual 
Conference, Brisbane (September 20 l 0) 

J 20. McDermott BM (with Vanessa Cobham). Mini-masterclass: working with traumatised 
children. ACOTS Annual Conference. Brisbane (September 2010 

119. McDermott BM. Eating disorders presenting in adolescents. 20 I 0 Youth Mental He a Ith 
Symposium, Brisbane (August 20 I 0). 

118. McDermott BM. Children and mental disorders \\'ith a focus on emotional trauma. 
Queensland Law Society and Family Law Practitioners' Association: 25111 Annual Ca I ab ro S V 
Consulting Family Law Residential. Gold Coast (August 2010) 
l 17. McDermott Blvl. Catholic presence in mental health in the next l 0 years. Catholic 
Health Annual Conforcnce, Adelaide (August 2010) 
116. 1VlcDcnnolt BM. A principal's guide to applying concepts from family therapy: 

systematic strategies to create change. Griffith University PDN Leaders Conference, GC 
(Aug 2010) 

115. McDermott BM.NHMRC-Bcyondbluc Clinical practice guidelines in Depression. lst 
International Youth Mental Health Conference Melbourne (July 20 l 0). 

114. McDermott BM. Cobham VE. World Congress of'Cognitive behaviour Therapy, Boston 
US (June 20 I 0). 

113. McDermott Bivl. Children and disasters: empirical data from 3 Australian disasters. 
Australian Society for Psychiatric Research, Pre-Conference Workshop. Canberra 
(December 2009). 

112. McDermott BM (Keynote) Rural and Remote Mental health Conference. Canberra (Nov 
1009) 

111. McDermott BM , Cobham VE. A public health approach to child PTSD: screening and 
treatment implication American Cognitive Behaviour Therapy, New York (November, 
2009 

110. McDermott BM. Children, adolescents and bushfire-related traumatic stress. North 
eastern (Vic) GP Annual conference (October 09). 

109. McDermott BM (invited spcnkcr). Helping children in the aftcrmnth or the bushfire 
Conrerence ~vlonash University, Melbourne, (October 2009). 

I 08. McDermott BM. Symposium: International perspective on guideline development for the 
treatment of childhood and adolescent depression. RANZCP Child Faculty Conference, 
Queenstown, NZ (September 2009) 

107. McDcrn1olt BM. (invited keynote) Eating disorders in children and adolescents: r r o m 
fussy caters to fad treatments. Australian and New Zealand Academy of E a t i n g 
Disorders (ANZAED), Brisbane (August 2009). 

I 06. McDermott BM. (invited speaker) Dc\'elopments in mental health service provision for 
children and adolescents. 11 111 Johor Mental Health Convention, Johor Bahru Malaysia, 
(July 2009) 

l 05. McDermott BM. (invited speaker) Children and disnstcr trauma: evidence and best 
practice. l l th Johor Mental Health Convention, Johor Babru Malaysia, (July 2009) 

104. McDermott BM. Children and trauma, evidence and best practice. General Practice 
Victoria -Australian GP Network Post-B ushfires Forum, Melbourne (April. 2009). 

l 03. McDennolt BM, Graetz B .. Fraser L. Treatment of depression in children and youth: 
2009 beyondblue-NHMRC Update of clinical practice guidelines, o\·crvicw and 
consultation. Australian Guidance and Counselling Association Annual Conference, 
Hobart (April 2009). 

l 02. McDermott Bi'vl. (invited keynote) Molecules and rhe mind: rendering redundant the 
nature-nurture debate. Australian Guidance and Counselling Association Annual 
Conference. Hobart (April 2009). 

l 0 I. McDermott BM. Children's memory and giving eYidenee: invi£cd panel. PACT 
Conference. Brisbane (Mar 2009). 
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l 00. McDermott BM, Mamun AA, Najman JM, Williams GM. O'Callaghan fv!J, Bor W. 
Coll'clmcs of the persistence of irregular eating from 5 to 14 years of age. (Poster) 
RANZCP Child Faculty Conference, Port Douglas (October 2008). 

99. McDermott BM. Cobham V, Berry H & Adam K. Child connectedness: a potential rnrget 
for a pre-disaster resilience inter\'ention that may modify PTSD in children. (Poster) 
RANZCP Child Faculty Conference, Port Douglas (October 2008). 

98. McDermott BM. RANZCP Child Faculty Conference, Port Douglas (October 2008). 
97. McDermott BM. Er1ting disorders treatment: a medical perspective. CRNC Conference. 

Brisbane (Oct 2008) 
96. McDermott BM (invited keynote): The agony and ecstasy of research in the CYMHS 

clinical environment. RCH CYMHS Research Conference. (Brisbane, July 2008) 
95. McDermott Bi'vl. Diagnosis. Management and Prevention of Childhood & Adolescent 

Obesity and Eating Disorders in General Practice. Woman's & Children'::; health 
Conference, Bris. (July 2008). 

94. McDermott BM. Child and youth post-disaster emotional response. Psychological 
Response and Recovery Symposium. Brisbnne, QLD (November 2007). 
93. McDermott BM & Jaffa T. Child and youth eating disorders. Leeds UK. (Nov 2007) 
92. ivlcDcrmott BM. !vlulti-systcmic therapy: challenges of service implementation in 
Queensland. Child and Youth Mental Health 'Mini-Conference", Brisbane (Oct 2007) 
91. McDermott BM. Workshop: Eating disorders in children and adolescents. New Zealand 

Child and Adolescent Mental Health and Addictions Services Conference, Hamilton 
NZ (Sept 2007) 

90. McDermott BM. Eating disorders across the children and adolescent developmental span. 
New Zealand Child and Adolescent Mental Health and Addictions Services Conference. 
Hamilton NZ (September 2007) 

89. tvlcDermott BM. Multi-systemic therapy in Queensland: A review of Progress. 
FRANZCP Child and Adolescent Faculty Meeting, tvlaroochydore. QLD (August, 
2007). 

88. McDermott BM. Child & Adolescent Response to Cyclone Larry: Exposure, Resilience 
& Targeted !ntcrvenrion. C'cll2Soul: RANZCP Congress. Gold Coast (May 2007). 

87. McDermott BM. Impact of' aggression on staff in a child and adolescent inpatient 
Unir. RANZCP Congress, Gold Coast (May 2007). 

86. McDermott BM. Panic and the people: child post-disaster responses. Centaur 
tvlemorial Fund Annual Conference. Brisbane (November, 2006). 

85. McDermott BM. Eating disorders and emotional trauma (workshop). 5th Annual 
Teenage Anorexia Conference, Cambridge, UK (November 2006). 

84. McDermott BM. The Impact of Service Life on Children. Australian Defence Force 
Mental Health Conference. Canberra (October 2006). 

83. McDermott BM. "Riding the Waves'' - Opportunities and challenges of stakeholder 
participation in service research. 17111 \Vorlcl Congress of the International Society of 
Child and Adolescent Psycbiat1y and Allied Professions. Melbourne (September 2006). 

82. McDermott BM. MST-CAN in Queensland: initial results. l 71" World Congress of the 
international Society of Child and Adolescent Psychiatry and Allied Professions. 
Melbourne (September 2006). 

81. McDermott BM. Reducing the use of seclusion: targeting psychopathological and family 
factors. I 71h World Congress of the International Society of Child and A d o i e s c c n t 
Psychiatry and Allied Professions. Melbourne (September 2006 ). 

80. McDermott BM. Eating disorders and adolescents: o\·er-control versus negotrntmg 
developmental tasks. I jth World Congress of the International Society of cT1ild and 
Adolescent Psychiatry and Allied Professions. Melbourne (September 2006). 

79. McDermott BM. Disasters, child and family mental health and Cyclone Larry. 17th World 
Congress of the International Society of Child and Adolescent Psychiatry and Allied 
Professions. Melbourne (September 2006 ). 
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78. McDermott BM., Genetics and ivlcntal Health (invited presentation). Connecting i'vl in cl s 
Conference. Brisbane (August 2006). 

77. McDermott BM .. Children as witnesses: Considerations about memory, interviewing and 
the at risk population. Annual Conference of Queensland Magistrates. Brisbane. (June 
2006) 

76. McDermott BM, Invited lecture, PTSD in children: faith, political imperative or useful 
clinical syndrome. Royal Australian College Physicians Annual Conference, Cairns. 
(May 2006) 

75. McDermott BM. Eatings disorders breakfast. Royal Australian College Physicians 
Annual Conference, Cairns. (May 2006) 

74. McDermott BM, Multisystcmic therapy. Royal Australian College Physicians Annual 
Conference. Cairns. (t\fay 2006) 

73. Menahem S & McDermott BM, Communication. Royal Australian College Physicians 
Annual Conference. Cairns. (May 2006) 

72. McDermott BM, Psychological aspects or disasters. Queensland Disaster management 
Conference. Brisbane (May 2006) 

7 !. McDermott BM., Keynote Address: How CYMHS practitioners think & act: from 
nosology to evidence-based practice. Blackboards and Bandaids: The Annual Conference 
of the Mater Children's Hospital Special School. (Apr. 2006) 

70. McDermoll BM. Outcome of child trauma & abuse on later functioning and 
the Queensland therapeutic response. Mandatory Reporting: Annual Conference o r 
Queensland Paediatric and Community Nurses, Brisbane, QLD (Oct. 2005) 

69. McDermott BM. Eating Disorders and the link to mental health. Mind Matters 
Conference. Brisbane, QLD (Oct 2005). 

68. McDermott BM. Multi-systemic therapy for adolescents in foster-care with complex 
PTSD: utility of an evidence-based 24!7 model. ASTSS Annual Conference. Perth. WA 
(Sept. 2005). 

67. McDermo11 BM. Mamun AA, Najman JM, Williams GM, O'Callaghan MJ. Bor W. 5-
Ycar old chi ldrcn perceived by parents as irregular caters: physical and psychosocial 
predictors from a birth cohort study. World Psychiatric Association Section on 
Epidemiology and public Health, Brisbane. QLD (July 2005) 

66. McDcrmoll BM. Rowland M .. & Fcdlcy H. Children, PTSD and Foster-care. ! I 1h 

Annual Mater Child & Youtl1 Mental Health Conference, Brisbane, QLD. (June, 2005) 
65. McDermotl BM, & Bor W. MST for abused children. matching treatment intensity to 

complexity of need, l I th Annual Mater Child and Youth Mental Health Con fer c n c e, 
Brisbane, QLD. (June, 2005) 

64. i'v1c0crmott BM. Madelon S, Clarke S. Symposium: Nasogastric feeding and 
adolescent Anorexia ncrvosa: "the whys and wherefores". RANZCP Annual Congress, 
Sydney NSW. (May. 2005). 

63. McDermott BM & Menzie K. Middle School and Mental health: holistic partnerships to 
promote adolescent development. Annual Middle School Association Conference, 
Broadbcach. QLD. (May, 2005). 

62. McDermott BM. Responding to changing patient needs: multi-domain interventions 
across child and family focused agencies and sectors. Queensland Child Health Fortun. 
Brisbane. QLD. (April 2005) 

6 I. McDermott BM. Attention Deficit Hyperactivity Disorder: required knO\vledgc to 
promote optimal care. Queensland SUPS Conference, Caloundra. QLD (April 2005). 

60. McDermott BM. Emotional trauma in foster-children: [dentifying problems and 
pragmatic interventions. Queensland Foster-care Conference. Caloundra, (March 2005). 

59. McDermott B i\!l. Changing times, Changing Clients: arc child and adolescent mental 
health interventions effective'? Invited address: 5th Annual Grampians Mental health 
Conference. Ballart. Vic. (Feb 2005) 

58. McDermott BM. What arc the usual mental health problems of refugee children and how 
to best detect them. (October 2004). National Refugee Health Care Conference. Brisbane. 
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57. l'v1cDermott BM. Multisystemic Therapy for children with intellectual disability and 
sc\-cre challenging behaviour. National Disabilities Conference, Brisbane. (Oct. 2004). 

56. McDermott BM. Management of ADHD: lessons from the !VITA Study and consideration 
of new medications. Pace! Society ofQLD Annual Meeting, Couran Cove. (Oct 2004) 

55. Low. E .. O'Sulli\·an, J., McDermott, Dories. V., & Spears T. Kidzclub Brisbane 
Symposium: A sustainable early intervention response by Mater CYtvfHS where a parent 
or rclattve is living with a mental illness. (September 2004) 14'h Annual TheMHS/5tl1 

AfCAflvlHA Conference. Gold Coast, QLD. 
54. lVlcDermott. BM, Lee E, Judd. M. & Vcrnberg E. (September 2004). Post-Disaster 

Intervention symposium. 14111 Annual ThcMHs15ih AfCAFMHA Conference, GC. QLD. 
53. McDermott. BM. (September 2004) Keynote address. Hope at the clinical coalface: Is 

intcrsectornl col!aboration enough or do we need new child and adolescent scn'icc 
provision models'! 141h Annual TbeMHS/5111 AlC A FM HA Conference, Gold Const, QLD. 

52. McDermott, BM. (August 2004). Children and natural disasters: a selective preventive 
program utilising population-based screening. 'Norlcl Congress of the International 
Association for Child Psychiat1y and Allied Health, Berlin 

51. McDermott, BM. (May 2004). Children as witnesses: Considerations about memory and 
interviewing. National Judicial College of Australia annual meeting. Gold Coast, 
QLD. 

50. Carwright M, McDermott BM (April 2004)Pitfolls and practicalities of developing a 
mental health website: \\'\\'\\·.kidsinmind.on.!.au Internet, Medin and Mental health 
Conference, Brisbane, QLD. 

49. Carwright M, McDermott BM (April 2004) Youth and parent attitudes towards the 
dewlopmcnl of a child and youth mental health website: \\'\\'\\'.kiclsinmind.org.au 
Internet, Media and Mental health Conference, Brisbane, QLD. 

48. McDermott BM.(Nov 2003) Closing address: Concluding thoughts on Anorexia ncrvosa 
in Teenagers. 2'"1 Cambridge Conference on Teenage Anorexia Ncrvosn .. Cambridge. 
UK. 

47. McDermott BM. Invited speaker: Society. Systems and Trauma: Do our public processes 
exacerbate emotional trauma in childhood? (Sept 2003) Trauma and Survival. 23rd 

Annual Conference Australian and New Zealand Association of Psychiatry, Psychology 
and Law. Fremantle, WA. 

46. McDermott BN. Koh leis P, Daubiny M. (June 2003) Project Management Workshop. 
Partnerships in Reco\'C1y. Queensland Mental health Showcase Conference. Brisbane, 
QLD. 

45. McDermott BM, Harris C. Harrigan K. (Apr 2003} Mainstream and Oddball Solutions to 
challenging child and adolescent eating disorders bcha\'iours. London [ntcrnational 
Eating Disorders Conference, London UK. 

44. McDermott B, Bor W . (2003) ''Multisystcmic Therapy". Youth Justice Conference. Making 
the Youth Justice System Work Better. 22 Feb. Brisbane .Australia. 

43. McDermott BM. (Nov 2002). Keynote address, Treating Children with eating disorders 
in Western Australia. Asia Pacific Eating Disorders Congress. Melbourne. 

42. McDermott BM. (No\' 2002). Eating disorder comorbiditics in children: depression, 
OCD, personality disorders and trauma. Asia Pacific Eating Disorders Congress. 
Melbourne. 

41. McDermott BM. (Oct 2002) Mater Child protection lecture series: Adolescence. nggro or 
the current effects of early child trauma. Mater Children's Hospital. 

40. McDermott BM. (Oct 2002). Anorexia nervosa in Children. Paediatric Society of 
Queensland. Annual Paediatric Weekend, Noosa, Oct 2002 

39. McDermott BM. (Oct 2002). Severe Disruptive behaviour disorders: A child 
psychiatrist's perspective. Paediatric Society of Queensland, Annual Paediatric Weekend. 
Noosa 

38. McDermott BM. (Sep. 2002) Mater Child protection lecture series: Focusing on the mind 
in child protection. Mater Children ·s Hospital. 
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37. 

36. 

35. 

34. 

33. 

32. 

3 l. 

30. 

29. 

28. 

27. 

26. 

25. 

24. 

22. 

21. 

20. 

McDermott BivL McCormack J Chair: Tim Brcwcrton. Charleston). Children trauma: 
findings from a pediatric eating disorders team. American Academy of Child and 
Adolescent Psychiatry 49111 Annual Conference. San Franscico. 
McDermott BivJ. (Aug 2002) Mater Child protection lecture series: Infants. bonding and 
bathwater: parent-infant trauma and protection issues. Mater Children's Hospital. 
Nicholls D, 1vlcDcrmott BM 'From collaboration to inno\'ation: Catalysts and 
roadblocks in bringing multisystcmic therapy to Western Australia' Third fntcrnational 

Conference on Child & Adolescent Mental Health. l l-15 June 2002. 
ivlcDermott BM, McCormack J, (2001, October} American Academy of Child and 
Adolescent psychiatty Annual Conference, Honolulu, Hawaii. Child with Eating 
disorders and emotional trauma: Implications for psychological and physical care. 
McDermott, BM. (October 200 l ). Recent Australian research on Anorexia ner\'Osa in 
children and adolescents. Pacific Rim Conference: Eating Disorders Symposium. 
Melbourne. 
McDermott. Bi'vl. (October 2001 ). Recent Australian research on Anorexia nervosa in 
children and adolescents. Pacific Rim Conference: Eating Disorders Symposium. 
Melbourne. 
McCormack J. McDermott BM (200 I, April} London International eating Disorders 
Conference, London UK. Child and Adolescent Eating Disorders and Trauma 
Gibbon P. McDermott BM (200 I, March) Australian Infant Child. Adolescent and Family 
Mental Health Conference, Brisbane. Consumer & Client Measurement Systems in the 
New Millennium: Fact, Fiction. Utility and [mplementation 
Potts J, Turner .J, Fleming C Gibbon P, McDermott BM (2001, March) Australian 
Infant Child, Adolescent and Family Mental Health Conference, Brisbane. A Client and 
staff satisfaction survey of an Eating Disorders Team. 
McDermott BM, Turner .1, Forbes F. (June 2000) 13th Annual Meeting. the RANZCP 
Faculty of Child & Adolescent Psychiatry, Auckland NZ. Physical Complications & 
Medical Emergencies in Children & Adolescents with Eating disorders 
McDermott BM (2000, Jan) 2m1 Getter Better Conference, Sydney Puberty, 
growth, bone formation and bone denisty in adolescent anorexia ncrvosa JM Turner, 
BMC McDermott. GC Byrne, DA Forbes. RL Prince 
McDcrmoll BM ( 1999. Oct) The relationship between Parent psychopathology. Child 
presentation and subsequent treatment setting: Results from a longitudinal case register. 
R. McKclvcy. B. McDermott, L. Davies. 12th Annual Meeting, the RANZCP Faculty or 
Child & Adolescent Psychiatry. Brisbane 
McDermott BM ( 1999, Oct) Indigenous youth in mainstream child and adolescent 
men ta I health services. B. McDermott. 12th Annual Meeting, the RANZCP Faculty of 
Child & Adolescent Psychiatry, Brisbane 
Mc Dermot! BM ( 1999, Oct) Dissociation, PTSD and Eating Disorders 12th Annual 
Meeting. the RANZCP Faculty of Child & Adolescent Psychiatry. Brisbane. 
ivlcDcrmott BM ( 1999, Oct) Leader symposium: Focus on Eating disorders 
psychopathology in Children and Adolescents. Papers with Mary Batik: 
(I) Eating disorders psychopatholgy 
(2) General Psychopathology 
12th Annual Meeting. the RANZCP Faculty of Child & Adolescent Psychiatry. Brisbane. 

McDermott BM (1999. May} (Invited lecture) "The Scquclae of Childhood Stress .. 
Royal College of Physicians, Annual Meeting. 
McDermott BM ( 1999. May) (fnvited symposium member) "Models of care for Young 
People \Vith Eating Disorders. Royal College of Physicians. Annual Meeting. 
McDermott BM ( 1998. No\') (Leader of symposium: "Specifically Children and 
eating Disorder". Papers: 
( l) [ntroduction to the PMH Eating Disorders Team 
(2) Integration ofrcscarch and clinical practice 
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Eating Disorders Conference. Melbourne, 
19. McDermott BM ( 1998. Oct) Interuterine Growth retardation and toxin exposure: 

Toddler Temperament as a proxy Measure for Affect regulation. I Ith Annual Meeting. 
the RANZCP Faculty of Child & Adolescent Psychiatry. 

18. ivlcDcrmott BM (1997. No\') Assessment of Psychiatric dysfunction during adolescence. 
Psychiatry in primary Care Conference, Joonclalup, Perth. 

17. McDermott BM ( l 997, Sept) Diagnostic difficulty in children and adolescents with eating 
disorders (Brett McDermott Maty Batik. Cherry Martin. Julie Potts. David Forbes. 
Justine Turner). 14th 'Nork! Congress on Psychosomatic Medicine 

I 6. McDermott BM ( 1997, Sept) Non eating disorder psychopathology in children and 
adolescents with eating disorders. (Brett McDermott, Maty Batik. Cherry fVfartin, Julie 
Potts, DaYid Forbes, Justine Turner.) 14th World Congress on Psychosomatic rvledicine. 

15. McDermott BM (I 997. Sept) Diagnostic Difficulties in eating Disorders in children and 
adolescents. l 0th Annual Meeting. the RANZCP Faculty of Child & Adolescent 
Psychiatry 

14. McDermott BM (1996, Oct) Birth weight and mental health morbidity; the outcome of 
linked database research in WA Zubrick S, McDermott B, McKelvey B, Silburn S 
Princess Margaret Hospital Research & Advances Seminar. 

13. McDermott BM ( 1996. Aug) (Invited symposia member) The Sutherland Bushfire 
Trauma Project: A randomised controlled treatment trial. The I 04th Convention of the 
American Psychological Association. Toronto, Canada 

l 2. McDermoll BM (I 996, Sept) An Eating Disorders Team for Adolescents in Western 
Australia. 9th Annual Meeting. the RANZCP Faculty of Child & Adolescent Psychiatry. 

I I. McDermott BM ( 1995: Sept) The Screen and the Black Box: Screening 4000 children for 
post bushfire emotional distress and their subsequent treatment with a guided workbook. 
The Australian Guidance and Counselling Association Annual Conference. 

I 0. McDermott BM ( 1995. Sept) The orga~isational response after a plane ditching and a 
protocol of what should happen. The Australian Guidance and Counselling Association 
Annual Conference. 

9. rvtcDermott BM ( 1995, Sept) What's in the Black Box: An outline of a children's trauma 
workbook." RANZCP Child and Adolescent Faculty Annual Conference. 

8. McDermott BM ( l 995, sept) Out of the Fire. Adolescent Group Therapy after a Natural 
Disaster. RANZCP Child and Adolescent Faculty Annual Conference 

7. McDermott BM ( 1995. Mar) 4,000 Sutherland Children and other erect bipeds. The case 
for the human consequences of bushfircs. Annual Linnean Society and ANZAAS 
Conference "Living in a fire prone environment'" Sydney. 

6. McDermott BM ( 1995. Feb) A Guided workbook for children traumatised by the 1994 
NSW bushfire disaster. Storm V. McDermott B rnaugural National Conference on Child 
and Adolescent Mental Health. Adelaide. 

5. McDermott BM ( 1994, Nov) The Child Psychiatrist in Children's Court Proceedings." 
College of Law, Continuing educational con fcrences. Repeated by request. April I 995 

4. McDermott BM ( 1994, Oct) "The response of children following the I 994 NS\V Bushfire 
Disaster: The Sutherland Bushfire Trauma Project. .. Southern Sydney Mental Health 
Conference "Innovation and Evaluation''. 

3. McDermott BM ( 1994, Oct) The Sutherland Bush fir.:: Trauma Project: tvfcthodology and 
Preliminary findings.'· Royal Australian and New Zealand College of Psychiatrists, Child 
and Adolescent Faculty annual conference. 

2. McDermott Btvl ( 1993, Sept) Parenting Capacity Assessment. College of Law Continuing 
educational conferences. 

l. McDermott BM ( 1993. Apr) The Effect of Parental Alcohol abuse upon Adolescent 
Offspring: A Review. Annual conference of the Australian Adolescent Psychiatry Society. 
Sydney 
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Publications 
Referred Journals. 
82. King S .. Kildca S .. Austin MP .. Brunet f\.. Cobham VE., Dawson PA .. Harris M., Hurrion 

Eivl., Laplante DP .. McDermott Btvl., ct aL QF2011: a protocol to study the effects of the 
Queensland flood on pregnant women, their pregnancies and their children's early 
development. BMC pregnancy l5(l); 109, 2015. 

8 l. Akosile \V, McDermott B. Use of Urine drug screen in Psychiatry emergency. Australasian 
Psychiatry, Feb 12, 2015, 001:10.117711039856214568213. 

80. March S, Kcnardy JA, Cobham VE. Nixon RDV. McDermott B, DE Young A. Justin A. 
Feasibility or a Screening Program for At-Risk Children Following Accidental Injury. 
Journal of Traumatic Stress, 28( 1 ). 34-40, 2015. 

79. D'Emdcn H, Harris M. McDermott BM, Gibbon K. Choosing a screening tool to assess 
disordered eating in adolescents with diabetes Journal or Diabetes and Its Complications. 
Journal of Diabetes and Its Complications. 29( I), pp2-4, 2014. 

78. Poulsen KM, i\'lcDcrmott BM. Wallis J, Cobham VE. School-based psychological screening 
in the aftermath of a disaster- arc parents satisfied and do their children access treatment? 
Journal of Traumatic Stress, 28( 1 ), 69-72, 2015. 

77. Poulsen KM, Pachana N, McDermott BM. Health profcssional's detection of depression and 
anxiety in their patients with diabetes: The inlluence of the patient, illness and psychological 
factors. Journal of Health Psychology, httn:•/dx.doi.on.t!I 0.1177!135, 2014. 

76. i\lcDcrmott BM, Cobham VE. A Stepped Care i'vlodcl of Post-disaster Child and Adolescent 
Mental Health Service Provision. European Journal of Psychotraumalology. 5, 24294, 
http:/ /dx.doi.org/10.3402/ejpt.v5.24294, 2014. 

75. Hong SB, Youssef GJ. Song SH, Choi NH, Ryu J, McDermott BM, Cobham VEC. Park S, 
Kim JW. Shin MS, Yoo HJ, Cho SC, Kim BN. Different clinical courses of children exposed 
to a single incident of psychological trauma: a 30-month prospective follow-up study. DOI: 
10.111Iljcpp.l2241, 2014. 

74. i\lcDermott BM. Disasters, children and families: have we arrived at a comprehensive 
model of emotional health care'? Australian Journal of Emergency Management 29(l) 2014. 

73. Park S, Kim B, Choi N. Ryu J, McDermott BM, Cobham V, Song S, Kim J. Shin M, Yoo H, 
Cho S. The effect of persistent posttraumatic stress disorder symptoms on executive 
functions in prcadolcsccnt children witnessing a single incident of death. Anxiety Stress 
Coping 27(3):241-252, 2014. 

72. Schceringa M, Cobham VE, McDermott BM. Policy and Administrative Issues for Large­
sca le Interventions Following Disasters. Journal of Child and Adolescent 
Psychophannacology, 2014, 24( I}: 39-46. 

71. Cobham VE, McDermott BM. Altered Parenting and Child Posttraurnatic Stress 
Symptoms in the Aftermath of a Natural Disastc1~ Journal of Child and 
Adolescent Psychopharmacology 20 t 4. 24( l ): 18-23. 

70. i\lcDennott BM. Cobham VE. Berry H. Kim B. Correlates of persisting posttraumatic 
symptoms in children and adolescents 18 months after a cyclone disaster. Australian and 
New Zealand Journal of Psychiatry 20 l4, 48( I): 80-86. 

69. McDermott BM. Contemporary issues in child and adolescent mental health in Australia. 
Dolcntium horninum: rcvista <lei Pontificio Consejo para la Pastoral de la Salud, 83: 165-167, 
2013. 

68. Bor W. Stallman H, Collcrson E. Boyle C. Svenson C. i\.lcDcrmott BM, Lee E. Therapy 
implications of child abuse in multi-risk families. Australasian Psychiatty 2013 
21 ( 4 ): 389-392. 

67. Clemens S, Berry H. McDermott Bl\l, Harper C. Summer of sorrow: Trauma exposure and 
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5216131125. 

(4) Child ond Family Psychiatiy. McDermott Bi\L Jaffa T. In Ox/iml Handbook of" 
Paediatrics, pp 555-584. Oxford University Press, Oxford. 2008. 

(3) McDermott B\I. In J Kinsella (Ed) School Dars. Frernantlc Press. 2006. 

20 

EXHIBIT 84



PBM.001.002.056
PMB.001.002.056

(2) Infant school children and natural disasters: Results from the Early Childhood Trauma 
Self-Report. McDermott Bl\L Gibbon, Lee In TA Corales (Ed), Focus 011 Posl-
Traumatic Stress Disorder Research. Pp 71-93, Nova Science Publishers. 2005. 

( l) Wilderness Area and Wildfire Disasters: Assessment and Treatment Insights from a 
Child and Adolescent Screening Program. McDermott BM & Palmer Lin A. 
LaGreca E, Silverman WK, Vernberg EM, Roberts MC. (eds) Helping Children Cope 
with Disasters: /111egrati11g Research and Practice. Pp l 39-156, American Psychological 
Association, Wash. DC. 2001 

Letters, Brief Articles, Published Abstracts 
20. Aouira N, Khan S. McDermott BM, Heuss!er l-1, Davev A, Bor \V. Metabolic 

Monitoring Regimes for Atypical Antipsychotics in a Multi-Centric Paediatric Mental 
Health Unit in Australia . Jnclian Journal of Pharmacology 45, S 146-S 147, 2013 

19. McDermott BM, Cobham VE. Public health emotional trauma initiatives: Bringing 
evidence to the community. Neuropsychiatric de l'cnfancc cl de l'mlolcsccncc 60 (5), S89, 
2012. 

18. Cobham YE, McDcnnott BM. A Pilot Trial of a Trauma-Focused, Cognitive-behavioural 
intervention with Children Experiencing PTSD Following a Natural Disaster 
Asian Journal of Psychially 4. S26, 2011. 

17. McDermott BM, Cobham YE. The Queensland Response to the Current Flood Disaster: 
Provision of Timely Universal and Targeted Interventions to Children and Families 
Asian Journal of Psychiatry 4. S26, 2011. 

16. Raphael B, Groves A, Parker B, McDermott BM, Kelly 8. Disaster Mental Health: 
Australian Systems. Asia-Pacific Psychiatry 2(3),A17-A 17, 2010 

15. Scott J, Dean A, Gibbon P, McDermott BM, Davidson T. impact of Aggression on Staff 
in a Child and Adolescent Inpatient Unit Australian and New Zealand Journal of 
Psychiatry 41 ( l suppl), A 78-A 79, 2007. 

14. McDermott BM. Child and Adolescent Response to Cyclone Larry; Exposure, Resilience. 
and Targeted Intervention. Australian and New Zealand Journal of Psychiatry 41 (I 
suppl), A56-A56, 2007. 
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optimising treatment outcome. Marshall, Dean. McDermott. Bristol-Myers Squibb 
Clinical Pharmacy Research Grant $8000-00 

2003 E\·aluation of criteria for ascertainment of students with severe emotional 
disorders: Australian Independent Schools Association: Queensland S8000-00 

2004 McDermott B!VI, Bor W, and Lee E. Department of Child Safety {QLD): 
"Mullisystcmic Therapy for children experiencing physical abuse, a randomised 
controlled trial", S l .800,000-00 o\'er three years (2004105/06). 

2004 From Local Answers - Department of Family & Community Services, 
Commonwealth or Australia: "lnterngcncy Infant tvlcntal Health Network: Local 
ans\vers for integrated care''. Alcorn, N., Macdonald. E., & tvlcDermott, B. (2004). 
$421,066 over 4 years. 

2004 From ATODS, Queensland Health. $29.985."0utcomc Evaluation of the 
Adolescent Drug and Alcohol \Vithdrawnl Service [A.D.A.\V.S.]". Kerr. tvl .. 
Macdonald, E .. & McDermott, B. (2004a). 

2004 From ATODS. Queensland Health: "Parents as motivators for change". Kerr, M .. 
iv1acdonald, E .. & fvlcDerrnott. B. (2004b). $110.070. 

1004 Determining comorbidity in youth ser\'ices: Prevalence of co-existing mental 
health and substance use disorders in adolescents receiving treatment in mental 
health settings and drug and alcohol settings MacDonald, E., Kerr. M ., & 
McDermott, B. (2004 ). Mater Golden Casket Research Fund, $6,530. 

2005 Dean AJ, Norris R, Charles B. [Vie Dermott BM. Mater Children's Hospital Golden 
Casket Funding "Population pharmacokinctics of rispcridonc in children and 
adolescents - optimising treatment outcome" Amount received: $13.393.60 

2005 MacDonald E. McDermott BM. Patterns of service delivery in child and youth 
mental health: A 10-year review. Mater Children's Hospital Golden Casket 
Funding. Amount received:$ I 0,000.00 

2005 i'vlcDcrmott BM, MacDonald E, Dean A. Quantification of genetically adjusted 
disease-environment relationships in vclocardiofoeial syndrome: a longitudinal 
study. Amount received: $28. l 48-00. 

2006 Kurth R. ivlcDcrmott BM. Creating expected rccovcty curves to monitor treatment 
progress for children in outpatient mental health clinics. MCH Golden Casket 
application. amount received: $41, 074 

2008 Beckman M, Stallman H, Adam K & McDermott 8. Evaluation Of The 
Effectiveness And Utility Of Kessler 10 As A Screening Instrument To Identify The 
Symptoms Of Psychological Distress In Women Who Present With Miscarriage In 
A Hospital Setting: S 16.367. 74. 

2009 Cobham VE, Kcnardy JA • Nixon RDV, l'vlcDcrmotl BM. Treating children with 
PTSD following an accidental injury: A multi-site RCT. NHMRC no 569660 
$346,415 

2011 McDermott BM (as Chair) State-wide CYMHS Disaster Recovery and Resilience 
Team (Central Team and Metro Team}: approx. $2,200,000 

20 l l Queensland Flood Pregnancy Study. Lead Prof Suzanne King. Canadian Institutes 
of Health Research (CIHR: King, Kildea and Austin co-principal 
investigators: MOP- l l 50067), startup funding from Mater Research Institute 
Mater Child Youth Mental Health Service and Mater and Australian Catholic 
University Midwifery Research Unit. 

20 l 2 A systems biology approach to potential genetic change from exposure to the F 1- l l 
seal/reseal program. Lead P4r5of Frank Bowling. Department of Defence. 
$4.000,000. 
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2013 McDermott BM and Cobham VE. Tasmanian Child Disaster Response Program 
Beyondblue and Government of Tasmania, $620,000. 

2013 McDermott BM, Bowling F, Waterhouse N. An investigation of the toxicity 
and meclt<misrns of cell death following exposure of cell lines to chemicals 
commonly abused by inhalation. Golden Casket Foundation $30,000.00 

2014 McDermott BMN. Poulsen K. The burden of illness among adolescents and young 
adults \\'ith a chronic health condition. Golden Casket Foundation $140.000.00 

Total grant and tender funding as of Apr-ii 20 I 0 £6,224.000-00 (approx) 

GrandMRound Presentations, public consultations and 
other (non conference) presentations 
Royal Hobart Hospital, Hobart Tas .. l 998 
Princess Margaret Hospital, Perth WA, 1999 
Sir Charles Gardiner Hospital. Perth WA. 2000 
Royal Perth Hospital, Perth, WA, 2000 
Royal Brisbane Hospital, Brisbane. QLD. 2001, 2002, 2004 
Mater Children's Hospital, Brisbane, QLD. 2002, 2003. 
James Fletcher Hospital and Hunter Health Service, Newcastle. NSW. 2003. 
Gold Coast Hospital, QLD. 2003. 
University of Limerick. Ireland. 2003 
Townsville region psychiatrists, 2004. 
Adult Forensic Mental Health Service, Brisbane, QLD. 2004 
Mater Campus Brisbane, QLD. 2005. 
RANZCP Faculty of child psychiatry Grand Rounds, Aug 2005, May 2006. 
RANZCP Tasmanian Faculty invited speaker Dec 2005 
Joint RANZCP -AA Public Health invited speaker Sept 2006 
Cambridge University - Developmental Psychiatry Grand-Rounds, Nov 2006 
RANZCP Faculty of child psychiatry Grand Rounds, May 2006. 
Queensland Law Week Hypothetical Panel Member, Brisbane, May 2008. 
Beyondblue-NHMRC Depression CPGs National consultation (Hobart, Launceston, 

Melbourne, Sydney, Coffs Harbour. Brisbane, Townsville. Perth) 20 I 0 
RANZCP Faculty of child psychiatry Grand Rounds, March 2011 
Lockyer Valley Teachers 20 I I 
Central District CYM HS 2011 
Queensland Health MI-I Leadership 20 I I 
Sunshine Coast Mental Health Network August 20 I I 
Queensland Counselling association AGM Guest speaker Sept 20 l l 
Queensland Clinical Psychology Association Guest Speaker, April 20 I 2 
Queensland Child Mental Health Network, Panel presenter, May 20 I 2 
Queensland Counselling association AGM Guest speaker Sept 2013 
TTHS-CAYAS inservice (x2) April 20 I 5. August 2015. 
West Moreton CYMHS-inservice. May 2015 
DHAS-Q AGi'vl Guest Speaker, August 2015. 
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FRANZCP Tasmania Branch, CME Guest Speaker, August 2015 

Workshops: 2002 onwards 
• Mater Children's Hospital: 2002-2003 Child Protection series 
0 Mater CYMHS Research at the Coalface 
0 NZ Eating disorders {Apr 2003) Child and Adolescent Eating Disorders, at 

Whangrai, Auckland, Rotoroua, Nelson, Dunedin, Christchurch. 
• Canberra bushfires (May 2003). Recent Bushfires: Children, Adolescents, their 

Families risk assessment and Therapy 
• Newcastle Eating Disorders (2003) 
• University of Limerick, Ireland. (Nov 2003) (I) Assessment and rvlanagernent of 

Eating Disorders in children and adolescents., (2) PTSD and Emotional trauma in 
Children. 

• Northern Child and Youth Forensic Team, Townsvil!e. (Mnr 2004). Overview of 
Multisystemic Thernpy. 

• Assessment and Management of Children with Emotional trauma, Brisbane (May 
04). Queensland clinical section, The Australian Psychological Society. 

• National College of Justice 
Gold Coast QLD (2005, 2006, 2008); Perth, WA Adelaide, SA (2005) 

• Australian Society Traumatic Stress Perth, WA (2005) 
• Centacare Cairns (April 2004) Emotional traumn in children and adolescents. 
• Cyclone Larry Workshops 

(a) Children and adolescents: post traumatic emotional sequelae (lnnesfail, 
guidance officers and counsellors (May, 2006) 

(b) Children and adolescents: post traumatic emotional sequelae (Atherton 
tablelands guidance officers and counsellors (r..tlay, 2006) 

( c) Training of school screening staff (June 2006) 
(d)Training with therapy manual (August l 6111 and September! st) 

• Comprehensive management of child and adolescent Eating disorders. Pre-
Congress workshop, International Association for Child and Adolescent Psychiatry 
and Allied Professionals, Melbourne. Sept. 2006. 

Royal College of Psychiatrist, Meet the Expert Series (Eating Disorders) 
with Tony .lnffa.Leeds (Nov 2007) 

• Managing Challenging Behaviour (for Compass New Zealand or Compass 
Australia) 

September 2008 
Wellington; Napier: Rotorua: New Plymouth; Hamilton: Auckland (August 2009) 
Hobart; Melbourne (March/ April 2011) 

• BeyondBlue Early Childhood Experts Workshop. Co-Chair with Prof Bruce 
Tonge. (Melbourne Sept 2008) 

• Victoria Level !II Child and Adolescent TF-CBT intervention tra1111ng (with 
Vanessa Cobham): Melbourne (2009, 20 I 0); Launceston (2012): Townsville: 
Penrith (2014) 
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• Trauma-focused CBT (post diaster workshops) 
Brisbane: Lockyer valley: Townsville (2011 ); Ipswich; Rockhampton (2012); 
Hobart: Sydney (2013) Townsville; Penrith (2014) 

• Understanding emotional trauma in children (Compass New Zealand) 
Wellington; Dunedin: Christchurch; Nelson (Aug 2011 ): Napier; Palmerston 

North New Plymouth {(March 2012) 
(Approximately 65 workshops since 2002). 

Teaching and University - Related Activities 
University of Western Australia: 
Coordinator of Child and Adolescent Mental Health curriculum (lectures and placements) 
University of Western Australia 
Chair Medical Student Entry Interview Development Committee. 
University of Queensland: 
UQ Medicine Year I: deliver "Surviving child and youth psychiatry'· introductory lecture 
UQ Presenter Year 3: child and youth mental health tutorial sessions 
UQ Year 3 : Examiner in psychiatry (co-ordinator Dr Jane Turner) 

Nov-Dec 2008 Invited Visiting Professor. University or Malaysia, Kuala Lumpa. 
Extensive teaching and lecturing in RANZCP psychiatry training scheme. 
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Executive Summary 

The Barrett Adolescent Centre Q3A.C) has been providing medium to long t~rm therapy for 

Qneeosland adolescents for 20 years. Of itself, tbis is a commendable record of continuous 

service provision to a group considered by many parents and professicina'.ls to be extremely 

challenging. In recent times it is likely the client group of the unit has changed \vith admission 

of more individuals with challenging, predominantly e1..ierna1ising behaviour, more .individuals 

with broad internalising and externalising behaviour and more setious self harm. This brief 

review considered the impact of critical incidents at the B,AC from a mu1ti-dornain perspective: 

the current risk on the BAC :from the perspective of the BAC clientele, BAC management 

practices, staff, environment and systemic issues, as well as a review of BAC responses to 

critical .incidents . 

The review found t11at t.b.ere is a significant burden of critical incidents at the BAC across is~es 

dealing with aggression and assault, .self harm and being away from the unit without permission. 

Less prominent incidents included property damage and injuries. The major critical incidents 

co-occurred in YU!nerable individuals. This means that if a patient was involved in an assault 

. J they were more likely to be involved in both future assaults as well as self harm incidents. 

I 
-j 

i 

.J 
! 
! 

::J 
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.J 
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J 

Additionally, it appears that girls were likely to be involved in aggressive behaviour at rates 

higher than the societal nor.ms. 

The review team identified areas for the BAC management to consider in a broad response to 

critical incidents. Recommendations include co11Sideration of the group most likely to benefit 

from care at the BAC, more structured. and clear admission criteria, greater inclusion of risk 

management assessment in the clinical care pathway, more scrutiny of the usefulness and 

application of the risk assessment tool and consideration of staff and environment issues. 

Changes should include consideration of the current relationship with other service units at The 

Park as well as BAC responses. 
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To invest in significant program revision; m1d policy and procedural change requires enthusiasm 

artd motivation. The review team feel that this is impeded by the current uncertainty about t.he 

future of the BAC. In a broad sense, securing certainty about the BAC is an outcome that has a 

clear implication for improved risk management at the BAC . 
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RECO~fMENDATIONS 

The reco.mmendations section is structured as: 

(1) General recommendations relating to the BAC target group, clinical care pathway and 

interventions, 

(2) Recommendations pertaining to specific risk management issues, 

(3) Over arching recommendations that relate to the continuation of funding of the BAC and 

the motivation and enthusiasm of staff to implement change. The overarching 

recommendations should be seen as fundamental to, and equally important to 1 & 2. 

(1) General recommendations relating to the BAC target g1·oup, clinical cal'e pathway and 

interventions: 

In the absence of other forms of outcome measurement, a qualitative and e:q:i~riential r.emew 

of the.usual clientele admitted to the BAC should be undertaken with a specific objective of 

considering tjle m~lilita~et.;gr£11~p.fur~e.-i.BAC. ,,...--. 

The "have a go" ethos of admitting individuals to the BAG ~hcitild be stopped and all 

potentialJ!~f~liJ:~s . .shonl\i.be .c011sidered agains[;ct.and.mutufil!y~~~~ 

3.. BAC admission criteria should be more clearly operationalised. 

\4. Risk assessmeilt should be specifically inch~ded in the BAC referral form and additional 
\ 

: referral information obtained. 

5. An inclusion of risk assessment should be made in the determination of whether an 

individual is accepted by the BAC. Issues around risk management should be included in 

information. promulgated by the BAC about its program. 
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6. It should be more clearly annunciated to referrers, patlents, families and staffwhether thete is 

a 2 week assessment _period at the beginning of aBAC admission. 

7. Analysis of risk assessment should be 1ncluded in the determination of the effectiveness of 

.\..-- the two week trial and whether the patient shouid remain at the BAC. 

BAC staff should consider programming in the after school and early evening period as a risk 

management strategy. 

9. The BAC should consider smaller groups size for.therapeutic a,nd recreational groups. 

10. Tbe BAC shoufd consider a restmcture of its program into smaller :functional units including 

the possibility of having..2 home groups rather than a larger single cohort of adolescents on 

theunlt. 

(2) Recori1mendations pertaining to specific l'isk :management ·issues 

((1(~ 11. The BAC management should r~view the use of the risk assessment tool in the adolescence 

population: whether the tool is valid, the clinical use of the assessment tool .findings in the l . BAC and the evafuation of the assessment tool over time. 

I) 

Ii 
Ii 
f: . 

many years, the BAC management should review such policies. 

i 13. T.he BAC management should instigate a critical and formal process of risk analysis 

~ following incidents where there was actual or potential significant morbidity or potential 

mortality. , . 7 ' . w \l\,J '7 /('{,1,, ~ " 

..,'(:..The appropriateness of the 'Al-A7 syste~hould be reviewed in light of contemporary -l changes in patient presentations at the BAC. 
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·1 
-i t ? 
1 :'·Vis. Consideration of the appropriateness of the category red ~ystem in vlew of the new clientele 

1 ( should be reviewed. 
j . :.Q--

\r·· ·:,, 6."' A11 BAC staff should have regular inservice training about risk management. 
I ' 'I . I . 

'\: \ 17. Orientation of new staff should include risk management. 
~Kz;,. 
r;_. . 

//18. There should be clarity about the status of the unit in relation to it being au open (and 

// therefore un1o~ked) unit; such changes to the status of the unit will have legal implications. 

J ! ~.__:/ ' 
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(3) Over al'ching recommendations that relate t-0 the continuation of funding of the BAC 

and the motivation and enthusiasm of staff to :iniplement change, 

Jt is the opinion of the review team that a significant amount of money is reqnired to be spent 

on the BAC environment. Further significant emotional investment in changes of policies 

and practices is required. Given this ]Jurden: 

19. Senior BAC and Park management should, as a matter of some urg~ncy; advance with 

Queensland Health the issue of the continued :funding and suppo!l: of the BAC. Whilst the 

current work environment of the BAC may be therapeutic to adolescents, the staff milieu is 

not prqmoting motivation and entlmsiasm to review risk management and other procedures a:t 

theBAC. 

20. With contemporary understanding of the burden of youth homelessness and school 

exclusion. the BAC provides an excellent opportunity for youth with mental health and 

challenging behaviour to live in a safe environment and receive high quality educational and 

psychological input. For these reasons the review team recommend advocacy for the BAC. 

21. How.ever the review team recommend further work in the delineation of the BAC in the 

continuum of care of adolescent mental health services in SE Queensland. Tasks includ~ the 

. current evidence base for adolescent inpatient care and whether the cilrrent broad admission 

brief should not be changed to focus on a more limited diagnostic range or alternatively to 

focus on i)articular challenging behaviours such as individuals with ·internalising conditions 
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and mild externalising behaviour or individu~ls with severe and ongoing suicidality and self 

harm. 
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1. BACKGROUND 

1.1 HISTORICAL CONTEXT OF 'THJTI BAC 

The BAC was established in 1983. The unit was established with au overarching treatment ethos 

of milieu therapy and th.is has been a unifying treatment theme over the last 20 years. The last 5 

years have seen a significant expansion in the number of inpatient child & youth mental health 

beds across south east Queensland. This includes the opening of inpatient units at The Royal 

Brisbane Hospital, Mater Children's Hospit~ Logan, Gold Coast and Toowoomba, as well as a 

significant expansion in the community CYMBS clinics. rt should be noted that for the new 

inpatient beds were conceptualised as acute beds, aimed at providing brief admissions around 

clarification of an individual's mental health diagnosis, the initiation of treatment and movement 

of the patient back to the community with follow-up by a CYMHS clinic or private practitioner. 

No other inpatient unit for adolescents has been established with a long stay brief. The Day 

Program of Mater CYMHS is potentially long stay (1 to 2 sc11ool term~ includes the ability 

to attend the Mater Children• s Hospital school, but 11 no residential capaci \. 7 
----- --.==---- 0 

With the increase in inpatient beds in south east Queensland the commitment to iimd the Barrett 

Adolescent Centre has beco:tne less certain, and indeed at one point it was widely thought the 

BAC would close. Whilst this clearly did not happen it is true that there is significant ongoing 

apprehension amongst BAC staff ab'out the continuing funding of tbe BAC. Further there is 

considerable discussion ~ongst staff about how, if it is to continue, the BAC will function 

within the current South East Queensland continuum of adolescent mental health care . 

1.2 Tenns of Reference of the current l'eview 

• To review the incident profile of the· unit over the last four years and to consider the 
nature and e1.1:ent of the risk associated with the profile 

• To consider the relationship between risks and the current target population, 
associated diagnostic profile and service model 

o To consider the OJganisational response to the incidents 
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• To consider the risk management approach in terms of individual risk identification 
a.i-1d response efficacy 

• To suggest strategies which may reduce the like1i'hood of further serious incidents. 

1:2 
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VIOLENCE AND AGGRESSION: D:EFJNITIONS, PREVALENCE~ 
DETERMINING FACTORS AND l:MPACT ON STAFF. 

Definitions of Aggression: Multiple definitions for aggression have been suggested. Defirutions 

include ~any threatening verbal or physical behaviour directed toward self or others,' (Owen, 

1998), "an act w'b.ose goal-response is injury to another organism," QJ61Iar et al., 1989). Many 

authors have subdivided aggression type, including O'Leary-Kelly and colleagues. In a review of 

the literature, they found. that terms such as hostile aggression, violent aggression, affective· 

aggression, angry aggression, bullying, emotional and instrumentai aggression, impulsive and 

reactive aggression, environmental aggression and enraged aggression or enraged violence 

dominate the literature (1996); the schema of Rippon states, "aggression can be physical or verb~ 

. active or passive, and can be focused on the victim(s) directly or indirectly" (2000). Several 

authors llave noted instrnmenta1 aggressive "does not have strong emotional basis and yet can be 

extremely violent" (Buss> 1961) . 

Definitions of Viofonce: Steinmetz (1986) defined violence as, 'an act carried out with tb.e 

intention, or perceived as having the intention, of physically hurting another person". Steinmetz 

included a broad range of incidents from minor common assault to premeditated murder as violent 

acts. Others including Strasburg (1978) included legal concepts in a definition of violent 

behaviour, 'illegal use or threat of force against a person>. Strasborg included a range of crimes 

such as as.sm.dt, robbery, sexual impositions and sexual assault, arson, threatening behaviour, 

kidnapping, burglary and murder. Rippon stated that "by deflllitio.n, violence is synonymous with 

aggression", then went on to sugge.st a distinction by severity, "however, violence is r~served for 

those acts of aggression that are particularly intense, and are more heinous, infamous 

irreprehensible" (2000), The Department of Empio:Yment, Training and Industrial Relations, in its 

April 1999 brochure on 'Violence at Work' defined violence as 'the unwarranted or unjust use of 

force or power'. 
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In summary, the literature in this area is hampered by significant differences in the defui.itions of 

the core constructs. One useful theme is that violence is the act or the behaviour that of~en follows 

aggression, whereas aggression is the intent to co:mrnit a violent act or fonus of behaviour. 

Examples of these include verbal abuse and physical intimidation that fall short of a physical act /1 
I 

l 
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against another person. 

The following dlscussion briefly considers violence ru1d aggression prevalence, deterrrrlning factors 

and impact on staff. The cull'ent literature ill this area :is predominantly derived from studies of 

adult mental hea1th units. Generalising these findings to clilld and adolescent units requires 

caution. 

:P1·eval~uce: Many studies have reported. the prevalence of mental health staff being involved in 

acts of violence and aggression. The US Department ofJustice statistics report (1992~1996) that 

79.5 out of 1000 mental health workers have experienced nonfatal workplace violence. The British 

Columbia workers compensati.on board received 600 claims from nurses and health care workers 

for time lost from acts of violence or force, 10 times more than that from any other occupation. 

More than half of these are injuries suffered by nurses, care aides and other health care workers 

while working in loi;ig term care facilitf es, psychiatric hospitals, group homes and acute care 

hospitals, (Duxbury 2002). 

Verbal aggression and threats of-violence appear more prevalent than acts of violence, although 

research reports vary widely. Duxbury (2002) reported that incidents of patient aggression (an 

expression of .hostility or intent to do harm) accounted for 70% of fncidents (n= 157) and involved 

verbal abuse and verbal threats in total, whilst viole.uc;e accounted for only 13.5% (:n.=::30) of the 

incidents recorded. However, Nolan et al (1999) reported that 18% of staff' had been threatened 

verbally and that 50% of psycltlatric staff have been physically as.sauited at some time during their 

careers. Similarly, Ruben et al., · (1980) and Madden et al., (1976) concluded tbat approximately 

50% of psychiatrists had been assaulted during tbe course of their work and m a multinational 

survey Poster (1996) found that 75% of .mental health nurses bad been physically assaulted at least 

once in their careers. The Poster report is in accordance ·with Whittington and Wykes (1994) who 

found 65% of nurses in their study had been violently assaulted by patients and led to their 

conclusion that there is overwhehning evidence that nurse ar~ more likely to be physically 
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assaulted, threatened or verbally abused that any other health professional group. (Whittington et al 

1996). 

Clearly not all P.atients are violent, indeed, Weiser (1994) estimated that approil:imately 10% of 

psychiatric patients are violent towards staff Tl1is includes perpetrating the most serious acts of 

violence with several documented cases of mental health clinicians being murdered :in Australia by 

current or former patients. There is' a poverty of research on aggression. and violence by child and 

adolescent mental health clients, with most studies focusing on adults. 

Determining Factors: Studies of adults with mental illness :finds a range of illnesses associated 

with ru.1 :increase in aggression and violence, including mania (L~o11 et al, 1981,) schizophrenia 

(Pearson et al, 1986), borderline personality disorder (Hansen, 1996) antisocial personality 

disorders and psychotic disorders (Whittington 1997). Other factors incluqe male gender (Duxbury, 

2002; Morrison et al,2002), age ranging from 15 to 30 (James et al; Noble and Rogers, 1989; West, 

1974), a previous history ofviolence.(Flannery et al, 1994; 'Whittington, 1998; Owen et al., 1998 

b) and patients who were on a high level of medications (Duxbury, 2002; Lion et al., 1981; Pearson 

et al., 1986; Finke 2001). Others report sqbstance abuse (Lanza, 1988; Flannery et al 1994; Royal 

College of Psychiatrists, 1988) as a key .iudicator for potential for violence. 

Length of stay has been reported as being an influential factor with long stay adult patients most 

likely to be vioient (Morrison et al.., 200.2; Barber, Hundley, Kellogg, 1988). Studies on 

adolescents concur with these :findings (Finke, 2001; Owen et al., 1998). Involuntary status under 

a mental health act was found to be a factor in patients most likely to be violent. Other precursors 

t0 violence and aggression were corrfusi011al states, non-compliance with medication (Whittington 

et al, 1996) and short hospital stays :in overcrowded wards (Edwards and .Reid). 

Staff factors were seen to be important by Duxbliry, "Factors including staff gender, experience, 

training and grade are also believed to .have some impact upon the :incidence of patient aggression 

and violence" (2002). Vanderslott found that male nursing staff were more commonly attacked 

than female stafl; possibly because they are :frequently .involved in containing aggressive outbursts 

(1998). Hatch and colleagues postulated ·that, "female staff might also use non~aggressive 

strategies to qe-escalate tension and aggression rather than the traditional male, "pollce~1ike', 
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techniques that could generate a power struggle instead of diffose anger" (2002). This opinion has 

not been universally replicated with some studies suggesting that women are at 1Jigher risk (Binder, 

Ednie, Lanza and Wykes). However> in a general a review the consensus appears.to be that 

women in mental health care settings are not at increas<::d risk for patient assault 

"l j A caveat may be the pregnant female staff member. Binder (1991) reviewed this literature and 

concluded that pregnancy remains a significant mental health work-re!ated issue. The literature 

repeatedly reports instances of patients e1.'Periencing envy, abandonment> rejection maternal 

transference and aggression toward the therapist, including fantasies of hurting or killing both the 
l -:-) therapist and the infant. Overall the literatun;~ in this area points to pregnancy as a significant risk 
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factor for women, particularly in violence prone environments such as acute care wards, 

·emergency rooms and forensic settings. 

Research supporting the argument that staff grade may be correlated with the incidence of patient 

aggression or that fess senior nursing staff are more commonly the victims of aggression and 

violence is inconclusive. Hodgkinson and colleagues 1985 found that student nurses were assaulted 

more often than ··trained or qtmlified staff (1985). Vanderslott reported that care assistants who are 

most at risk (1998). Other studies suggest students are at greater risk. In one study student nurses 

student nurses ma1d11g up 19% of staff; but sustaining 24% of assault caused injury (doc 15). In. 

another study physical assaults were higher among student nurses especially those with no training 

in conflict resolution (Grenade and Macdonald 1995). Nursing seniority may confer protection 

through experience and competent. Alternatively less se.nior staff may spend more iime with 

patients and this in tum :may :make them more vulnerable to acts of violence .and aggression . 

(Whittington aud Wykes 1994b; Vanderslott 1998). With psychiatrists age and experience also 

appear to be linked with risk; younger clinicians with less experience were at a significantly greater 

risk for patient assm.1lt than older more experienced psychiatrists. 

When: The literature is varied as to when violent and aggressive incidents occur. Results differ 

markedly with reports showing time periods for incidents are across the day (Cottrell, 1980; 

Whittington and Wykes, 1994b; Vanderslott 1998), with fewer incidences at lunch or after 

midnight. Low levels of staffing, such as v,:hen handovers occur (Carmel & Hunter 1993) and 

when sta:ff are handing out medication and around meal times (Owen et al, 1998; Carmel & 

Hunter, 1993) are other predictive factors for .increases in violence and aggression . 
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Where: Issues that· have been examined include building deficits such as limited space or 

provisions for prlvacy, overcrowding, hospital shifts, the timing of assaults, raised temperahire and 

additional poor env.ironm.ental provisions (Ntjman et al 1999} However, Blair and New argue that 

most studies in this area are inconclusive (1991). Recent guidelines by the royal college of 

psychiatrists (1998) recommend that hospital environments should be comfortable, safe, private, 

homely and free :from noxio11s environmental factots as far as possible. Staff most commo.nly 

identified factors contributing to the development of patient aggression as problematic interactions 

aud restrictive environments. The latter was deemed to cause over one-quarter of aU incidents 

reported. High-risk areas, include bathrooms and bedrooms, ward corridors and dayrooms. 

Why: Hum~m resource issues are a common theme, Reduced numbers of st~ and an overuse of 

] casual staff (Turnbull and Patterson 1999), .inexperience, increased workload and low levels of 

training are probable factors. Management of the milieu bas been implicated, mediated by 

numerous factors; the impact of varying staff, controlling styles, negative interactions, poor or 
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limited communication and .interaction with patients, authoritarian management approaches, and 

punitive management and .interventions (Morrison, 2002; Anderson & Roper 1991; Garrison et al., 

1990; Goren, Singh & Best, 1993) . 

The issue of negative staff 1nteractional styles and limited co:tntnunication skills is a cause for 

concern, particularly given the evidence of staff lack of awareness about the impact of these 

deficits. In one research project (staff) when surveyed did not view therr interaction with patients 

to be problernatic despite finding that almost one fifth of incidents of the incidents . .in practice 

Q.v.fSOAS) were reported to be the direct result of staff-patient interaction. Concomitant vlith poor 
. . 

staff insight may be lack of training in precursors to patient aggression such as self presentation 

and .self awareness (Farrell and Gray 1992) to limited interaction with patients prior to incidents 

(Whittington and Wykes 1994a, 1994b.) 

Impact on staff: There is an ever prevailing theme of a cultural acceptance of violence and 

aggre.ssion in mental health facilities. Most nurses believe that violence and assault are part of the 

job, and also that workplace violence has a normative effect, meaning that violent acts and 

aggression become accepted as a normal part of the workplace culture (Erik:s'on & Williams Evans, 

2000; Thomas, 1995; Scott, 1999). One reason for denial may be that mental heafth care 
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./ provide~' s overestimate their ability to remain objective toward their patients in the face of 

/

( personally disturbing :incidence and deal with their assault at a cognitive rather than emotional 

level. (Wykes & Vi7hlttington 1998) 
I , 

J 

1 
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Workplace violence literature notes that the issues of cost to the organization remains of 

paramount concern (Wykes & Whittington 1998). Cost 1s typically conceptualized in terms of the 

individual worker (physicaJ/physio1ogica1 and mental/en1ot~onal issues) and the organization. At 

the individual level, physical cost ref.er tO .consequences of workplace violence such as -dismpted 

sleep, cardiopulmonary problems, fatigue, hypertension, and susceptibility to illness, while 

~ emotional cos.ts encompass issues such as depression, loss of self esteem, family conflict, 

cynicism, anger and impaired coping. At the organizational leve~ costs are associated with 
·1 
J decreased worker productivity and morale, lost working days, legal liability costs, employee 

turnover and resources allocated to rehiring and retraining. (Barrett et al., 1997). 

J 
Wykes & Whittington (1998) found that of the psychiatric intensive care nurses who had reported 

'! . j being recently assaulted, 25% reported foeling jumpier, overly, alert, and bothered by recurrent 

J 
J 

I 
J 

I 
j 

J 

thoughts about the incident. One third of the assaulted nurses indicated they experienced 

significant psychological' distress and a:nger f~llowing the incident. Assault victims see themselv~s 

as weak and often continue to fear the patient after the as.sault. Threats were reported to be as 

likely to cause psychological distress and disruption of service delivery in staff as were pJ1ysical or 

sexual assaults (Flann.ery et al., 1995). There is evidence that increasing numbers of nursing and 

other health professionals are suffering the effects of PTSD (Rippon 2000), amciety, impaired work 

performance (R.obbins, 1997) and difficulties with sleep as a result of hostility and violence in the 

workplace (Fisher et al., 1995). 
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3. INTRODUCTION TO TB1S CONSULTATION 

The review team consisted of Melissa Kyte, consumer consultant at the Barrett Adolescent 

Centre, Ms Karen Gullick, Manager of The Hollywood Clinic, Hollywood Private Hospital in 

Perth, Western Australia and Dr Jacinta Powell :from the Mental Health Unit, Queensland 
.. 

Health. Associate Professor McDennott, Director of the Mater Child and Youth Mental 

Health Service was the Chair of the Review Team. Context expertise in child aud adolescent 

mental health was provided by members Gullick and McDermott. Ms Gullick has many years 

experience in various roles within child aud adolescent mental health, and for 7 years 

mariage4 an inpatient child and adolescent mental health unit. Dr Powell has extensive 

experience in reviews of risk management incl~ding recent reviews of adult mental health 

units. Melissa Kyte>s consumer experience of child and adolescent mental health services 

in.eluded admission at the Barrett Adolescent Centre. 

3.1 Staff and consumers consulted 

The review tearr: worked for three days at the BAC, and during thls period, consultation time 

was offered to all staff members. Staff appeared very interested in the review and were open 

and helpful durlng the process. They we.re consulted individually and in small groups and 

whilst no staff member req,uested confidentiality per se~ the review team consider it more 

appropriate to indicate the professional backgroun'd of staff consulted rather than a list of 

individual staff members. 
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Table 3 .1: Professions of staff consulted. 

BAC MedicalDireotor 

I BAC Nursing Practice Coordinator 
Senior nursing practitioner (level 3) ?Nursing Unit Manager 

J 
Nursing staff (level 2) 

l 
_J 

., 
i ·; 

Specific nurses io.vo1ved in critical incidents 
Community Liaison Officer 
Adventure therapy coordinator 
School teachers 
Occupational Therapist 
Consumers (specifically consulted by tlie consumer representative of the review team) 
Police liaison officer 
Social worker 

The consultation included two meetings with the Executive Director and Clinical Director of The 

Park. 

3.2 Access to documentation 

Access to policy manuals, orientation infom1atio.n, standard forms and patient records was 

provided as requested by the review team. 

The review team specifically considered the patient medical records of four critical incidents. 

These incidents were considered by staff to have conferred a high degree of risk to staff and/ or 

patients of the BAC. Sucb charts :;vere reviewed initially against BAC polices and procedures as 

given by existing BAC documentation and then against current best practice (as agreed by the 

review team). A number of charts randomly drawn from current BAC patients were also 

. j considered. 

·J 
1 

.J 

l 

~ 
I 

3.3 Access to D~ta 

Summary data on critical incidents presented :in graphical fonn was made available to the review 

team and :is included in the appendices of this report. 

The review team were interested i11 the whether the critical incident data was of sufficient quality 

J for more detailed analysis. All critical incident forms completed at theBAC were obtained from 

J 

J 
J 

2000 until June 2003, ent-ered and analysed. Details of this analysis are in section 4.1. b. 
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4. CURRENT STATUS OF RISK ONT.HE :BAC 

4.1. Client :Profile of the BAC 

The review team were informed that the current bed platform of the BAC was 15 beds with an 

additional 5 outpatient places. Occasionally there are more inpatients and indeed during the 

week of the consultation., there were 16 patients. A presentation from the Director of the BAC 

delineated the type of clientele seen at the BAC. Diagnoses of patients attending the BAC arn 

listed below. 

Table 4.1.: Range of diagnostic gr-0up.s admitted to the BAC 

Psychosis, 

Depressive disorders, 

A voidant anxious disorders, 

OCD1 

Tourette's Syndrome1 

Eating disorders 

Traumatic stress disorders, 

Asperger' s Syndrome. 

From this presentation it was noted that the BAC accepted a wide range of individuals with a 

wide range of presentations and would generally give many individuals 1'a go" to see whether 

they could use the therapy offered at the BAC. This philosophy was stated by most senior 

clinicians, and they were clear that the admission -criteria were quite open, i.e .. from 13 to 17 

years of age with a clear psychiatric illness, and suitable to be on an open unit and with evidence 

of client and family commitment. Individuals with substance abuse, with a diagnosis of only 

J conduyt disorder or who had moderate or severe .intellectual handicap were excluded :from the 

J 
J 
j . 

BAC: 
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There was a clear perception from all levels of clinical and management staff that the type of 

clients seen at BAC has changed over recent years. · Many clinical staff noted there was a 

mismatch of recently referred adolescents with the original treatment philosophy at the unit, 

mainly manifest by an increase in the amount of disturbed behaviour including increased client 

histories of aggressioD; and social problems. Some clinicians felt there were more patients with 

co-morbid dr:ug and alcohol problems or adolescents from geographically remote locations, 

including Darwin. Some clinicians noted that the recent occurrence of :finding several patients in 

possession of weapons was very unusual in the long Jristory of the BAC. Lastly, many staff felt 

that the unit was under focreasing pressure from external stakeholders to accept children whose 

presentations did not meet the admission criteria for the unit, and who in fact would previously 

have been cxclu.ded because of those presentations. Examples included adolescents on remand 

from the Brisbane Youth Detention Centre, 

4.2 Risk Profile: Review of existing data analysis 

The review team were provided with a powerpoint presentation of the incident profile of the 

BAC from J!illuary 2001 to March 2003. This inforruation is found in Appendix: 1, Figure Al 

The Adolescent Incident Profile 2001~03, in which incidents have been aggregated into 

aggressive inCidents, absent without leave (AWOL), self harm and 'other' incidents. In. the 28 

months graphically represented, 12 month.s have incidents from all 4 different categories 

recorded. Ten mon!hs have 3 different types of incidents, 6 months have only 2 types of 

incidents, no month has only o~e type of inciden:t. There is no month at the BAC without a 

recorded incident. The.rarige of incidents over this period iS' from 26 incidents occurring ill June 

02 and March 03 .to a low of 3 incidents occurring in February 03. There is no significant 

seasonal variation with all types of incidents evenly spread across the reporting peri?d. The 

most frequent type of incident by month was aggression and self harm. Both categories were 

represented in 24 of the 28 month reporting period, follow~d by 'other' (22. of 28 months) and 

AWOL (20 of28 months). 

Some analysis is provided in the BAC briefing material. The relationship between assault and 

aggression and absconding can be found also in Appendix 1 page 2. It is reported that 17of19 

adolescents who absconded from the tmit were also involved in aggression. Reasons for 
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absconding varied. Some absconding behaviour was driven by suic1da1 intent, peer pressure and 

a desire to obtain drugs. Six of 19 individuals used alcohol or substances when they absconded. 

Some comment is. also included on page 3 of the relation to prior aggression stating that the 

group with the highest incidence of aggression prior to admissibn were a group who were 

reported as "violent at home", had perpetrated "physical attacks on parents" or d~monstrated 

"excessive violence towards siblings". However, it was reported that only one of this group was 

involved in aggression at BAC. Nine of 34 adolescents involved in incidents of aggressive 

assault had antecedent conduct disturbance. The analysis does not mention the type of statistical 

test employed or the level o~ siglli:flcance of the :finding. 

4.3 Risk pmftle: new data analysis 

Critfoal incident reports were available on 93 patients. The mean patient age during the 

admission was 15.37 years (SD 1.25yrs), ages ranged from 13 to 18 years. There was a non 

significant over-representation of female patients (52.1 % versus 47.9%). The majority of 

patients involved in critical incidents were Australian born (94.5%), all spoke English in the 

family home. No patient in this sample identified their ethnicity as Aboriginal or Torres Strait 

Islander. 
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Table 4.1: 

total number of incidents 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid 1.00 42 45.2 45.7 45.7 

2.00 14 15.1 15.2 60.9 

3.00 5 5.4 5.4 66.3 

4.00 5 5.4 5.4 7i.7 
5.00 4 4.3 4.3 76,1 
6.00 3 3.2 3.3 79.3 
7.00 2 2.2 2.2 81.5 
8.00 3 3.2 3.3 84.8 

9.00 1 1.1 1.1 85.9 

'I0.00 2 2.2 2:2 88.0 

11.00 2 2.2 2.2 90.2 

13.00 2 2.2 2.2 92.4 
16.00 2 22 - 2.2 94.6 

18.00 1 i.1 ·u 95.7 

19.00 1 1.1 1.1 96.7 
29.,00 1 1.1 1.1 97.B 
37.00 1 1.1 1.1 98.9 
70.00 1 1.1 1.1 ·100.0 

Total 92 98.9 100.0 
Missing system 1 1.1 
Total 93 100.0 

An important eonsideration about this analysis is that the results presented are indicative only. 

The analysis does not at present meet a research standard., given the need to further review and 

clean. the data. Most variables have between 5-15% of missing data and this could be improved 

with further work. Further, most analyses were run without the results of one patient, an 

individual who was a significant statistical outlier. This person was responsible for 70 critical 

incidents whilst at the. BAC, approximately 16 times the average incidents per patient in the CI 

sample. 

Table 4.1 above highlights that out of 463 incidents. 45.7 percent of patients accounted for only 

one incident, 60.9 percent account for 2 incidents. However, there is a substantial minority of 

patients would are involved in repetitive critical incidents, and indeed 12% of this sample were 

involved in 10 or more incidents. 
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Figm·e 4.1: Relative frequency of Critical Incident Type 
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Figure 4 .1 above depicts critical incident by incident type. 
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Self-ha.rm was the most common critical incident occurring at the BAC. During th.is reporting 

period there were 134 incidents of self harm occurring in 3 3. 7% of the critical incident patient 

sample. If self-harm occurred the patient was likely to do so on multiple occasions, given only 

10.4% of the self harm group did so on only one occasion. In contrast approaching half of the 

sample (43.3%) of the self:.harn:i group did so on 10 or more times. Self ha.rm was significantly 

more likely to be perpetrated by female patients (female mean self harm= 2.703, male= 0.714, 

T?o =-2.232, p = .029). There was no correlation between patient .age and number of self 

harming incidents. Self harm by gender is graphically represented in Figure 4.2. 
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Figure 4.2 Cl'itical Incident category by Gendel' 
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Sex 

llJAggression (n) 

!~Absent without leave 

(n) 

JllSelf harm.(n) 
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Wiif.1.~JDamage to property ( 

n) 

mAssault (n) 

Au absent without leave (AWOL) critical incident was recorded 104 times during the reporting 

period. 41 individuals were involved in one or more AWOL incidents, 22.2% of the CI sample 

had at least one AWOL incident. AWOL incidents were less likely to be multiple than selfhann 

incidents: 54% of AWOL patients did so on only one occasion, 83% between 1 and 3 occasions 

and only 15% on more than 6 occasions. Significantly more female patients were involved in. 

AWOL incidents (mean female AWOL= 2.000, male= 0.657, T69 = -2.470, p = 0.016). There 

was a trend (p = .076) for AWOL incidents to ~nvolve older patients. 

An incident of assault was recorded 50 times during the reporting period. 33 individuals were 

involved in one or more assault incide!\tS, 25.3% of the CI sample had at least one assault 
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incident. Similar to the AWOL data, multiple incidents of assault was uncommon, 69% of 

patients were involved in one ass~ult incident rapidly _declining to 12% involved in two assaults 

and 18% in more than 2 assaults. The data suggests some tolerance to an act of assault: 2 

patients were involveq in 4 assauits, 3 patients in 5 assaults, 1 patient iu 6 assaults. There was no 

gender or age difference in patients involved in assault incidents. 

~ in~ident of aggtession was recorded 41 times during the reporting period. 24 individuals 

were involved in one or more aggressive incidents, 17.4% of the CI sample had at least one 

assault incident. Similar to the AWOL and assault data, multiple incidents of aggression was 

~ uncommon, 67% of patients were involved in one aggressive incident declining to 21 % involved 

in two assaults and 12% in more than 2 assaults. Three individuals accounted for 4, 5 and 6 

aggressive incidents respectively. There was no gender or age difference ju patients involved in 

assault incidents . 

.J 
No separated analysis was performed on low prevalence incidents such as injury (n = 20, 4.3% 

1 of au incidents), 'other' (n = 20, 4.3% of all incidents), property damage (n = 19, 4.1% of all 

incidents) and security breach (n = 2, 0.4% of all incidents). 
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Table 4.2 below, highlights the· significant relationship between the most common variables w.i:th 

significant bivariate correlations between incidents reported as aggression and assault, AWOL 

and self harm, assault and AWOL and self harm and AWOL. The example of self harm and 

AWOL is graphical depicted in Figure 4.3. Whilst a higher order factor such as gender may be 

found following multivariate analysis with a larger sample size these results suggest that multiple 

forms of critical incidents cluster in individuals. The clinical implication is that if a patient is 

involved in one form of critical incident, the clinical staff should be aware of the potential for 

further incidents ln that as well as in other domains of critical incidents. 
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-1 Table 4.2 Summary of Bivadafo analyses (Pearson's correlation) of the four most common 

cdtical fo.cidents 

Aggression Assault AWOL Self harm 

Aggression: p (2~tailed) .000 .000 .000 

Assault .033 NS (.183) 

AWOL .000 

J Figure 4.3 Simple Scaitergr~m of AWOL versus Self"l1.arm incidents 
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·1 l 4.4 Current service delivery model 

The BAC 'model was described to the review team as a milieu therapy model with adjunctive 

therapy mainly in the form of adventure therapy, individual therapy and psychopharmacology. 

The medical support to the BAC and hence the medication prescr:ibers were the BAC Director 

l and a psychiatry registrar. Individual therapy was provided formally primarily by allied health 

professionals. The form of individual therapy depended on the therapist; cognitive - behavioural 

and psycho dynamic approaches were cited. It was not clear whether all adolescents were offered 
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individual therapy, and on what grounds it was offered, The nursing case management role is 

also central to the therapeutic process, and during the course of an admission, would constitute a 

significant long term relationship for the adolescents admitted. Several staff members noted the 

current limited family therapy cii.pacity due to an unfilled a11ied health position. 

Certain asper.ts of the therapy programme seemed unclear to some staff. An example of this is 

the two week assessment period. Several staff were unsure about whether that still happened or 

not In any cas~ there did not appear to be a formal review following the two week assessment, 

and nor was the outcome made overt to any of the relevant parties. 

4.5 CurrnntAdmission Pathway 

Figure 4.4 below, highlights the BAC clinical and adntinistratlve patlnvay from tlle first 

telephbne contact ·with the BAC until a patient is accepted for an inpatient treatment stay . 

Centrnl to this process is the Community Liaison Officer's role. The role iii.eludes (1) Triaging 

t~lephone referrals, including the initial decision as to whether tlie patient seems acceptable, (2) 

presenting the case at the referral meeting, (3) completing the assessment interview with the 

registrar and ( 4) presenting the case at case the conference. The centrality of this worker clearly 

provides some consistency to the process, but may at some level not be appropriate. Issues 

mclude potential differences in the· understanding of suitable referrals between the Community 

Liaison Officer and nursing staff or senior clinical staff. 

Secondly, there is the potential for idiosyncratic practices or detailed understanding of systemic 

issues and processes residing in one individual and not generalising to the broader clinical team. 
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A.iJ.other issue noted by several staff was that referrals were often considered at the end of the 

case conference. Tlie identified problems arising from this process included staff having to 

Figure 4.4: BAC Referral and Admission acceptance pathway 

I Telephone contact I 

Community liaison officer. 
D~cision if referral acceptable 

completion of referral form 
By referring agent 

Form returned plus 
Summary of presenting complaint 

t 
£• 

Referral presented at case conference 

Assessment lnferview 
presented at case conference 

Two week Inpatient 
assessment 

Admission accepted and 
Case worker assigned 

Case conference review 

leave the meeting prior to discussing new referrals, time constraints on this item of discussion 

and fatigue at the end of an otherwise busy meeting. Given the importance of selecting 

appropriate adolescents for the milieu, it would appear that this process needs to be managed 

differently. 

4.6 Treatment Model 

Most staff stated that the BAC had an over~arch:ing theme of working in a milieu therapy model 

with an adjunctive in.dividual, group, family and adventure based therapy. A recent .staff 

vacancy had diminished the availability family therapy. It was the opinion of the reviewing team 

that a more indepth. understanding of the milieu model was not easily accessible either from staff 

or from the documentation provided. It was also apparent that whilst the senior and long serv:ing 
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members of the team appeared to have a common understanding of the meani_ng of this model, 

newer staff felt that they hadn't been orientated to this, and felt that they were expected to learn 

on the job. Given the importance of staff roles in 'maintaining the milieu', this would need to be 

addressed. 

4.1 Specific risk stmtegies 

The Al~A7 programs are a series of behaviour management programs employed at the BAC. 

They are well documented, available to all staff as typed sheets and have been in use for many 

-1 years. The review team noted the programs were developed before the current clientele with the 
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I more recent emplia,sis on externalising behaviour q.nd consider the relevance of these programs to 

this client group is untested and there is . no documented evidence that these programs 

change/effect behaviour. The programs could be seen to create a consistent response to 

belmviour, however, individual patients contexts differ, and a patient centred response that 

requires an adolescent to accept responsibility and participate in negotiating consequences may 

be useful. The review team felt that compliance with the 'A' program could be erroneously seen 

as the young person accepting responsibility. 

Programs are a very 'public' response to behaviours. Some programs require restrictions to be :in 

place for up to 48 hours. The review team were unsure that this fits with A short, sharp and 

meaningful' consequences to behaviour. Further, the program would be 'monitored' by a 

number of staff over that period, leaving it open to interpretation. Indeed, some staff mentioned 

that they make modifications to the programmes when implementing them. Some consequences 

syem dissonant with the 'offence'; for instance a 48-hour response for a consistently untidy 

bedroom (A3). 

More broad responses (other than Al-7) ~elude 'suspension' from BAC. Staff were of 1he 

opinion this was used more in the past, but homelessness and patients from geographically 

isolated areas make that impossible in. some instances. Spspension was seen as a valuable 

response to some situations, as it allowed some. "cooling off' and reflection on the part of ihe 

adolescent, and enabled a re-negotiation of expectations on return. The other advantage was that 
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family members were involved, and their support in the process had the potential to strengthen 

-, the relationship between them and the BAC. 
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4.8 Staff issues 

An overarching stai."1: issue was the concerns by BAC staff that the ongoing fonding uncertainty 

hampered the capacity of the BAC to recruit and retain high quality staff. Many staff members 

felt that staff would preferentially move to or apply to units with a more certain future. 

There were a range of staff issues t1mt individual BAC staff members felt were related to critical 

incidents on the unit. Certainly there appears to be a growing lack of confidence in the BAC qnd 

Park's ability to respond in a timely and safe way to unexpected incidents> and this is affecting 

morale_ There is a current position open for a family tl:ierap:ist, and staff felt that this position 

would not only increase the range of therapy available at the BAC but also the skills of a family 

therapist in thinking systemically were also valued. The position remains unfilled due to the 
. . 

need to fund the :increased staff required when a category red is in place. Staff not~d that the 

gym equipment available at the BAC was presently not able to be used because of the lack of a 

·qualified trainer who could supervise the use of this equipment Staff noted that tltls was a 

source of :frustration for many patients who enjoyed using gym equipment and this form. of 

exercise was a pro~sooial use of energy. 
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There review team also heard many positive comments about the internal peer support within the 

BAC. However, there was a sense of resignation to the continuation of the untenable position of 

being uncertain about the future. 

4.9 Environmental issues 

Ma:in.tai:ning a safe environment includes the need to ensure that all equipment (including 

furniture) :is well maintained, especially in high-risk areas. This is fundamental modelling, 1n that 

it gives the adolescents a clear message about the :importance of living in a clean and functional 

environment. It also impacts on staff morale. 
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The review team noted that wbilst the main dining/ recreation areas appeared to be very clean, 

tidy and light, there did appear to 'be a lot of' clutter' in other areas, including broken and unused 

equipment. 

Added to this, the majority of staff cited concerns about the physical environment ofi:he BAC. 

All staff stated that of the two accommodation corridors presented a considerable risk, especially 

the conidor furthest from the nursing station, which was not in line of sight of nurses. The other 

corridor was visible to nursing staff; however, the bedrooms at the far end of the con-idor were 

still reasonably inaccessible. Staff also nqted that the age of the building and the style of the 

building made for many small and out of the way spaces that were potential places for an 

individual to self hann or to hide belongings that were not allowed on the BAC and indeed this 

has been their experience. 

The staff involved in the critical incident in which a chair was tJrrown through a glass window 

were very clear in their concerns about the extensive amount of glass in the unit. The likelihood 

is that this glass is not of a suitable strength to be in iliis type of unit, nor is it covered by a 

protective film that would stop the glass breaking into shards. It was of :interest to note that the 

police liaison officer, who bas some experience in matters related to physical safety of 

environments, has ongoing concerns about the safety of the environment at the BAC. ft was the 

opinion of the review team that the building looked dated and that it would benefit from a 

process that established whether it could be improved by significant modifications or a new type 

of facility was required. A major advantage to the BAC was the space and parkland aroun~ the 

. ! unit. However, this was not itself without problems in that the review team w.as told that the 

J access to the oval had been recently restricted because ofth.e oval being sold. In addition access 

to a nearby auditorium that had been fairly extensively used by BAC for badminton and other 
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activities had also been stopped. 
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4.10 Systemic issues 

The relationship between BAC and the :Park: Staff cited considerable uncertainty about the 

ability and willingness of staff members from other Park areas to be of assistance to the BAC 

during critical incidents. Indeed s€iveral examples were given including one response by other 

staff members of The Park to a critical incident, where the response included a 'drive by' and the 

discovery that a serious incident was occurring only happened fortuitously. Some staff noted 

that The Park redevelopment and the creation of more discreet service entities, in their opinion, 

diminished the ability ofuniis to cooperate on the campus. Other staff noted, in their opinion, a 

campus wide lack of appreciation of both the type of patients seen at the BAC and the potential 

for dangerousness of the BAC patient group. 

The relationship bet.ween BAC and the other CA.L'1HS units: this was difficult to assess 

given comments were only available from BAC staff. It. was stated by staff that the BAC 

received referrals from CY1v.IB:S teams in all regions and that suitable working relationships 

·1 existed with other CYMIIS units. 
J 
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Staff team relationships: Stnff reported excellent communication between school and 

nursing and allied staff, and the teaching staff reported that they fee1 very well supported by 

nursing staff if there is a problem. T~nchers reported 'useful' things as being: peer support 

from other teachers; nurses on duty in the school; they don't ever feel that people are critical; 

they :have regular meetings to discuss issues; they have regular meetings with the nurses to 

handover info; the comm.on understanding that 'we're all here to help the kids' . 
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The BAC and the Brisbane Youth Detention Cenfre (BYDC): there had been several 

individuals referred fr?m the Brisbane Youth Detention Centre which is geographically close to 

the BAC. Whilst there was an overall ethos of the BAC of giving youth "a go" and seeing who 

could benefit from the program, given the types of offence that have led fodividuals to be :in the 

Brisbane Youth Detention Centre it is likely that this group is at greater mk of creating critical 

incidents on the BAC. In-reach services would seem to be rriore appropriate, but this issue is 

outside the scope oftlris review. 
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Geog1·.aphically isolated patients: It was the opinion of many staff that current patients were 

increasingly likely to be admitted from geographically very distant areas. Clear problems with 

StJC:h a regime included the decreased probability of visiting from :friends and relatives, the 

diminished possibility of going on outings away from the unit v.~th friends and relatives and the 

psychological implications of being dislocated from your local social network. In this regard 

there was some degree of double jeopardy; (a) you are going to a new residential envfronment 

which involves group living that the adolescent may 'have not experienced before and (b) this 

new residential experience is far from the nonnal place of abode and social networks. It was the 

opi.nfon of staff that such individuals were more likely to be distressed through this process and 

d this was a possible risk factor for critical incid~nts. 

J 
. .J 4.11 Risk Management Related Training 
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All Park staff attend compulsory training in manual hru.rdling, CPR, :fire procedures and 

aggression management training (PART program, 3 days duration followed by refresher 

program). All staff spoken to belieyed that the PART program was both useful and relevant. 

Apart from the compulsory training, there does not appearto be anyBAC unit based training. 

4.12 Olientatio.n of new .staff 

An orientation manual and checklist for new staff exists. This process covers all' administrative 

requirements for new staff coming into tlie BAC, however· there was some difficulty obtaining a 

copy of the manual, and it appears that the :inforrna±ion needs updating :in some areas. Several 

newer staff reported that they bad not il1 fact been orientated to the unit. 
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5. CURRENT RESPONSES BY THE BAC 

Cur.rent responses to escaiating issues include the use of the various behaviour ma!lagement 

plans, and include completing documented risk management ratings. The review team noted that 

there was little coherence between documented risk and management plans on occasion. It was 

difficult to establish what the management plan was apart from the fyped multidisciplinary plan, 

which prescribed generic interventions. Documentation of management plans following case 

conferences varied greatly in the notes reviewed. 

Recent events have left several staff feeling very unsupported, and indeed with unresolved stress 

related issues. Whilst all staff who spoke to the review team felt that there was very good. 

internal and :informal support following incidents, the lack of formal review process and 

subsequent changes to policy, practice or procedure left staff feeling that there was little between 

the11 and the next incident. Recently there has been use of an external facilitator on two 

occasions, however, their role appeared more debriefing th~ process analysis. 

5,1 Review of case notes 

Rather than provide outlines of 1ndividual cases and reported critical incidents, tills section 

wm details themes across the cases reviewed, mcluding issues from case files and issu~s that 

arose when discussing cases with staff. 

The review team found little evidence either documented or from staff report that a review of 

process related to critical incidents takes place. Risk man~gement is not a theme that is eas!ly 

found in case notes apart from the risk assessment forms. It was difficult to find specific and 

individualised plans that relate to self harm, aggression of AWOL mcidents. This e~'tended to 

the individual care plans, which were often: not ungraded in general as well as specifically about 

36 

62 

EXHIBIT 84



PMB.001.002.098

l 
I 

' ! 

risk. From a review of some notes, the level of risk assessed did not appear to influence 

decision-making in some instances, 

AWOL was specifically mentioned in case notes with case note information and Staff report 

suggesting that the "retrieval from AWOL rate" is very .high. Verbal report indicates that staff, 

with the aid of security staff, pursue yoting people in the local area, and will use physical 

methods to return young person to the BAC. If tills occurred with a voluntary pat1ent, the review 

team were unsure ·of the legality of such a procedure. Clearly a negative of the physical 

environment is the amount of open space tl1at can be used to abscond too. It seems that many 

~ patients undertake a 5-.m.inute walk across parkland to train station. 
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5.2 Review of Policies and procedures 

It is a BAC policy to complete risk assessment relating to absconding, self harm and 

aggression: (1) prio.r to admission by the refen'ing agent, (2) o:n admission, (3) reviewed at 

case conference and (4) post-incident. 

The review team identified several issues with the risk assessment protocols. The 1isk 

assessment tools did not clearly indicated how to score or interpret the results of the 

assessment, and staff reported that they were. not tramed in its use. There was no clear 

pathway between assessment and a proactive management plan with the exception of placing 

the patient on a CAT RED. There was no available evidence that the risk assessment tool was 

relevant to or had an evidence-base in the adolescent population 

Some risk assessment and management polices and procedures appeared overly universal for 

:instance searching bags and TOoms, locking bedrooms during the day, searching day patient's 

bags. Whilst such activities may have uncovered prohibited weapons or substances there was 

no evidence of the efficacy of such activities, no obvious audit of this practice and .in tb.e 

opinion of the review team, it has the potential to create a culture of mistrust. "Liv.ing up" to 

this mistrust may increase\the overall risk in the unit. 
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Many staff demonstrated confusion between critical incident stress debriefmg (CISD) and a 

risk review and managemeJ.J,t process. \V.heu CISD was mentioned the 'informal' nature of 

the debriefing -was cited by some staff as useful 

A brief review of the adventure therapy programme manual was undertaken, as well as 

informal discussion w.ith the coordinator. The standards set by several outside organisations 

in relation to adventure therapy, and the components of it, are adhered to in this programme. 

The low critical incident rate whilst adolescents (and indeed staff) are participating in the 
1 -j programme is testament to the adherence to those standards, and to the carefully planned and 
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managed events. The philosophy of adventure therapy as explained to the review team and 
l j would appear to contribute to the risk management in this programme. The maintenance of 

equipment and emergency plans also contributes. Nevertheless, involving a group of 

adolescents presenting wii11 psychiatric and behavioural problems does increase the risk 

factor. The .:fitness level of staff may present a risk at another level. 

5.3 Review of Critical Incident process 

The review team found little evidence that a review of processes related to critical incidents 

talces place in any consistent or meaningful way. Indeed many staff confused this question 

with the opportunity fo:r staff support and debriefing following an incident, citing that an 

external facilitator has been llsed recently after a critical incident . 

The review team are of tbe opinion the BAC needs to establish a process whereby ineidents 

· c0nsidered to have potentially major consequences are :investigated. 

The review team are of the opinion The Park needs to consider updating incident forums for 

the risk assessment to include looldng at the 

(1) actual outcome, 

(;2) potential outcome, 

(3) likelihood of the event re-occurring and i:hen 

(4) looking in-depth at the responses. (A root cause analysis or similar process) 
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Th.is process needs to become the basis for change in practice as it related to'risk and critical 

incidents. Such an analysis would include what happened, why and how it happened, what 

opportunities are there to prevent further occurrence. A response should consider 

communication, training and experience, fatigue and rostering, environment and equipment, 

mles, policies. and procedures, and other barriers that become the evident. It will assist the 

staff to identify deficits in policy, procedure, education and skills of staff etc. 

For example a review ofthe incident when the window was broken by a thrown chair would 

have inevitably lead to an urgent need to ensure that aJl glass is replaced or protected in some 

way, as well as a change to the Park wide response process when a 'Code Black' is called. It 

· j may also have lead to changes in protocol related to outings and pro~a.ctive communication 

with others on the Park site prior to outings occurring. The failure to look at potential risk 

management issues resulting from service incidents could be seen as negligent. 

5.4 Wider l>al'k issues 

It appears that issues related to budgetary processes are not necessarily transparent, and may 

not reflect the level of activity and risk profile of the BAC. Staff reported acc~g extremely 

high numbers of TOIL hours~ and felt they had little possibility of being able to take that tlme. 

Costs for provision of Category Red care need to be acknowledged, as there is an assumption 

that uot filling staffing positions is to save money for cat reds. The belief is that the 

programme is compromised as a result of this. Capital works fonding is atl issue and is 

mentioned in the recommendation section. 

5.5 Response to Codes 

The review team noted an absence of an enforced protocol about who makes up the response 

team, and the timeliness and process of their response. Any review of critlcai incidents 

should include loo1dng at whether this protocol was observed. There needs to be 

opportunities to practice this on a regular basis, and a process of review afterwards. 
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6. POSSIBLE IMl\1EDIATE ACTIONS 

Possible immediate actions are also detailed in the report recommendations. Whilst specific 

actions will be discussed the overarching need for a secure future for the BAC is an important 

action with a direct relationship to risk management 

6.1 Clinical Issues 

6.1.I More clear admission crite11a. T11e review team felt the BAC should undertake a 

purposeful process to determine which patients are most likely to receive benefit :from the 

BAC program, and how this fits with the current contfuuum of client care across SE 

Queensland. The review team were surprised with both the range of potential diagnoses 

of individuals at the BAC and the often stated ethos by all levels of staff of "'having a go" 

with mosf types of presenting problems. A review of the target group need not only be 

diagnosis driven. For example a role for individuals with severe, persisting seIB-harm 

(therefore problem based) ma.y be equally as valuable. 

6.1.2 Regulal· program review. The BAC should consider closing the program for 1-2 ·days 

twice a year to invest time in management, procedure and training issues. Other inpatient 

units have been able to schedule regular program reviews. The potential benefits of this 

would significantly outweigh the costs. 

6. 1.3 Structure. The review team were interested in the relative absence of critical incidents 

at the BAC school, and on the adventure therapy programme. Small group size and 

highly struotured time seem important determinants. Based on this observation the BAC 

staff should consider more structure in the after school and evening time. 

6.1.4 Group size. Following on from 6.1.3 above the therapy group size seems very large and 

division of the group should be considered. 

6.1.5 "Home groups" within the :BAC. To further impart structure, control and a sense of 

belonging, the BAC staff should consider two home groups within the BAC program 

rather than one larger group of adolescents. 
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6.1.6 Drug and AlcoJ10I detoxification. Given greater numbers of youth with dual diagnosis, 

the BAC staff should co.nsider developing a relationship with the Adolescent Drug & 

Alcohol Withdrawal Service to up-skill BAC staff in contemporary drug vr.ithdrawal 

management, as well as the possibilities pf additions to the BAC therapeutic program on 

drug and alcohol issues. 

6.2 Policies & Procednrns 

~ The review team identified a range of BAC polides that were several years over the docuniented 

tnne for review, or had been created·more than 4 years ago and bad not obvious review schedule. 

·J The BAC should invest iii a quali!.y activity to review and where appropriate update all policies. 

Policies should be written from a patient centred, risk management, point of view, and should be 

j separate from procedures. 

1 

6.3 Risk Assessment 'Tool 

I 
J 

. ·l 

The Park risk assessment tool does not clearly indicate how to score or interpret data, Further 

there is no available evidence that the risk assessment tool is relevant to the adolescent 

population. The review teru:n feel that there should be greater scrutiny of the tool as it relates to 

the prediction of further critical incidents and the more general outcome of that individual at the · 

BAC .. Nate that part of this increased scrutiny is the new data analysis included in this report. 

Other analysis is possible with the BAC collection ofHoNOSCA and CBCL data. 

I 
--t 

6,4 Decisions following on from the risk management pr-0ces~ 

Some risk management strategies seem to be universal at the BAC, for example searching bags 

a:nd rooms, loclill'lg bedrooms during the day and searching day patient's bags. The danger of 
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universal :interventions is engendering a culture of "mistrust" in response to risk management, 

which in tum affects interactions and relationships betvreen staff and patients. Policies such as 

these should be reviewed by the team. 

Specific issues, highlighted by case note review, include the review team feeling that there 

sho1.11d be :increased clarity of the pathway between risk assessment and a prowactive management 

plan, including :placing the patient on CAT :RED. The review team feel a more formal process 

review should occur after significant incidents. Documented care plans do not appear to be 

updated during the adolescents stay in response to risk assessment outcomes. . The requirement 

to have a multidisciplinary care plan does not disallow a nursing care plan, or a behaviqural 

n1anagement plan being w11tten and updated on a regular basis . 

If programmed responses such as the Al-7 and Cat Red processes to risk taking behaviour are to 

continue, the review team are of the opinion BAC staff need to: 

(1) review current programs and update them in relation to cur.rent patients, 

(2) Document patient compliance and responses to the program, 

(3) MonitoruseihJness overall of such programs in modifying behaviom and 

(4) Give consideration to a process.whereby the adolescent and staff member sit down together 

to discuss and agree on logical consequences following risk taking behaviours. Age and 

developmental maturity may influence the outcomes. 

6.5 BAC Management issues l'elating to c1•itieal incidents 

BAC staff need to establish a process whereby incidents considered to have potentially major 

consequences are investigated. Park needs to consider updating incident fonns to :include risk 

assessment of the incident looking at the actual and potential outcomes rather than as primarily a 

reporting tool. Simple categories could include; What happened, Why and bow did it happen, 

VI.hat opportunities are there to prevent a further occurrence? 
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A broad BAC response would include better communication about risk and risk management, 

more focused training, consideration of fatigue and rostering issues, environment and equipment 

needs, reviewing relevant rules/policies/procedures and other barriers that become evident. This 

process needs to become the basis for changes in practice. For example a review of the 'chair 

through tl1e window' incident would have inevitably led to the urgent need to ensure that BAC 

glass :is replaced or in some other way the clients are protected. A failure to look at potential risk 

management issues resulting .from serious incidents could be seen as negligent 

6.6 Tnlining, Education and Qrlentation fol' all staff 

Many s~aff stated there was no regular inservice program or training days programmed at the 

BAC or for BAC staff The review team feel that regular and ongoing training for BAC staff, in 

risk management and other issues should be mandatory. Such training should be consistent -with 

the severity of problems that BAC patients present and the issues around intense medium to long 

term admissions for adolescents. A special focus should b~ training and education for new staff 

on adolescent issues. This onrrently appears to b~ ad· hoc, with some staff reporting they were 

not offered any training opportunities related to working with adolescents or developing their 

understanding of adolescence. It was clear that opportunities for personal clinical supervision 

should also be explored and incorporated into the BAC processes. 

Bxaruple of potential risk management training would be reguJar participation in a program of 

local critical .incident response training, which would include; 

(1) Fire evacuation, 

(2) 

(3) 

(4) 

(5) 

Managing aggression, 

Secluding a patient. 

CPR 
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Orientation: the review team feel the orientation process and documentation should be 

improved, specifically: 

(1) The manual needs to be updated, and several copies need to exist. 

(2) All new staff need to be orientated including casual staff. Consideration be given 

(3) 

to develop:ing a competency based orientation programme, where staff need to be 

able to demonstrate skills and understanding of processes, developmental issues 

and. therapies. 

Consider making \.'.P a 'cheat sheet' orientation for casual staffv<lith the absolutely 

essential information to manage for a shift on it. 
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7. LONG TERM ISSUES THE CONTINUING ROLE OF THE BAC 

-i 
I This report has focused on critical :incidents and risk management at the BAC. However, a 

pervasive theme amongst staff, and in the review teams opinion a significant barrier to change at 

the BAC is the uncertainty of the tmit. 

The review team. encourage The Parle ~d BAC management to activity pursue clarity of this . . . 
issue. In doing so the review team note contemporary themes, not necessarily core to mental 

health but clearly related to adolescent mental healtli, that are reasons why the BAC offers a 

unique opportunity to severely twubled youth. Firstly most BAC clients have been serially 

suspended or excluded from the education system. Cessation of schooling coDfers a :further and 

serious impairment to this client group. The BAC provides a unique educational 9pportumty for 

this group, with good evidence of major academic gains being made by clients during their BAC 

stay. 

Secondly, youth homelessness is unacceptably high and the BAC clients are at the ~evere end of 

the spectrum of risk factors that lead to homelessness. Without the BAC many of this client 

group will become homeless and denied a place of safety, therapy and education. Tn brief 

without the BAC many of tJtls group will still need accommodation somewhere, but alternative 

accommodation could not provide the possibility ofrestoration and rehabilitation whlch the BAC 

staff work .so hard to provide to a. yery disenfranchised group of adolescents. 

AU services should change over time, and the BAC has this challenge. Precipitous action such 

as closure of the unit without a process ofre-orientation with other SE Queensland service units 

could remove a part of the continuum of care tbat is extremely difficult to replace and simply 

transfers the burden to other areas of the 'Wider system . 
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Appendix I: Information provided by the BAC 

Figure Al: Summary of Critical Incident by Incident Mouth. 
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The Queensland Plan for Mental Health 2007-2017 provides significant funding to support mental health 
service improvement and reform. The plan includes investment in new and upgraded inpatient services. 

This report of the Site Evaluation Subgroup includes an appraisal of the options explored for the 
redevelopment of the Barre1t Adolescent Centre {BAC). 

A1 the request of the Area General Managers of the former Southern and Central Area Health Services, the 
following sites were considernd as options for the redevelopment otthe BAG: 

Rogers Street Spring Hill; 

CAFTU-RBH; 

Land adjacent to Red/and Hospital; 

Meakin Park - 3 km from Logan Hospital Site (precise land parcel unl~nown- assume bushland 
between Queens Rd and Beal St); and 

The Parl< Centre for Mental Health (3 site options on campus considered). 

The report finds Redland and The Park as the only architecturaUy viable options if the service Is to be 
redeveloped as currently envisaged. 

It identifies redevelopment at Redland as the preferred option. 

The report identlfies the need for further consultation on this option with the current Barrett service providers, 
consumers, carers and the broader Child and Youth Mental Health Sector to Inform a flnal decision. 

The Barrett School is a critical component of the setvlce and must be included In the redevelopment of tile 
service at any site. Therefore, negotiation with the Department of Education, Training and the Arts is required 
in lhe process of deciding the preferred option. 

A finaf decision for the se1vice location will be made by the District CEOs of Metro South and Darling Downs 
West Moreton Health Service Districts. It is recommen.ded that t11e District CEOs provide the Site Evaluation 
subgroup with the authority to consult these relevant stakeholders on the preferred option. Subject to 
approval consultation could consider ihe following identified issues: 

Review of transport options, including duration and cost of journeys. A comparison of the 
accessibility of the sltes particularly for consumers accessing the day program and for consumers 
and carers travelling from rural, regional and remote areas who require the service. 

• Consideration of the impact of the surrounding built environment at Redland. This should tal<e 
account of the surrounding bushland and include some consideration of risk management strategies 
associated with bushfires, Wiidiife and proximity to other infrastructure including the sewage 
treatment plant. 

Further analysis of the impact of the built environment at The Parl< and associated risk management 
strategies. This may fnctude consideration of the implications of having vacant buildings on 1he site. 
It could further identify the challenges and opportunities associated with the proximity of the service 
to the new Police Academy site. 

k Further consideration of the cost and time implications sltould a staged redevelopment at the 
existing site be pursued. · 

Consultation with police to establish whether Redland site may subject the unit to risk from 
'undesirable persons' and consideration about how such a risk might be managed. 

Considera1ion of the implfcations of the implementation of the Clinical Services Capability 
Framework (CSCF) anq the assignment of a level to the service. In particular, this may further clarify 
the specialised requirements of the unit including the need for specialist human resources and the 
advantages of being co-located with 24 hour medical care. 
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Fuither crarification of plans for service expansion in the second half of the plan to provide 5 
additional beds for the adolescent unit in the development of step down units and further 
consideration of accommodation options for family and carers. 

• Clarifying t11e governance arrangements should the unit be located at Redland. In particular the 
seNica's reporting relationships to Metro South and/or the Queensland Chffdren's Hospital. 

Further examination of the potential advantages of co-locating the service near the Brisbane Youth 
Detention Centre at Waco!, Child and Youth Forensic Outreach Service (OYFOS), Mental Health 
Alcof1ol Tobacco and Other Drugs Service (MHATODS) given the overlap of demographics and 
some characteristics of clients seen by each of these services. This requires some consultation with 
MHATODS and OYFOS to determine whether co-location of this kind is consistent with the service 
development intentions of these services. 

It is proposed \hat the Site Evaluation Subgroup report on the outcome of this· consultation to the District 
GEOs to support a iinal decision concerning the site for redevelopment of the Centre. 

Dr Aaron Groves 
Senior Director, Mental Health Branch 
28/10/2008 
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The purpose of t!1is paper Is to support decision mal<ing associated with the selection of a site for ihe 
replacement of the Barrett Adofescent Centre {BAC). 

It considers the sites below, Which were identified by Area Health Services as potentially suitable for 
replacement ot the centre: 

Rogers Street Spring Hill 

CAFTU·RBH 

Redland Hospital 

Meakin Park - 3 km from Logan Hospital Site (precise land parcel unl<nown- assume bushland 
between Queens Rd and Beal Sl) 

The Park Centre for Mental Health (3 site options on campus considered) 

The report includes: 

a brie1 description of the project; 

• a summary of the model of service for BAC; 

a description of site requirements and; 

a site appraisal of the two architecturally viable sites- prepared by Project Services. 

Appendix One includes the rationale for finding two of the three site options at The Park, CAFTU and 
Rogers Street to be architecturally unviabfe. Advice from Southside Health Service District subsequent to the 
site options tour indicated the option at Logan was no longer availabfe or viable; therefore an appraisal of 
this site has not been undertaken. 

Appendix Two ls a collection of 'Site Tour Notes' providing a summary of some of the key issues considered 
by Site Evaluation subgroup during site visits by the subgroup on 5 August 2008. 

The report identifies the need tor further elaboration of some of the challenges and opportunities of the two 
architecturally vlable sites to support a final decision concerning the redevelopment of the unit. 

Tf1e report concludes that Redland appears to be the preferred option for the redevelopment of the service 
subject to further consultation with the sector. 

SITE OPTIONS PAPER FOR ·n·IE REDEVELOPMENT OF THE BARRETT ADOLESCENT CENTRE PAGES OF34 

81 

EXHIBIT 84



PMB.001.002.117

MSS.001.002.0234 

Replace Barrett Adolescent Centre with a new 15 bed adolescent extended treatment unit. 

Sacl<ground: 

Decision concerning the location for the redevelopment of the Adolescent unit is contentious 

Redevelopment at The Park is problematic because of the expansion of forensic services being 
undertaken on the site 

This expansion includes the development of a furt11er 40 extended treatment forensic beds over the 
next i O years 

Advantage of the current site is the existing service with highly sl<illed staif. 

No optimal location tor the unit Identified by Child and Youth clinicians 

"Site Evaluation Sub Group" established to assist in determining an appropriate site for the unit at 
the direction of the Area General Managers (participants identified below) 

Subgroup reviewed the site selection criteria and accommodation schedule produced by Project 
SeNices in collaboration with BAC staff 

Ran!<ing of site selection criteria reviewed 

v Scope for reducing footprint identified in accommodation schedule 

Alternate sites identified in discussion with Area Health Services 

Sub Group visited the following sites on 5 August 2008: 

Rogers Street Spring Hill 

CAFTU- RBH 

Redland Hospital 

Meakin Park - 3 km from Logan Hospital Site (precise land parcel unknown- assume bushland between 
Queens Rd and Beal St) 

The Park Centre for Mental Health (3 site options on campus considered) 

Sub Group agreed to consider the site options on the basis that they may: 

o serve the clinical objectives of the service 

o satisfy the criteria nominated in the 'Site Selection Criteria' 

o meet the design requirements identified in ihe accommodation schedule 

Pa1iicipants: 

i----- r---«~w-------·-i-Child & YoLit'Fi'TVientarHeal!h Service, Royal Childreri's ! I Ms Denisse Best ( Executive Director ! Hospital & Health Services Districts, Chair Child & Youth I 
! ___ !._ ___ . '_Su\?. Group I 
I Mr Kevin Fje19§.2.§._ l..Qjrector _____ i_Mental Health Plan lmplementatiQ.n Team_ __ .. _ . _==:] 
! Dr Trevor Sadler Cllnical Director ! Barrett Adolescent Centre _______ j 
1.m Brett McDermott Director Mater Chi!d & Youth Mental Health SeJVlce __ .J 

1
1 Ms Lind~_fua~ Principal Project Officer Southern Area Health Service --· l 
, Ms Karen Ryan · Manager : Rural Service Planning Unit, Southern Area i 
i Ms Erica Lee . Manager ~- I Child and Youth M.~rif§.! Health Seivice ___j I Mr Paul Clare I Principal Pro~gJ.Of!!~ Menial Heaft\LPJ§n.lmQlementatlon Team ____ i 
1

1 

Mr John Quinn I Manags;.r________ I Menial Heal!IJ.Plan Implementation Team ·---·~ 
M J St ! A · t t o· ! (Southern) , 

j_ s enny one ssis an irec or__ PrQ.gram Coordination Unit LWAMB ___j 
l Mr Chris Hollis ~ Networ!\ Coordin£!tori Mental Health - Central Area _____ __j 
1 Mr Mark Wheelehan :-l Area Team Leader 1 Central Area ···--- i 
\ Ms Elisabeth Robe1is i Principal Project Officer I Southern Area ---.......... _______ ~ 
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Additional invitees to site options tour: 

!][Terry ~_rter·--=rrrO)eciMai}§ger;·--- :¥entarneaiti1caerfcif~w_.o_rk_s_P~ro_g._r_am _____ _ 
l-fi.tr..Pavid Pa~~l1J.. 1 Senior Archjtect i Project SeN!ces -~~-----------
\~!)aren Re~ __ j_Ar9_hitecl --~-._._JJ1QE:lct Services -·-· 

Apologies for the site tour: 

llliBiifRJi19SWe-u ----i Director ·-iMental Health Servict?s - LQgan ·----,, 

I_ Ms Karen Ryan I Man~er ---=---! Rural Service PlanniQQ: Unit, Southern Area -----~·-.---.·=3 
i Mr Chris Hollis j Network C9ordinatol' j Mental Health - Central Area 
! Mr Mark Wheelehan Area Team Leader I Central Area 

i Ms Elisabeth Roberts Principal Project Officer - soutilem""'Area' . -------.=--~-==·-·~---J .. __ ,, 
i Mr Da\jg Pagendam I Seni,or ArchJ!_~QL Proiect Services _ _ __ 

Service integration 

The Adolescent Extended Treatment and Rehabilitation Service is an integral part of Child and Youth Mental 
Health networl< of services in Queensland. Child a11d Youth Mental Health Services (CYMHS) include: 

community clinics throughout Queensland 

specialised therapeutic services to children and adolescents in 1he care of the Depariment of Child 
Safety (Evolve teams} 

acute Inpatient services in Metro South, Metro North, Mater and Gold Coast Health Districts 

a day program at the Mater Children's Hospital, with proposals to develop further day programs at 
Townsville and the Sunshine Coast. 

a Child and Youth Forensic Outreach Service (CYFOS) 

a visiting service to the Brisbane Youth Detention Centre 

An adolescent of high school age is reierred to the Adolescent Extended Treatment and Rehabilitation 
Service if severe mental illness and impairment persist after extended treatments in one or more of these 
other settings. lt ls both a tertiary and quaternary referral service, depending on t11e severity and complexity 
of illness and range of settings for intervention prior to referral. Referrals are accepted from throughout 
Queensland. On occasions It is appropriate to accept referrals from northern New South Wales and the 
Northern Territory. Referrals may also be made by private child and adolescent psychiatrists or 
psychologists. 

Adolescents usually will be placed on the waiting list, and managed by the referring service until admission is 
possible. Throughout the admission, ongoing Hnl<ages with the referrer wfll occur via videoconference and 
case management. 

It ls proposed that the Adolescent Extended Treatment and Rehabilitation Service be a Level 6 service in the 
Clinical Services Capability Framework being developed by !he Mental Health Branch. 

Target population: 

Adolescents accepted for referral have severe, persistent, co-morbid mental illnesses associated with a 
range of impairments. Mental illnesses most commo11!y diagnosed include: 

depression 

eating disorders 

social and other anxiety disorders 

obsessive compulsive disorder 

dissociative disorders 
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The Health of the Nations Outcome Scale for Children and Adolescents (HoNOSCA) is an assessment tool 
used by mental health services across Australia to assess levels of symptom severity, impairment and family 
function. Compared with the national average of those admitted to acute adolescent inpatient units, those 
admitted to the Adolescent Extended Treatment and Rehabilitation Service show similarly high levels of 
symptoms and acuity (e.g. emotional distress, self harm, perceptual disturbances), but significantly higher 
levels of Impairment (e.g. schooling, self care, peer relationships, impaired concentration) and family 
dysfunciion. 

Treatment of many disorders requires the active participation of the adolescent. Frequently they are not 
contemplating change, but continue with an Illness seriously affecting health and their functioning. Both 
symptom severity and impairment are likely to persist for decades into adult life without adequate 
intervention. 

Sel'vice descriptio11: 

The core of the se1vlce is the provision of a wide range of intensive interventions for integrated treatmen! and 
rehabilitation. (Unlike many areas of physical medicine In which there is a definitive treatment followed by 
rehabilitation, effective outcomes In adolescent mental health require an Integrated approach to treatment 
and rehabilitation over months.) 

Core approaches to treatment and rehabilitation include: 

utilising standard biological mental health treatments (medication, ECT), although t/1e effectiveness 
of these Is limited 

utilising a wide range of psychologlcal interventions for adolescents with often limited verbal skills 
and limited understanding of psychological issues 

utilising a wide range of life skill and activity based interventions to address developmental tasJ<s in 
both treatment and rehabililation 

providing of a range o1 comprehensive education and pre-vocational activities through the 
Department of Education, Training and the Arts 

continuing support of, liaison with and therapy for the family 

• maintaining strong community linkages 

safely managing a range of life threatening behaviours 

effectively managing a range of dysfunctional behaviours 

• maintaining a ward environment which promotes therapeutic interactions 

Depending on levels of acuity and impairment, adolescents access this program at a number of levels: 

as inpatients (full or partial hospita/isatron) for those with high to extreme levels of acuity and severe 
impairment. Up to i 5 beds arn availabfe for this purpose. 

• as day patients for those wl!h severe impairment but lower acuity for those who can access the 
service.· 

A comprehensive extended treatment and rehabilitation program for a Statewide service would also include: 

" a therapeutic residential unit for those who have severe levels of Impairment, low to medium levels 
of acuity and cannot access the service as a day patient 

• a transitional residential facility (step-down) service for those who have moved from high to lower 
levels of acuity, continue to have moderate to severe impairment, and cannot return to their family 
home. 
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" a family.stay residential facility to provide intensive family Interventions or family interventions with 
adolescents with extreme acuity. 

Legisl~tive framework and Policy Directions: 

In common with other Mental Healih Services in Queensland, 

adolescents are admitted either as voluntary patients or under the Mental Heafth Act. 

consumer, and where possible, carer participation is essential to providing service. 

u a Recovery frameworl< is clearly articulated, although it differs ·,n concept to adult mental health 
services. 

adolescents are managed in tt1e least restrictive manner appropriate to safety. (This creates 
challenges on an open unit.) 

minimising seclusion and restraint is associated with better outcomes, but requires more intensive 
staffing. 

outcomes are routinely measured utilising a nationally standard suite of scales - the HoNOSCA, 
Children's Global Assessment Scafe (CGAS) and Factors Influencing Health Scale (FIHS). 

Pathways of service delivery once admitted 

Transfer 

acute medical management at local general !1ospital occurs at regular intervals. 

• rarely acute psychiatric care at referring acute unit may be required. 

Discharge 

• intensive discharge planning requires considerable integration with the local community of origin 
(including local schools) 

the adolescent often transitions from full inpatient admission to periods of partial hospitalisation prior 
to discharge. 

the lac!< of appropriately supervised accommodation in the NGO sector is a problem for adolescents 
who cannot return to their family of origin. 

w remoteness of referring services makes follow up referral llnl~age sometimes difficult to sustain 

occasionally It is difficult to access support in adult mental health services if the adolescent requires 
further long term treatment. 

Managing risk 

Managing self harm, suicide attempts, absconding and aggression are major risk issues in patient safety in both 
adolescent and adult sectors. However, there are particular Issues in the genesis and management of these risks 
in adolescents. 

• adolescents do not often possess good verbal skills and their distress is manifest Instead in a range 
of behaviours 

" adolescents generally are fitter and have fewer problems with mobility (whether secondary to the 
type of illness or medications). This enables them to abscond. 

adolescents are more likely to encourage a peer to join them in absconding or to copy another with 
self harm - the so called "contagion effect". 

• adolescenis are more sensitive to adverse changes in the family environment. Although distant, this 
may be a potent effect on behaviours within the unit. 

adolescents are often more impulsive, especially in relation to negative life events to which they are 
more sensitive. 

adolescents have less experience at assessing safety in the community 
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adolescents are more likely to react negatively to a perceived closed environment than an open one, 
There is a complex interaction between built environment and safety which will be described In the 
next section 

Staffing structure and composition: 

Intensive levels of staffing required for intensive Interventions and l1igh levels of acuity 

• Staff must have training and/or substantial experience in child and adolescent mental health 

• Specialist skill sets In a range of psychological, activity based and life skills inletventlons required 

Clinlcal and educational multidisciplinary bio psycho social approach 

Maintenance of ongoing professional development and supervision of siaff required 

Range of resources to support the necessary range of intervenHons 

Performance, quality and safety: 

consumer and carer satisfaction 

• ongoing workplace health and safety monitoring due to nature of service 

outcomes monitoring 

3~ Site Re uirer.nents / . . . 

THE IMPACT OF BUILT ENVIRONMENT AND EXTENDED ADOLESCENT TREATMENT 

1. The Rationale to Develop Guiding Principles for t!le Built Environment 

Adolescents admitted to the Extended Treatment and Rehabilitation unit are likely lo spend up to twelve 
months or more in hospital. (Hospital is acl<nowledged to be the most restrictive setting in mental health.) 
About half will ai some stage be on an Involuntary Treatment Order. Initially most adolescents do not 
contemplate t11e need for change. Many adolescents believe they should be independent and exercising 
freedoms they see in their peers, These factors have the potential to actively work against the fact that most 
treatments require the active participation of the adolescent. There is considerable potential for adolescents 
them to react strongly against treatment, the staff and hospitalisation. This is manifest in two of the risl< 
factors associated with the unit- absconding and aggression, 

Clearly identifiable factors can minimise th!"se tensions and their attendant risk factors. Broadly they can be 
divided into staff attitudes/skills and the impact of built environment. Guiding Principles 1 - 3 below have 
been extracted from surveys of adolescents who have been asked about the impact of the change of 
environment from the constricted environment ot an acute inpatient setting to the more open environment of 
the extended treatment unlt has had on their attitudes to being in treatment. 

Built environment also has numerous other impacts: 

" Adolescents on admission range widely in their fitness levels, co-ordination abilities and participation 
in physical activity. Providing for a range of physical activity addresses a number of impaired tasl<s 
of adolescent development. (Principles 2 and 3). 

• Adolescents interact intensively with a limited range of peers over a long period. Adequate external 
and internal spaces achieve a balance between privacy and a range of peer interaciions. (Principles 
2,3 and 6) 

Adolescents can utilise external spaces to help them regulate emotional distress and aggressive 
impulses. (Principles i and 2) 

• Many adolescents have had very limited interactions with peers or areas outside their home prior to 
admission. Time in acute inpatient units is in enclosed environments. It is Initially helpful to spel]Q__ __ 
time outside without the feeling of being on view to the public. (Principles 2 and 3} 

" A number of adolescents often tall< in therapy in an activity in the grounds. They are uncomfortable 
in a room with the expectation they should talk. (Principle 2) 
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The built environment must also be considered within the broader context of the nefghbourhood in which it is 
located. 

An open unit offers more chances to abscond. Adolescents are at risl< then of mishap from 
nefarious persons, or from themselves by 
(Principles 4,5) 

It ls essential for rehabilitation that community public transport, sporting, community and recreational 
facilities are available within reasonable distance to prepare an adolescent for integration into their 
own communiiies. (Principle 6) 

· Either sufficient recreational space and facilities are located within the grounds of the unit, or within 
close proximity (less than i minute) to afford opportunities for acutely unwell adolescents to access 
these in safety, or for staff return to attend to crises on the unit. (Principle i, 2 and 6) 

2. Guiding Principles 

Six Principles can be derived from the above observations to guide the location and design of the Centre. 

Principle i. 
Minimising visual restrictions in the environment enable adolescents to cope beiler with legislative and 
behavioural restrictions and the restrictions tl1eir Hlness imposes on them. 

Principle 2. 
The grounds surrounding the building must have sufficient room for multiple purpose activities - recteation, 
fitness, socialisation, private areas, areas for emotional regulation and areas to enhance therapies to be 
undertal<en safely. 

Principle 3. 
Adolescents should not feel they are on dlsplay to the public, nor should the public have cause to stigmatise 
the unit. 

Principle 4. 
The chances of absconding successfully can be reduced by consideration of factors In the immediate 
neighbourhood of the Unit. 

Principle 5. 
The chances of an adverse event following an absconding can be reduced by attention to the Immediate 
neigl1bourhood of the Unit. 

Principle 6. 
The neighbourhood in which lhe unit is located should afford opportunities to practice sl<il!s for rehabflitation 
and community integration which can be generalised to the community in which the adolescent lives. 

3, Application of the Ptino/pa/s to Design 

3.a Characteristics of the Site 

3.a.i external views - desirable: 

o Sky, trees, distant objects, grass, landscape, sports ovals. (Principles 1,2) 

o Sense of distance, calmness more Important than people, but distant views of people 
engaged in gentle activities ls desirable. (Principle i ,2) 

o Water views a bonus. (Prlnciple 2) 

3.a.il External views - undeslrable 

o Anything that ls too busy or intrusive; buildings. (Principles i ,2 and 5) 

3.a.iii Access to natural environment 

o Grass, trees, animals, water (as long as it is sate), gardens, getting bacl\ to nature. 
(Principles i ,2) 

3.a.iv Access to outdoor activities 
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o Safe place tor walking and riding (not on main roads}, playing outdoor games and sports, 
and just "getting away". (Principles 2, 6) 

3.a.v Ex1ernal buffer space and boundaries 

o At least 50m away from houses is a minimum to reduce bad interactions with neighbours 
(both ways). (Principle 3) 

o There needs to be clearly defined boundaries but boundaries should be as invisible and 
unoppressive as possible. (Principles i ,4) 

o Good buffer spaces can reduce the need for fences. (Principles 1,4) 

3.a.vi Topography 

o An elevated site with long views and vistas into the disiance is preferable, but 1he site of the 
facility must be reasonable level. (Principles 1,2) 

o Slopes can be used to hide fences. (Principles 1,4) 

3.a. vii Schools 

o The facility will have an on-site school which contributes 60% of rehabilitation. 

3.a.viii Privacy 

o Privacy for the adolescent consumers is important, but the facility should not be too isolated. 
(Principles 3,6) 

o It is desirable for consumers to have opportunities to see people outside, but adolescents 
should not be "on display". (Principle 3) 

o Contact with the pubHc and families needs to be controlled. (Principles 2,3,4 and 5) 

o I! is important that public thoroughfares do not happen through the facility site. (Principle 3) 

3.a.ix Total site area 

o 2 Ha preferred area. (Principles 1,2 and 3} 

o 1.5 Ha minimum. 

3.b. Characteristics of the Immediate Neighbourhood 

3.b.1 Surrounding built envll'onment 

Avoid:-

o High rise and high density buildings. (Principles i ,2 and 5) 

o Sites that other buildings look down on. (Principle 3) 

o Main roads, railways, and ot11er noisy busy areas. (Principles 3,4 and 5) 

o Intimidating or Industrial general environment (Princlples 2, 3) 

3.b.ii Physical hazards 

o Avoid bridges, high buildings, cliffs, mul!i-storey car parks, bridges, main roads, train lines. 
{Principles 4,5) 

3.b.iii Absconding 

o A buffer of open space around the facility rs important to keep sight of an absconder 
(Principles 4,5) 

o A buffer of 500m to public transport to deter rapid absconding. (Principles 4,5) 

o Avoid potential hiding places. (Principle 4.) 

3.b.iv Schools 

o The facility will have an on·site school which contributes 60% of rehabilitation. 

o It is a Band·? school (special education) but not all consumers attend this school, therefore 
access to other schools (particurarly high schools) is necessary. (Principle 6) 
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o Need plenty of good schools within short driving distance including good ones with varying 
socio-economic levels. (Principles 3,6) 

o Avoid areas where there are "iough" schools where there might be bullying. (Principle 3, 6) 

3.b.v Recreational facilities in close proximity 

o Recreational-size swimming pool. (Principles i ,2) 

o Sports oval or park. {Principles 1,2) 

o Adventure therapy components (Principles i ,2) 

3.b.vi Undesirable persons 

o Avoid opportunities for contact with undesirable persons. (Principle 2) 

o Avoid close proximity to forensic units (Principle 2) 

3.c. Characteristics of the Broader neighbourhood 

3.c.i Sports locally off site 

o Full-size swimming pool. (Principle 6) 

o Sports oval or park. (Princ!ple 6) 

o Bike riding and recreational walking 

o Water sports. (Principle 6) 

3.c.ii ActiVities off site (remote) 

o Reasonable access to adventure therapy activities. (Principle 6) 

3.c.iii Public Transport 

o Need access to good public transport. Trains are preferred as being more reliable in 
timetable and less intimidating. (Principle 6) 

3.c.iv Shops 

o Need access to a variety of shops via publlc transport. (Principle 6) 

o There is graded use ot shops in rehabillta1ion starting with smaller, less dense and closer 
shops and progressing on to large shopping malls. (Principle 6) 

o Ideally there should be a corner store within walking distance, and a major shopping centre 
a train ride away. (Principle 6) 

3.c.v Other facilities 

• lt is desirable to have other types of social activities available in the community such as:-

o churches, (Principle 6) 

o youth groups, (Principle 6) 

o sporting groups, (Principle 6) 

o dancing classes etc. (Principle 6) 

(These are examples only - it is not important to have a particular type of community activity, group, 
club available). 

4. Other General Considerations 

4.i Staff access 

o Staff recruitment and retention are important factors. 

o Existing staff have a highly speciallsed bacl<ground, and mostly live within easy reach of the 
Barrett Adolescent Centre. 

o A location which is convenient to existing staff is important. 

o Numbers and staif on the unil will be insufficient to meet every psychiatric and medical 
emergency which may arise. 
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4.ii Emergency Backup 

o Access to help for 'code blacks' is critical. These incidents require back up from mental 
health trained nurses who have completed aggressive behaviour management training. 

o A response is needed within 5 minutes; therefore the adolescent facility needs to be located 
within 500m of a hospital of other mental health facility where appropriate help is available. 

4.iii Hospitals and Doctors 

o Hospital emergency department within a 20 minute drive of the facility. (Principle 8) 

o The existing Barrett Adolescent Centre has enjoyed good relationships with the Mater J Old 
Children's Hospital to date, so proximity to there is desirable. (Principle 8) 

o Proximity to an 'after hours' GP clinic is desirable. (Principle 8) 

4.iv Access for families and visitors. 

o Local external accommodation for families are desirable such as motels and hotels with 
good public transport access to the facility. 

o On-site independent accommodation units (for family visits and for consumers preparing to 
leave). 

4.v Police 

o Police do not need to be close, but a relationship with a small local police station is good, 
more for consumer education and contact than to handle emergency situations. 

4.vi. Climate I Aspect 

o Good cooling breezes are desirable for personal comfort and to reduce the need tor air­
conditioning. 

o Site must allow buildings to predominantly face north and south to maximise opportunities 
for natural cooling and fight. 

4.vii Public Perception, Politics 

o Avoid close proximity to a high security adult mental health facility or prison. 

o Avoid suburban areas where 'not in my bacl~yard' syndrome may cause problems. 

4.viii Site acquisition & Development 

o Possible In reasonable cost and time 

o • Are there heritage, environmental, indigenous issues affecting the site. 
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4. Sile 0.P.tions Appr~is.r:Jl . .. . . . · _ ·.. · ·: ··. · . 
Fig i . Redland Hospital Site (Aerial View) 

4. 1 Specific Site Considerations for Site Next to Red/and Hospital 

Site features 

o Potentially excellent bushland setting satisfactory for views, access to natural environment 
and access to outdoor activities. 

o No l1ouses in vicinity or likely to be. Site is large enough to allow for adequate buffers. Site is 
surrounded by hospital, bush and industry. 

o Level site. 

o Distant views may be possible. 

o Sea breezes. 

o Site large enough to alfow optimum orientation of buildings. 

o Surrounding built environment is potentially good, if it can be separated trom the hospital. 

o Privacy is potentially good, if it can be separated from the hospital. 

o Reasonably close to existing mental health inpatient unit with possibility of closer location in 
future. 

o There are no physical hazards as per site considerations in the vicinity. 

o If site can be suitably separated from hospital and the public the propensity fo r interaction 
witl1 undesirable persons wlll be limited. 

o 5 minutes walk to nearest bus stop, and being at the end of tl1e bus and train llne might 
make catching ot absconders easier (there is only one way to get out of Cleveland) 

o Total site area of 5 Ha - 2 Ha preferred area. 
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Local entertainment and sporting facilities 

o Aquatic centre (5 pools plus a spa) in Russell St Cleveland with skate park adjacent. Approx 
3km. 

o Chandler Aquatic Centre approx i Okm, 

o Beaches, boating and creeks near. 

o Redland Youth Plaza, a large sl<ateboard facility in Capalaba. 

o Social & community activities are catered for by Redland Shire Council - their web site lists 
numerou.s and varied organisations in the area. 

Public transport 

o Buses from Redland Hospital to Cleveland train station. 25 buses in each direction every 
day from 6 am to ii :30 pm. Veolia bus lines routes 258 and 272. Approx i O minute ride, 

o 45 trains per day fnto Brisbane city and bacl<. 

" Shopping 

o Snack bar and kiosk in main hospital. 

o Small convenience shopping centre at corner of Bay Street and Wellington Road (approx 
750 metres with one road to cross) 

o Good medium size shopping centre at Cleveland (i o minutes by bus) 

o Larger shopping centre at Capalaba (approx 8l<m) 

o Major shopping centre at Car1ndale (approx 15km) 

o Br'rsbane CBD shops accessible by train (approx 1 hour) 

u Schools 

o Carmel College (Catholic High School) approx Skm 

o Faith Luiheran College (prep to year 12) approx 7 l<m 

o Aedland District Special Schoo! and Thomlands Primary School approx 2 km. 

o Cleveland District High School approx 2l<m (on bus route) 

o Cleveland Primary approx 3 km 

o Ormiston Primary approx 41<m 

o Ormiston College (private non-denominational prep to year 12 school) approx 5 l<m. 

~ Supplementary accommodation 

o As a tourist centre, Cleveland has a number of accommodation options for families from $70 
per night. 

o The site is large enough to accommodate independent units. 

" External services 

o Hospital emergency department is immediately adjacent. 

o Numerous medical practices in and around Cleveland, including Medeco Medical Centre 
which opera1es 24 hours out of central Cleveland and bull< bilfs children under 1 ~· 

o Large po/Ice station in central Cleveland, close to train station. 

Slaif 

o Existing staff can access the Redland site which is approximately 40km from the existing 
Barrett site. 

o The attractions of Redland area (particularly the coastal climate as compared with the 
lpswich-Goodna area) might attract existing staff to move or new staff to join. 

Public perception 
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o Caters to Public perception and poliiics whereby there is no proximity to a high security adult 
mental heal!h 1acility or prison - we are not aware of any such facility anywhere near. 

Site acquisition. 

Koalas. 

It is understood that the land is State Government owned and is available for purchase from Dept oi 
Infrastructure. 

The site is marked as an Urban Koafa Area, which is tf1e least onerous of the three types of l<oala 
Habitat areas. 

It is adjacent to a large Koala Sustainability Area. 

Advice from Project Services Environmental section is that development on this site should not be a 
problem. It is j!lst a matter of applying a Koala Management Plan, which will cover such items as 
retention and planting of suitable trees and appropriate fencing. The type of development proposed 
should be compatible with these requirements. 

Development on this site has not been costed, however, being a "green field" site should have some 
time and cos·t advantages. 

Conclusion - Redland Site 

The informa1ion currently at hand, indicates tha1 this site would be suitable for the proposed Adolescent Unit. 
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Fig 2. P2- The Park Centre for Mental Health - (Aerial Vfew) 

4.2 Specific Site Considerations for P2- The Park 

The existing location has been found to be satisfactory in many respects however the following issues need 
to be taken into consideration 

The Wacol location tends to be hotter in summer and colder in winter than sites closer to the coast. 

The close proximity of the high secure forensic unit could be a drawback. 

Undesirable persons - Open forensic unit nearby 

2 Ha preferred area, ·r .5 Ha minimum - About i .5 Ha available. 

~ Existing oval may no longer be available once it ls tal<en over by Police Academy. 

Access for families and visitors - No space available on site. 

Site development possible in stages while maintaining existing service is possible, but there may be 
a time and cost penalty in a staged development. Figures 3, 4 & 5 illustrate how such a staged 
development might be achieved while keeping the unit functioning. 

Conclusion - P2- The Par!< 

If the continued proximity of the forensic unit and a compact site can be accepted, the site appears to be 
suitable for the re-development of the adolescent unit. 
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Fig 3. Site P2 Stage 1 (Existing Site Redeveloped in 3 Stages) (Aerial View) 
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