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BARRETT ADOLESCENT CENTRE COMMISSION OF INQUIRY 

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

STATEMENT OF TREVOR BRUCE SADLER 

Name of Witness: Trevor Bruce Sadler 

Date of birth: 

Current address: 

Occupation: Psychiatrist 

Contact details (phone/email): 

Date and place of statement: 17 February 2016 and Brisbane 

Statement taken by: K&L Gates 

I Trevor Bruce Sadler make oath and state as follows: 

1. This statement is supplementary to my statements sworn 11 December 2015 and 12 
February 2016. 

Planning Group and ECRG 

2. I was a member of both the ECRG and the Planning Group. 

3. Although I was a member of the Planning Group, I only attended a few possibly 4 
meetings. I was not invited to any Planning Group meetings after 15 May 2013. I linked 
into the meeting on 15 May 2013 from Townsville while delivering a workshop. I recall 
disagreeing with Dr Kingswell as to the need for a Tier 3 service. We disagreed as to the 
recommendation to be made in respect of a Tier 3 service which resulted in the sending 
of my email to Dr Kingswell dated 21 May 2013 which was exhibit N to my statement 
sworn 11December2015. 

BAC Model of Service and BAC Rehabilitation Model 

4. Although the Barrett Adolescent Centre (BAC) did not have a formal and endorsed 
model of service there were draft models of service that were developed in associated 
with the State-wide CYMHS advisory group. For example, Denisse Best, who was the 
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chair of the State-wide CYMHS provided comments in relation to the BAC draft model 
of service. 

5. Attached and marked "A" are the following copies of the various models of service: 

(a) Draft BAC MOSD dated 1 August 2008; 

(b) Draft BAC MOSD _l dated 12 February 2009; 

(c) BAC MOS dated 28 June 2009; 

(d) BAC MOS edited dated 30 June 2009; 

(e) BAC MOS 2 Denisse comments dated 21 July 2009; 

(f) BAC MOS suggested revisions dated 21August2009; 

(g) BAC MOS 2 final draft dated 26 August 2009; 

(h) AITRC MOSD dated 22 December 2009; 

(i) AETRC Draft MOSD 4.3.10 dated 6 May 2010; 

G) AETRC MOSD final draft dated 15 March 2011; 

(k) AETRC Draft MOSD as a template for DP dated 4 May 2012; and 

(1) AETRC Draft MOSD final draft 20052012. 

6. Further to paragraph 168 of my statement sworn 12 February 2016, I note that, in respect 
of rehabilitation models of mental health, which are separate to a model of service, there 
is no comprehensive model described in the literature. I have described in my earlier 
statements how the contributions of symptoms and behaviours associated with mental 
illness, together with any inherent biological factors impacted on adolescent tasks of 
development, resulting in impairment. Delays in tasks of adolescent development 
exacerbated in some instances the symptoms and behaviours of the adolescent which in 
turn reinforced and extended the impairments in developmental tasks. Addressing these 
impairments formed the core of the rehabilitation model at BAC. Attached and marked 
"B" is a document that maps the components of the BAC model against the relevant 
domains in the International Classification of Function Disability and Health (ICFDH). 

Standing Down and Transition Arrangements 

7. The Commission has stated that the alleged incident which resulted in my suspension 
from duty as Clinical Director of BAC, and how that suspension was handled, is relevant 
to the allegation that there were shortcomings in the clinical governance of the BAC. 

u uu 
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8. 1 understand that an Investigation Report and some correspondence from the West 
Moreton Hospital and Health Service (WMHHS) to my solicitors, K&L Gates in respect 
of my suspension and other relevant correspondence has already been provided to the 
Commission. 

9. The following correspondence regarding my suspension is attached and marked "C": 

a. Letter from WMHHS to Dr Sadler dated 11December2013; 

b. Email from K&L Gates to WMHHS enclosing response show cause dated 17 
January 2014; 

c. Email from WMHHS to Dr Sadler dated 17 February 2014; 

d. Letter to WMHHS to Dr Sadler dated 28 February 2014; 

e. Letter from WMHHS to Dr Sadler dated 20 March 2014; and 

f. Letter from WMHHS to Dr Sadler dated 12 May 2014. 

This is a supplementary statement provided at the request of the Commission. 

OATHSACTl867 (DECLARATION) 

I Trevor Bruce Sadler do solemnly and sincerely declare that: 

(1) This written statement by me dated 17 February 2016 and 
contained in pages numbered 1 to 4 is true to the best of my 
knowledge and belief: and 

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

And I make this solemn declaration conscientiously believing the same to be 
true and by virtue of the provisions of the Oaths Act 1867. 

 . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Signature 

Taken and declared before me at .... . e~.,:,~·t.:s.f;;.,(!;'2!:",.'(':_ ... 
day of February 2016. 

. ......... this 17th 

Trevor Sadler 
.......................................... . 
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MODEL OF SERVICE 
Barrett Adolescent Centre 

Service Description and Function: 
The Barrett Adolescent Centre provides interventions in a manner consistent with the 
principles articulated in the Queensland Plan for Mental Health 2007-2017. Services 
ensure the active involvement of adolescents, families or carers in all aspects of care 
in a system which is structured to promote resilience and recovery. 

The Banett Adolescent Centre is a State wide service which~~iritegrated with other 
parts of the Child and Youth Mental Health Service~46r refenal, liaison and 
engagement and with Education Queensland in the n~o~~llil of services. It also 
collaborates with other Government Depaiiments an~ conlliiuyjty organisations to 
maximise opportimities for recovery. Mental healtb'.~itJ'1ices aretl\rlivered recognising 
the critical necessity for intensive evidence b l!t(ini:tlventions jj olescents with 
severe and complex illness to promote re . · and",!Ilental healt ~~d ... to reduce 
ongoing mental health problems as they m e .. Ladultltfe, ·~"" 

The Barrett Adolescent Centre provides multid~\j)JJf"~ ~pecialist a::essment and 
integrated treatment and rehabilitatto.nJo adolescentS'~een 13 and 17 years of age 
whose level of mental illness and dl:s-· -m . persist de~mkintense interventions in 
commnnity or acute inpatient settings. x erience cW"'Dllic fainily dysfunction 
which exacerbates the severity and pe\§IS eR -. - t:.gfsorder. Adolescents may 
continue treatment p~t~th~! 18th birfilday if the are clinical indications that 
recovery is more li,lcely-1.r"~;y continue'f,llt Barre Adolescent Centre rather than 
transfer to an adl.Jltilletting. Tli1 is conditiol<!l o.n their not posing a risk to the health 
or safety of otherS wlio)'""°· · = y~-

Integrated_~!r!.lt~t and ··-provided in the least restrictive setting 
consiste 1'With llii;nealth of the adolescent, the quality of their family life 
and acity to ~cti;SJ,._the s et!'? Cunently the options are limited to admission 
as ai1 · _"ynt, or attend@.se as ay patient. A range of intensive interventions for 
most adof~@nts are pro.\fl[ed during t11e day on week days. Interventions of varying 
intensity occ utside th§~ hours for those requiring care in the structured inpatient 
environment. · · '!'enviromnent continues 24 hours a day. 

~- Centre is located in the South East of Queensland, the centre 
of the greatest population. The low incidence of those requiring refenal from any one 
Health District, and the decentralised demography of Queensland meai1 that some 
adolescents will be separated from their families and commnnities. Most adolescents 
are isolated from peers and commnnities for months prior to admission, but special 
consideration is needed in reintegrating them into their community as discharge 
approaches. Adolescents and families can be assisted in maintaining contact through 
the Patient Transit Assistance Scheme, but on site accommodation for families was 
lost at the turn of the century. 

While most adolescents will return to their families or carers, 36% will be unable to 
return, and alternate accommodation and support found. Severe fainily dysfunction 
impacts on the mental illness of a finiher 27% of adolescents and requires intensive 
interventions, and greater levels of recovery to cope with an adverse fainily situation. 
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Average length of stay (to be filled in) 

The Barrett Adolescent Centre facilitates an adolescent's recovery from mental illness 
by a multidisciplinary team approach to identifying strengths, providing evidence 
based treatments, care of the standard of good quality parenting, facilitating 
developmental tasks, supporting families or working through losses associated with 
the absence of family and integrating the adolescent into family, good quality care, 
educational or vocational environments and a peer group in a local community. The 
individually tailored programs provide opportunities that maximise a person's 
strengths and potential, thus enhancing their quality of life. Many adolescents on 
admission are in the pre-contemplative stage of treatment, and require considerable 
therapeutic and developmental engagement before they will con,template change. 

The Clinical Services Capability Framework for Mentq~c¥Health categorises the 
Barrett Adolescent Centre as a level six inpatient seQ"ilT!<,. Detailed information 
relating the Barrett Adolescent Centre's service cap\!Wliti~~cbe accessed through 
the CSCF MH Module. '"' -~~. ~~.,, 

Target population and service"pfan"'ning gui ·~lines: 
"2;,,., -s~~~ -""' 

-,~-~-
The Barrett Adolescent Centre provides service cceP~ac!ii'.lesq:nts who h'!ve symptoms 
or signs of serious mental illness and persistent flnp.,!lfment that have not responded 
adequately to less intensive interve"llt\\:ms. All present\®c.Fith co-morbid disorders or 
behaviours. The incidence of signiJ,i/til!J disorders ofi11\'oJ~sfents admitted 2002 -
2006 is provided in Table L The rt\Wl (')_ greater1lfan !00% because of co-
morbidity. \ -~,~~;7 c'i'-

Table L Diagnostic ptctfiT~t\f~dmitted ad6lescents (l'S-64years) in 2006 -07 

OCD and Anxiety bisord]t~. ~3'2'.9% F20 -F29 

Abuse by OfficiaiilMn_cy,.I' 
Seelcin Intervention§fk.fillwn to be harmful 
Parent child conflict 

Planning 
Currently BAC does not feature in the Glossy version of the Queensland Plan for 
Mental Health 2007 - 2017. 

There are no recognised guidelines nationally or internationally for the number of 
beds required for this type of facility. 
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legislative Framework: 

Mental Health Act 2000 (MHA 2000) 
Cunently the Banett Adolescent Centre is a part of The Park - Centre for Mental 
Health which is gazetted as authorised mental health services in accordance with 
Section 495 of the Mental Health Act 2000. Voluntaiy and involuntary adolescents 
are assessed and treated within this setting. 

Service delivery pathway: 

The Bru:rett Adolescent Centre accepts refenals from oth~r CYMHS facilities 
(community clinics, acute inpatient or day patient 111J.its,.jft~'a,,_private child and 
adolescent psychologist or psychiatrist. A comprehensiv~lftinicarassessment occurs 
prior to the decision to admit to assess the adolesc(f~!!;'?~iJ;i@bility for admission, 
potential interactions with otl1er adolescents ai1d to.ofi{ntate-liltWc_dolescent and their 
fanlily or carer to the unit. "';!:cc-:"c~c·- -~~';-s 

Based on available clinical information_+"-flijfil the i<;fened and efsessment 
interview, the adolescent will be offered an ·oo]U~siq]ifas_ a day pati.§n , a linlited 
admission inpatient (usually 2 or 6 weeks) or an cfp~Uffdinission inpatient. Iffuere is 
a wait before admission, the CliniqiJ_Liaison Clini~fil!)s_urse will communicate with 
the refener and the fatnily to advis'~Q:j;l?I.Ogress tow~~1t::tdmjssion, and assess the 
levels of acuity. Timing of adnJ.issiQ°h~rs1'1\~gnined b:\?·'tlie'°length of time on the 
waiting list, the relative acuity and fue c!ttrrent~f~:ll.:fcSti!Ol!)s'Eents within the unit. 

"~o "=._~- ••-- .::.::~-=--·--

"-~ ==-=-"'=-~ ·-o~.=.;o 

An initial Care Pla11jfCfev1lIQpJ;d in consilllation witl:t°the adolescent and their family 
or carer on adnlis§Mtlji"puringfil\!mission, ati9Jescents have a range ofleast restrictive, 
evidenced based 'therap}J±tic iJl{t;rventions ail<iFaccess to a range of developmentally 
appropriate l/l.Ql?;rams '11l!-_iiptffiti~~"'-t!l~t~c'tRabilitation and recovery. Continual 
m01J.itorin~ana1f~Yi,~~ oftlf{jtagoles~efit'~progress towards their Recovery Pla11 goals 
occurs"tfuough regru~Jeview~Jed _by their treating team. Adolescents a11d the 
refeJi'filllare invited t6''I@;ticipatt.';tfthese reviews. These plans reflect phases of a11 
adolescciltr§;c_admission xJQ incorporate at different times assessment, treatment and 
rehabilitatione/fild dischaqi\planning. 

Core Service~provision: 

1. Clinical Interventions 

A range of integrated therapeutic, rehabilitation and recovery focused interventions 
are delivered or coordinated by the multidisciplinary mental health team and 
education through the Banett Adolescent School. Interventions are either 
individualised, group or generic. 

Individualised evidenced based interventions include: 
• Psychological interventions (verbal and non-verbal therapies and education) 
• Pharmacotherapy (including acute sedation where necessai·y) 
" Fa111ily therapy ai1d education 
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• Individualised behavioural programs. These may include seclusion and 
restraint. 

• Maintaining adolescent safety and wellbeing with a range of interventions 
consistent with least restrictive practice. This may include a range of levels of 
visual observation. High dependency care consists of contiuous observations 
within limited spaces according to levels of risk .. 

• Other biological interventions (e.g. ECT, psychosurgery) 

Interventions delivered in groups include 
• Individual education plans delivered by the Bauett School (staff emploiyed by 

DETA) 
• A range of group based activities which are tailored to meet the needs of any 

particular group of adolescents, predominantly activity "based and aimed at 
intervening in areas of psychological and developmttntal~rteed. 

Generic interventions include 
• Maintaining a milieu with professional stafi,1:iefl~c;ting q aJities consistent with 

longitudinal studies of optimal parenting'"'"t~c'~"' - ----

• Fanning strong positive therapeutic alljiJPces with the majorit)i"\lJi~taJ'f 
• Providing opportunities for activitiet'6lf~i!iJY liviltg, leisure, sodtlifilteraction 

and personal privacy "C'"'~- -~~~~, _x 

~-=-"='"--'°"-"=-

Collaborative care sistefi~l!nd serfllft~Jinkages 2. 
--~ -,,-,,--~.;~;·- ~;~--

The Bauett Adolescent Centre is part lj'f; the-~deL_ Chilcj_ffutd Youth Mental Health 
Services located throug]J,g_µ:t_Queensland'!i),,Tb;#'Sef\f[~{fprovided in partnership with 
the adolescent, their - afifi1yJWJ carer, tlilij-'bepartmelit of Education, Training and 
Welfare and whe~-~' . ropria\~e Depminf~-£,t o! Child Safety. 

3. BAG Dischacg Bli1.l111if1g_j7-
~:;;-~~'""'::"~~- ..,-~ -~--=-~~=-:'~_.:,.'..F' 

-~~--'-;---;--,=-~~~~--'::~ """'°'=-"'" 

All ad_QJescents recfuil"JDg exten,g~ci iripatient or day patient integrated treatment and 
reh<!~ili_!ation have a seyele pers1~fefit level of mental illness and severe impairment 
manifest"@:~J!loratorium ~\many~of their tasks of adolescent development for many 
months or~if6_filetimes ye~~ prior to admission. For most extended treatment and 
rehabilitation"m!fi](ely to sjgnificantly reduce the severity of symptoms of their mental 
illness and rest~~~Qg§itlerable functional improvement. Adolescents are admitted 
with the understandJj:tg that there is a reasonable chance of improvement in either or 
both their symptom'$ and their function, and that this improvement has some chance of 
being maintained for a period. Some have not required further mental health 
treatment when they are well into their third decade of life. 

For this reason inpatient care is likely to be extended if they are thought to be suitable 
for an open admission. Depending on the primary mental illness for which they have 
been admitted, and associated co-morbid mental illness, progress typically proceeds in 
a number of stages which can be broadly identified. For the most part the length of 
time within any one stage is limited by factors within the adolescent, or by ongoing 
interactions with their family or carer. 

Discharge plaiming typically will not begin until comprehensive assessments of the 
adolescent and the functioning of their fainily is completed, and the particular 
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variables associated with progress have been assessed. Neve1iheless potential 
discharge goals are usually able to be negotiated with the adolescent in the early 
stages of admission. 

Discharge planning typically involves 

4. 

• Continued engagement of the parent or carer is sought throughout the 
admission, and potential care enhanced with both family therapy and psycho­
education .. 

• The capacity of parents or carers to provide safe, appropriate care is assessed. 
Where this is not possible, a notification is made to the Depaiiment of Child 
Safety to receive the adolescent into care. If they do not accept the 
notification, or if the adolescent is older, they are prepared for independent 
living in either supported accommodation if ay_ailable, or to live 
independently. -~c·':~~ ·-c 

• Discharge planning includes extended periods qJitll~ve, trai1sition to partial 
hospitalisation or day pro grain if appropriate. -~;· c:~L~ 

• A clear educational or vocational plan~s
7

~1JSuall}F.'!1Jtgotiated with the 
adolescent. The transition into the apjli;gpn1tte progrmn"t0li:unences prior to 
discharge as part of discharge planning,7"'" • 

• Discharge planning includes linkage1obyvith 'gyyelopmentall appropriate 
activities in the community where the adorlfsceJ:J.tiWflheside. 

• The referring CYMHS teain or private cIIBr~[= is involved throughout the 
term of admission unless tHej<!_d.olescent tum5"'(~"'years during the admission. 
Follow up will be arranged Blfrt~g;gti(ltion with ~tl.!1~1¥3.m and the adolescent 
and their fainily with either -tiie-·'fef~her, anothevspecialist service or if 
appropriate, with the limited outp~<tJie11Hg!'fiti~1i2'\Ji,)3fuett Adolescent Centre. 

• Linkages withJ{l_f·-· ·1y Services·~~lf~ensland~1\lid support providers are made 
where appro "!'fate. ~~-- · 

Chil!J,\j;l'fa.d Youth MtliJ:ll! Hea Services utilise ar range of outcome measures 
incfudiifA1'he Health o·~the Na);l ns Outcomes Scale for Children and Adolescents 
(HoNOSC~},~he Childr/!'s Global Assessment Scale, and the FSHe evaluate the 
severity of illfU!~ the imJ?Jct on functioning, the impact of fainily functioning and the 
impact of previ6~I!\E:Y91Je experiences on both ilmess and function. 

Over the length o~'a period of extended integrated treatment and rehabilitation an 
adolescent may show fluctuations in their HoNOSCA and CGAS scores depending on 
variables within the adolescent, their illness( es) and their fainily or carer. By the end 
of the period of care their scores will improve on a number of the items measured by 
the HoNOSCA, and CGAS scores will rise. However global HoNOSCA and CGAS 
scores are likely to continue improving by six months post discharge, as the 
adolescent consolidates therapeutic gains ai1d becomes integrated into the community. 

The chart below gives blali blali blali 
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Staffing structure and composition: 
Structure and Resources: 

Barrett Adolescent Centre operates with a Medical Director and Nurse Unit Manager 
who have final point accountability in designated areas. Multidisciplinary team work 
is essential to both developing the directions and programs of the service and for 
provision of therapeutic service. Key perfonnance indicators are monitored within 
the Centre to ensure drive quality of service in producing the best outcome for 
adolescents and make recommendations to enhance efficiency. 

Adolescents receive specific, group and generic therapeutic"_interventions from a 
range of specialist medical, nursing, health professionals, ,glifltrequcation staff with 
appropriate qualifications, skills and experience. All clinicaI~~taff must be engaged in 
relevant professional development to ensure contt;n}potilcy~~and evidence based 
intervention and treatment is provided to adoJ~sC'e'pts, tlfi!I~-family or carers. 
Involvement in research activities is developing~llfiil~will become1"iiltegral to the unit 
as a Level 6 facility under the Clinical S'Leffces Capability Frii!li~~work. Good 
administration is necessary to support staff p~- · n. ·"~- -~·:;;f_' 

-=---- "=--,,__ ,,,JP"--

The role of the Consultant Psychiatrist, Registr Medical Officers includes 
but is not limited to: ~~-

• Ensuring that a comprehensi&.~l!!l~essment i?ia)[ajllf);ile which includes a 
detailed history including any~t;1€'V'iifi][cpJlateral hl§tory through to specialist 
medical examinations and diag~sticz_tD~rt;la1ifiJ1/l\. physical assessment is 
part of the overaj),-~§~~ssment proc~§§,-- cC~:-

• Monitoring Jl1€irt~r~Sf_fi!Y and ris~n relatioh to stage of change, current 
interventil)li~'!:~, ';' 't_,_~ 

• Collating an&¥;§wth~~J§.ing . inforrnJtion about the impact of multiple 
thera,12~11tiR, deveio]irneliflll:C1til~fm;nify interventions on progress mental state 
~fi:C~filg~o]'cfilmge~iwthe reco~eTJ process to assist in enhancing the cohesion 

.. A~f the multid~i~pljpary~t~]ID_, 3 

-•"~~)}gaging with ~tif profe:'.~!bnals in the multi-disciplinary team to ensure that 
progtJl!lls are dir§lted tbwards treatment, rehabilitation and recovery for 
adof€$'°' ts. -""' 

~ 

• Deliverh1 - re~ibing and supervising appropriate treatments including 
biological ___ ].llents (pharmacological, ECT) or at times being the prime 
provider of Bfychological or family interventions. 

• Developing individual treatment/care/recovery plans in consultation with the 
other members of the treating team, the adolescent, the family or carers 

• Administering the MHA 2000 as required under legislation 
• Undertaking relevant supervision and professional development to ensure 

contemporary and evidence based practice 

The role of the Nursing staff includes but is not limited to: 
• Providing appropriate levels of observation, supervision and care required in 

response to this assessment 
• Developing individual treatment/care/recovery plans in consultation with the 

other members of the treating team, the adolescent, the family or carers 
• Monitoring mental state, risk to self and others and physical health 
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• Assisting adolscents to identify those factors that enable them to cope and to 
encourage them to utilise strategies that increase their own mental health and 
safety 

• Contributing to maintaining an environment that is safe, therapeutic and 
developmentally and clinically appropriate 

• Implementing interventions as outlined in the Recovery Plan, eg. 
psychological and developmental interventions, administering medication. 

• Communicating with parents or carers about issues of leave, progress and 
areas of support. 

• Facilitation and provision of developmental and therapeutic interventions for 
adolescents to enhance strengths identified in the individual care plan. 

• Engaging adolescents is developmentally appropriate activities of daily living, 
and provide options to increase social, physical and lei~l@ activity. 

• Developing areas of individual expertise to contribu1¢1"S"tfie range of recovery 
oriented programs ~:"#:}~" 

• Providing nursing care for general medical c;~ftditi'"a"*' ·in consultation with 
appropriate medical teams ~='c~ ""';c •• 

• Communicating with community supp5ll1'servrces to ens· 
have access to t11e supports they requi~ 

• Undertaking relevant supervision ancfp~qfession~hgevelopment ;J!1 to ensure 
contemporary and evidence based practice"V~~c;~;c- -~. ~-

The role of Health Professional st~~~des but is "ID:l].!lmited to: 
(Acute Inpatient) '1"_''"'"~~~.,,- --- --

• Providing psychosocial screening aiia~]Pt\wJised g[ssessment in the areas of 
personal strengthfi,_ coping skl[s,!_(stdaI'l~JiPJ)orts, conm1unity support, 
accommodati~~lilfea~,and goals:~~ctivities .llf daily living, vocational and 
educationaL@hls, all.dtfiliancial statil§_ 

• Providing4'~sJJ~i!.!!.lised )J,sychosocialf~psychometric, :functional, cognitive, 
sensory assessmelr~i11Afr~iu:eas~Qf sg_¢11il work, occupational therapy, dietician 
illl~IlSJQS9l"!gy a5'¥~'ft1:'jred-oc~~~;;c· 

• cIDfCllitatioiI~<!ilJhPro'V'"ifirin of individual and group psychoeducation and 
,·~]J-~rapeutic intetiantions~t!lfilrillimise tile negative impact of mental illness and 

• ils.~l:st adolescent~"'.iarers artd their fan1ily to achieve recovery 
• colfuii!J!l.icating ~J!h community support services to ensure that people have 

access"filtJ:>.!Jpports;i}iey require 
• Facilitati6-&1t<l?efprovision of fuerapeutic and diversional programs in 

partnership -Wflh nursing staff to reduce boredom and increase social and 
physical activity 

• Undertaking relevant supervision, and professional development to ensure 
contemporary and evidence based practice. 

(Community Care Unit) 

• Providing psychosocial screening and specialised assessment in the areas of 
personal strengfus, coping skills, social supports, community support, 
accommodation needs and goals, activities of daily living, vocational and 
educational goals, and financial status 

• Providing specialised psychosocial and or psychometric assessment in t11e 
areas of social work, occupational therapy, dietetics and psychology as 
required 
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• Facilitating a range of rehabilitation programs in partnership with nursing staff 
and other service providers for adolescents, their family or carers to assist 
recovery 

• Communicating with community support services to ensure that people have 
access to supports they require 

• Engaging adolescents in activities of daily living and providing options to 
increase social and physical activity and reduce boredom in conjunction with 
other staff and service providers 

• Undertaking relevant supervision, and professional development to ensure 
contemporary and evidence based practice. 

Performance Quality and Safety lndicate=rs: 

Queensland Health is committed to continuous improv~1nent oimental health services 
and quality oflife for people living with mental hefiltQ pr9blem~fftd~mental illness. 
Quality services are crucial to a comprehensive,J>tlfe-@d effectivertf~ al health 
system and to recovery. A culture of routine ~v1!luati011 {~ supported · hicl4 
information is used to drive the quality of clrMGfilmracti%!:1'ervice deliv 
planning and policy development. -:::_ /;F'~- -c~-

""~'""t-""",-

~ 

The Queensland's A1ental Health Patient Safety Plan (2008- 2013) supports and 
facilitates the culture of safe practice, continuous improvement and consumer focused 
outcomes. Strategies required to make a safer service, will deliver better consumer 
outcomes, and a better mental health service for the state overall. The following guiding 
principles and standards are embraced by all mental health services to ensure safe and 
effective service provision: 

• 43c<lL~_cfolsseents and the achievement of positive 
outcont .. -=~- ~=-=-==--~::,::;:--='° 

• .litrn;g1es pl -~nted that promote optimum quality of life for 
.c'Zdolescents W1 .l'.c.entaf~ruJlfproblems and mental illness 
~ PUt.§tice is impro~~ thro?gh a strategic framework of assessment, monitoring, 

pl~g, evaluati~ijand follow up 
• Compf~lttl!sive, c!tJrdinated and individualised care that considers all aspects 

of the scfof~§~q!fs"recovery is provided 
• Decision rif~[g by the adolescents about their treatment and care 1s 

encouraged li\nd involvement of families, carers and significant others 1s 
facilitated where possible 

• Adolescents, family members, carers and the local c0111Il1unity am involved in 
the planning, development, implementation and evaluation of the mental 
health service 

• The unique physical, emotional, social, cultural and spiritual dimensions of the 
adolescent or family members are utilised in care planning, and staff work 
with them to develop their own supports in their c0111Il1unity 

• Strategies such as incident reporting, Root Cause Analysis (RCA) and reviews 
of sentinel events are implemented to ensure clinical practices and other 
processes are evidence based and continually improved to meet best practice 
requirements 
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• Participation in professional development activities and demonstration of 
learning in daily practices 

These principles are consistent with and should be read in conjunction with the 
following standards: 

@ Australian Council of Health Care Standards (Improving Performance, 
Safe Environment) 

o National Mental Health Standards (Standard 1, 2, 3, 5, 7, 8, 10. 11, I 1. 3, 
11.4, ll.4C, ll.4E) 

District mental health services in Queensland are accredited against the National 
Mental Health Standards and all services participate in the routine accreditation 
survey as defined by the Australian Council of Health Care St~~ards. 

This document will be reviewed in line with the evaluatioJJ{~frategy of the Queensland 
Plan for Mental Health 2007 -2017. J;;Y ~-

.~~ 

Kev resources: _ 
• The Queensland Plan for Mental Hehlfill2QQ} - :ilh2 
• Clinical Services Capability Framework fb'~~fital Health 
• Royal Australian and New • aland College ciig§ chiatrists - Guidelines for 

Inpatient Care ~;; . 
• Queensland's Mental Health P[\Jen (JJi~jy Plan (2 ~~'#2013) 
• Mental Health Act 2000 -·lt -:;:;:;~~c-. •co· 

• ·1foy and'~Jmical Practice Guidelines 
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MODEL OF SERVICE 
Barrett Adolescent Centre 

Service Description and Function: 
The Barrett Adolescent Centre provides interventions in a manner consistent with the 
principles articulated in the Queensland Plan for Mental Health 2007-2017. Services 
ensure the active involvement of adolescents, families or carers in all aspects of care 
in a system which is structured to promote resilience and recovery. 

The Barrett Adolescent Centre is a State wide service which,,ci:~i11tegrated with other 
parts of the Child and Youth Mental Health Service~,".fbr refe1Tal, liaison and 
engagement and with Education Queensland in the Jll;§VtgQ_!l of services. It also 
collaborates with other Government Departments ar{<l; confil:tj.injty organisations to 
maximise opportunities for recovery. Mental healtb:f§!:'.,Klipes are"tl"° · ered recognising 
the critical necessity for intensive evidence ba;>firint(5rventions fo olescents with 
severe and complex illness to promote rec;o~IY and;,giental healtn -!ll!J!-"'to reduce 
ongoing mental health problems as they mcfve~~~du!tJif~. ;---

- The Barrett Adolescent Centre provides multidi~lJl'6~ ~pecialist assessment and 
integrated treatment and rehabilitatt91~Jo adolescenti{JiJ;ween 13 and 17 years of age 
whose level of mental illness and (f''~-~, j _ persist d~p]_ts;__j!:ftense interventions in 
community or acute inpatient settings. uerience 6jjfoiiic family dysfunction 
which exacerbates the severity and perE;1ste!1_ '~f"li:litl.s9fsorder. Adolescents may 
continue treatment paE;~tb.<lir 181

h birtft%ty" if thci:,~~llre clinical indications that 
recovery is more li_k~ly~l"Ft)\#y continue~i!t BarretrAdolescent Centre rather than 
transfer to an adajd~tting. Tflll is conditiortaj_ on their not posing a risk to the health 

;:t::::::;:~:e:;~t'i!~ffiiri~'!W~:ded in the least restrictive setting 
consist~nf-Withtlfe"~i\1!lJ:h anil.~j!Jety of the adolescent, the quality of their family life 
and tli~!"tapacity to ae~)~ the s'll~jy_e: Currently the options are limited to admission 
as ah iilISl!i-fnt, or attenTI[llce as Jfi:lay patient. A range of intensive interventions for 
most adolegf-~ ts are pro~ed dilling the day on week days. Interventions of varying 
intensity occu utside th~e hours for those requiring care in the structured inpatient 
environment. in thilenvironment continues 24 hours a day. 

_ Centre is located in the South East of Queensland, the centre 
of the greatest population. The low incidence of those requiring referral from any one 
Health District, and the decentralised demography of Queensland mean that some 
adolescents will be separated from their families and communities. Most adolescents 
are isolated from peers and communities for months prior to admission, but special 
consideration is needed in reintegrating them into their community as discharge 
approaches. Adolescents and families can be assisted in maintaining contact through 
the Patient Transit Assistance Scheme, but on site accommodation for families was 
lost at the tum of the century. 

While most adolescents will return to their families or carers, 36% will be unable to 
return, and alternate accommodation and support found. Severe family dysfunction 
impacts on the mental illness of a further 27% of adolescents and requires intensive 
interventions, and greater levels of recovery to cope with an adverse family situation. 
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Average length of stay (to be filled in) 

The Barrett Adolescent Centre facilitates an adolescent's recovery from mental illness 
by a multidisciplinary team approach to identifying strengths, providing evidence 
based treatments, care of the standard of good quality parenting, facilitating 
developmental tasks, supporting families or working through losses associated with 
the absence of family and integrating the adolescent into family, good quality care, 
educational or vocational environments and a peer group in a local community. The 
individually tailored programs provide opp01iunities that maximise a person's 
strengths and potential, thus enhancing their quality of life. Many adolescents on 
admission are in the pre-contemplative stage of treatment, and require considerable 
therapeutic and developmental engagement before they will contemplate change. 

The Clinical Services Capability Framework for Mentq];lfcHe'alth categorises the 
Barrett Adolescent Centre as a level six inpatient se~i!f~. Detailed information 
relating the BatTett Adolescent Centre's service cap<}gJlity""~lh"be accessed through 
the CSCF MH Module. ·--~ --~ 

-~== -~-

Target population and servic~~plan.hing gufi:lgUnes: 
~ •'- --"=-=-"-'-

'~ 

The BatTett Adolescent Centre provides s;rvice-s.ftg._ ad_Q"le'sc~nts who h1*% symptoms 
or signs of serious mental illness and persistent iilllli[rment that have not responded 
adequately to less intensive interve'1tjQns. All present~"with co-morbid disorders or 
behaviours. The incidence of signlt£@nt..disorders ot1J.J!:gJ.es.sents admitted 2002 -
2006 is provided in Table 1. The rifJPifltirs;r~e._greater t~lff !00% because of co-
morbidity. ~ •· 

-=-':=" __ _ 

Table 1. Diagnostic p(iflll-1l'.@4mitted addf;scents (l'S- 64years) in 2006 -07 

F20 - F29 

Seekin Interventioni!flill6wn to be hannful 
Parent child conflict .IC 

Planning 
Currently BAC does not feature in the Glossy version of the Queensland Plan for 
Mental Health 2007-2017. 

There are no recognised guidelines nationally or internationally for the number of 
beds required for this type of facility. 
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Legislative Framework: 

Mental Health Act 2000 (MHA 2000) 
Currently the Banett Adolescent Centre is a part of The Park - Centre for Mental 
Health which is gazetted as authorised mental health services in accordance with 
Section 495 of the Mental Health Act 2000. Voluntary and involuntary adolescents 
are assessed and treated within this setting. 

Service delivery pathway: 

The Banett Adolescent Centre accepts refenals from oth~r CYMHS facilities 
(community clinics, acute inpatient or day patient units,J;PF~·a,_ private child and 
adolescent psychologist or psychiatrist. A comprehensive~l';Ilnica!"assessment occurs 
prior to the decision to admit to assess the adolesc~nfl'f'c-~1'- tability for admission, 
potential interactions with other adolescents and to orr~ntate dolescent and their 
family or carer to the unit. -~-~ ··c,. 

Based on available clinical information ~,_flQ'.:m_ the rscfened and ili."i~<JSsessment 
interview, the adolescent will be offered 'an ·ga_fui_ssi@~as~ a day pati~fil, a limited 
admission inpatient (usually 2 or 6 weeks) or an Cip~!!fJrdmis-sion inpatient. If there is 
a wait before admission, the Clinieal.Liaison Clini~at~Nurse will communicate with 
the refener and the family to advis~flrflip.rpgress tow;;f'dJlf!dm_ission, and assess the 
levels of acuity. Timing of admissid'ii~i~tllt~nnined by~Eel.ength of time on the 
waiting list, the relative acuity and the ~\rrrent]\)l~t · adoles'tents within the unit. 

""~ ·-'"~:7- ~ 
·-~ --"'~ 

An initial Care Plan_!fdeveIWJi"-d in consul!fttion wit the adolescent and their family 
or carer on admis~itflli:~Duringc:j'dmission, adg_lescents have a range of least restrictive, 
evidenced based theta@l!._tic ~li!'t::rventions ml\lJ~ccess to a range of developmentally 
appropriate ll_I_Qgrams 1(1~ -,snmi~~1b-£ik~d~habilitation and recovery. Continual 
monitoriqgtantl:'ii:T_.- - of m. dolescent'lfprogress towards their Recovery Plan goals 
occurs"'tRfough re- evie - - ed _by their treating team. Adolescents and the 
refeji'e~~we invited to jl};1:icipa . _·f1:hese reviews. These plans reflect phases of an 
adolesc(;iJ.ti);-_admission ~~, incotporate at different times assessment, treatment and 
rehabilitatio@d dischar plam1ing. 

Core Servic 

1. Clinical Interventions 

A range of integrated therapeutic, rehabilitation and recovery focused interventions 
are delivered or coordinated by the multidisciplinary mental health team and 
education through the Banett Adolescent School. Interventions are either 
individualised, group or generic. 

Individualised evidenced based interventions include: 
• Psychological interventions (verbal and non-verbal therapies and education) 
• Pharmacotherapy (including acute sedation where necessary) 
" Family therapy and education 
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• Individualised behavioural programs. These may include seclusion and 
restraint. 

• Maintaining adolescent safety and wellbeing with a range of interventions 
consistent with least restrictive practice. This may include a range of levels of 
visual observation. High dependency care consists of contiuous observations 
within limited spaces according to levels of risk.. 

• Other biological interventions (e.g. ECT, psychosurgery) 

Interventions delivered in groups include 
• Individual education plans delivered by the Barrett School (staff emploiyed by 

DETA) 
• A range of group based activities which are tailored to meet the needs of any 

particular group of adolescents, predominantly activity 1Jsised and aimed at 
intervening in areas of psychological and developme J!il~rteed. 

Generic interventions include ,d¥ 
~ 

• Maintaining a milieu with professional staff ·efl~£ting q . ities consistent with 
longitudinal studies of optimal parenting... -~ • 

• Forming strong positive therapeutic all~ ces with the majoriif[:fi:§taff 
• Providing opportunities for activitie5"6lr' ·1 livil}g, leisure, socl'!\liiliteraction 

and personal privacy ~~~. ·"''" 

~~--="· 

2. Collaborative care sys~ifl§Jlnd senii~JJctlinkages 
·-::~ --::_:; - ""-'--'--o~ ---

The Barrett Adolescent Centre is part 15:[ theo!Jm.c1ier._Chilqfand Youth Mental Health 
Services located through2~tQueensland\lb,Wser~1~~lfprovided in partnership with 
the adolescent, theirJailliI~Q/: carer, tnefbepartmeffi of Education, Training and 
Welfare and whereceapIJropriat~JJ1e Departn1~t of Child Safety. 

~=---7-"•- =-"'"""' '= 
"'" -~---- ;= =t;: ___ ,,,_ 

All aqgJ€~~ents r~qliiJlgE. exie't@l,ecd igpatient or day patient integrated treatment and 
reh<J,Oili:filti.on have a ie¥ite per-~lr§lefit level of mental illness and severe impairment 
manifesf"!l$moratorium(!l_many"Gf their tasks of adolescent development for many 
months or ''~![$;wtimes ye!ir§ prior to admission. For most extended treatment and 
rehabilitation 1m-illi~ly to gguificantly reduce the severity of symptoms of their mental 
illness and restorei~2-!l§i1lerable functional improvement. Adolescents are admitted 
with the understandjj'fg that there is a reasonable chance of improvement in either or 
both their symptom"S and their function, and that this improvement has some chance of 
being maintained for a period. Some have not required further mental health 
treatment when they are well into their third decade oflife. 

For this reason inpatient care is likely to be extended if they are thought to be suitable 
for an open admission. Depending on the primary mental ilmess for which they have 
been admitted, and associated co-morbid mental illness, progress typically proceeds in 
a number of stages which can be broadly identified. For the most part the length of 
time within any one stage is limited by factors within the adolescent, or by ongoing 
interactions with their family or carer. 

Discharge plam1ing typically will not begin nntil comprehensive assessments of the 
adolescent and the functioning of their family is completed, and the particular 
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variables associated with progress have been assessed. Nevertheless potential 
discharge goals are usually able to be negotiated with the adolescent in the early 
stages of admission. 

Discharge planning typically involves 

4. 

• Continued engagement of the parent or carer is sought throughout the 
admission, and potential care enhanced with both family therapy and psycho­
education .. 

• The capacity of parents or carers to provide safe, appropriate care is assessed. 
Where this is not possible, a notification is made to the Depa:iiment of Child 
Safety to receive the adolescent into care. If they do not accept the 
notification, or if the adolescent is older, they are prepared for independent 
living in either suppmied accommodation if a~'-i_iilable, or to live 
independently. ~;5:o'"-.c. 

• Discharge planning includes extended periods qf~l(~ve, transition to partial 
hospitalisation or day program if appropriate. ,liJr -~~'o~. 

• A clear edncational or vocational plan."is''l1sually"•;;n_egotiated with the 
adolescent. The transition into the appi:cgffffit;; program "cfq!l:ynences prior to 
discharge as part of discharge plannin&;~-¥" _ -- -· 

• Discharge planning includes link:ig~swith "'c.i'lvelopmentallyltappropriate 
activities in the community where the acf<lY~~S.\1;¥°Wllheside. --

• The referring CYMHS team or private cliilillj1111 is involved throughout the 
term of admission unless t11~1!l9£lescent tnms'l?~xears during the admission. 
Follow up will be arranged 1J)fh'~g9ti.::ition withThf~i~am and tlm adolescent 
and their f=ily with either "f"tji.e =7etlflt~_r,_ anotheJ'"Specialist service or if 
appropriate, with the limited outpl!_tie11t!seffi~~l".!!1\;.!3mett Adolescent Centre. 

• Linkages withJJt~oili Service;C°~lf~ensland~d support providers are made 
where appr2 rfiite. - . ~ -

.r;.-::·- ~ 

--. 
Childo,'lfi:id Youth e J)1 Hea ervices ntilise ar range of outcome measures 
incl\iclirl.~1:1)-e Health of(tl}_e Nattons Outcomes Scale for Children and Adolescents 
(HoNOSC~~Jhe Childr~s Global Assessment Scale, and the FSHe evaluate the 
severity of ilffi:iS_s, the impjCt on functioning, the impact of family functioning and the 
impact of previ®-W!adv~t_s! experiences on both illness and function. 

o'~:O°"~--"='=' 

Over the length of/a period of extended integrated treatment and rehabilitation an 
adolescent may show fluctuations in their HoNOSCA and CGAS scores depending on 
variables within the adolescent, their ilhless( es) and their family or carer. By the end 
of the period of ca:i·e their scores will improve on a number of the items measured by 
the HoNOSCA, and CGAS scores will rise. However global HoNOSCA and CGAS 
scores are likely to continue improving by six months post discharge, as the 
adolescent consolidates therapeutic gains and becomes integrated into the community. 

The cha:ii below gives blah blah blal1 
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Staffing structure and composition: 
Structure and Resources: 

Barrett Adolescent Centre operates with a Medical Director and Nurse Unit Manager 
who have final point accountability in designated areas. Multidisciplinary team work 
is essential to both developing the directions and programs of the service and for 
provision of therapeutic service. Key performance indicators are monitored within 
the Centre to ensure drive quality of service in producing the best outcome for 
adolescents and make recommendations to enhance efficiency. 

Adolescents receive specific, group and generic therapeutiq~nterventions from a 
range of specialist medical, nursing, health professionals, Jjhtl'°~qucation staff with 
appropriate qualifications, skills and experience. All clin,idf~taff must be engaged in 
relevant professional development to ensure cont~potlf1Wl2,and evidence based 
intervention and treatment is provided to adol<ts'C'e'pts, t!Rl!:t0Jamily or carers. 
Involvement in research activities is developingjln["wifl becomll"~!liJJ;gral to the unit 
as a Level 6 facility under the Clinical S~-;i;Vlces Capability FTii~work. Good 
administration is necessary to support stafffilil:~~-_. on. '= ==---""-""~ -

The role of the Consultant Psychiatrist, Registr 
but is not limited to: 

• Ensuring that a comprehen essment is _ -~ilaple which includes a 
detailed history including any t'r eva)l~&ll[lateral Ilf~!dfy through to specialist 
medical examinations and diagtigstic_JuTIUulaf /~ physical assessment is 
part of the overalk~s]l"ssment proc1i --

• Monitoring mffit~~~f and ris to stage of change, current 
interventions~=· ~~: 

• Collating~ and~*1-th~isir}g informg r;n about the impact of multiple 
thera . devcl'On\1!eii11\Wafi~famlly interventions on progress mental state 
aild ange+~tb..e recovetl process to assist in enhancing the cohesion 

,,~~.=- ,_~r'f'~kc-
·-~JIDgaging with otJX~ profe§_sfonals in the multi-disciplinary team to ensure that 

prtfi!r'l!lls are di~ted t6wards treatment, rehabilitation and recovery for 
adolls§§.nts. :: 

~ 

• Deliveru11!;~presJiibing and supervising appropriate treatments including 
biologicaf~tr]atffients (pharmacological, ECT) or at times being the prime 
provider of jleychological or family interventions. 

• Developing individual treatment/care/recovery plans in consultation with the 
other members of the treating team, the adolescent, the family or carers 

• Administering the MHA 2000 as required under legislation 
• Undertaking relevant supervision and professional development to ensure 

contemporary and evidence based practice 

The role of the Nursing staff includes but is not limited to: 
• Providing appropriate levels of observation, supervision and care required in 

response to this assessment 
• Developing individual treatment/care/recovery plans in consultation with the 

other members of the treating team, the adolescent, the family or carers 
• Monitoring mental state, tisk to self and others and physical health 
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• Assisting adolscents to identify those factors that enable them to cope and to 
encourage them to utilise strategies that increase their own mental health and 
safety 

• Contributing to maintaining an environment that is safe, therapeutic and 
developmentally and clinically approp1iate 

• Implementing interventions as outlined in the Recovery Plan, eg. 
psychological and developmental interventions, administering medication. 

• Communicating with parents or carers about issues of leave, progress and 
areas of support. 

• Facilitation and provision of developmental and therapeutic interventions for 
adolescents to enhance strengths identified in the individual care plan. 

• Engaging adolescents is developmentally appropriate activities of daily living, 
and provide options to increase social, physical and lei~ID:\l activity. 

• Developing areas of individual expertise to contrib efrb-tlre range of recovery 
oriented programs .. 

• Providing nursing care for general medical ~Q"ndit10 
appropriate medical teams ~ -~ 

• Communicating with community suppQ.lj7servi"ces to ens 
have access to the supports they requit~ .'-. 

• Undertaking relevant supervision arIBpY~fessioi{ilJ1cl!evelopment .c· to ensure 
contemporary and evidence based practic -~-

~-

The role of Health Professional sta · ~-limited to: 
(Acute Inpatient) -~~----~ 

• Providing psychosocial screenmg an ~N~Gi'llJsed jSsessment in the areas of 
personal strengtl:iJl,~ coping skllls,_._.osocial:~il!PPOrts, community support, 
accommodati9nefn~~~l\_and goals~tivities Pf daily living, vocational and 
educationa),,gg'\(lS, and;'·'. ancial statffs. 

• Providin("~sp~~~lised. . sychosociai'l;_~pl;ychometric, functional, cognitive, 
sensory assessllrt:ltmJ£l · i1s ofs_Q.efal work, occupational therapy, dietician 
an_ckp_~y.§J:lp:lggy ai~°]gjred - .,"~.:'-t~7 

• J(acil:i:tatio~@°q,,, prolili9P of individual and group psychoeducation and 
;~{l!xrapeutic intef&ll).tionirtQtl;llfllimise the negative impact of mental illness and 
• assl:st adolescents~il'llJ"ers ~d their family to achieve recovery 
• Co~m:llcating ~itJi community support services to ensure that people have 

access'f(iJsJ!PPOrtsj)iey require 
• Facilitatiif1'1illiJJVprovision of therapeutic and diversional programs in 

partnership ""§/Ith nursing staff to reduce boredom and increase social and 
physical activity 

• Undertaking relevant supervision, and professional development to ensure 
contemporary and evidence based practice. 

(Community Care Unit) 

• Providing psychosocial screening and specialised assessment in the areas of 
personal strengths, coping skills, social supports, community support, 
acconnnodation needs and goals, activities of daily living, vocational and 
educational goals, and fmancial status 

• Providing specialised psychosocial and or psychometric assessment in the 
areas of social work, occupational therapy, dietetics and psychology as 
required 
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• Facilitating a range of rehabilitation programs in partnership with nursing staff 
and other service providers for adolescents, their fan1ily or carers to assist 
recovery 

• Communicating with col11!llunity support services to ensure that people have 
access to supports they require 

• Engaging adolescents in activities of daily living and providing options to 
increase social and physical activity and reduce boredom in conjunction with 
other staff and service providers 

• Undertaking relevant supervision, and professional development to ensure 
contemporary and evidence based practice. 

Performance Quality and Safety lndic<!Jdts: 

Queensland Health is committed to continuous imprmz~!llenfU-lfmental health services 
and quality oflife for people living with mental hel!ltll: Pr<(blemS'alN~mental illness. 
Quality services are crucial to a comprehensive,~t!Ie-and effective cm?ntal health 
system and to recovery. A culture of routine yg'~uation .jj; supported ili'iJ;ii£ly 
information is used to drive the quality of d{fi'~~Ilracti~;,service delive"ryfand 
planning and policy development. · --- --- --- i7 

~ 

The Queensland's Mental Health Patient Safety Plan (2008- 2013) supports and 
facilitates the culture of safe practice, continuous improvement and consumer focused 
outcomes. Strategies required to make a safer service, will deliver better consumer 
outcomes, and a better mental health service for the state overall. The following guiding 
principles and standards are embraced by all mental health services to ensure safe and 
effective service provision: 

~~~ =----,=; 

• Service delivecy.\ll~J11G"ds~~i2Jl ado)JlSCcents and the achievement of positive 
out ··;:_~~- ---~--"'°~y; 

• -~ ategies ·mplemented that promote optimum quality of life for 
--~~qolescents wi J'mentafli"iiJJjl!problems and mental illness 
~ ~P(<!£tice is imprQ\\fg throy:gh a strategic framework of assessment, monitoring, 

pl~jl~, evaluatiogand follow up 
• Compr~Jit;psive, cit.ordinated and individualised care that considers all aspects 

of the sdol't§£en_J;;§'fecovery is provided 
• Decision cl~flg by the adolescents about their treatment and care 1s 

encouraged find involvement of families, carers and significant others 1s 
facilitated where possible 

• Adolescents, family members, carers and the local community are involved in 
the planning, development, implementation and evaluation of the mental 
health service 

• The unique physical, emotional, social, cultural and spiritual dimensions of the 
adolescent or family members are utilised in care planning, and staff work 
with them to develop their own supports in their col11!llunity 

• Strategies such as incident reporting, Root Cause Analysis (RCA) and reviews 
of sentinel events are implemented to ensure clinical practices and other 
processes are evidence based and continually improved to meet best practice 
requirements 
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• Participation in professional development activities and demonstration of 
learning in daily practices 

These principles are consistent with and shonld be read in conjunction with the 
following standards: 

@ Australian Council of Health Care Standards (Improving Pe1formance, 
Safe Environment) 

@ National A1ental Health Standards (Standard I, 2, 3, 5, 7, 8, JO. 11, 11.3, 
11.4, ll.4C, 11.4E) 

District mental health services in Queensland are accredited against the National 
Mental Health Standards and all services participate in the routine accreditation 
snrvey as defined by the Australian Council of Health Care Stai}gards. 

This document will be reviewed in line with the evaluatio.rt·r ategy of the Queensland 
Plan for Mental Health 2007-2017. ·-~fr-

~"'°""" 

Kev resources: ~,,;;;~ "" 
• The Queensland Plan for Mental Heillili.'i'.foJJ] - W,1~1 
• Clinical Services Capability Framework fdi:t~ifihil Health 
• Royal Australian and New Z~~.land College ,j°f~· chiatrists - Guidelines for 

Inpatient Care '"":::;~.·~ • 
• Queensland's Mental Health P1'jJfillt:SMtr!Y Plan (2 , ~013) 
• Mental Health Act 2000 5 .~~c~"~"°~- f 

• Mental Health J:il',\t1lkDbservatio~gqffu~ ~a1'-®1filcal Practice Guidelines 
,ft-

~-=." 
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Model of Service for Mental Health in Queensland 

Service Guideline for the ADOLSCENT EXTENDED TREATMENT CENTRE 

Service Description and Function: 

The Adolescent Extended Treatment Centre provides multidisciplimny specialist 
assessment and integrated treatment and rehabilitation to Queensland adolescents 
between 13 and 17 years of age with severe psychosocial impairment resulting from 
severe, persistent mental illness( es) often complicated by developmenta,L_ co­
morbidities. Many experience chronic family dysfunction which exacerQi'lte.~cthe 
severity and persistence of the disorder and the disability. Adolescents mm'.igJ'ntifme 
treatment past their 18th birthday if there are clinical indications that rec;9v,:I}r;

7

is' more 
likely if they continue at Adolescent Extended Treatment Centre rath~~-,]:~llii· transfer 
to an adult setting. This is conditional on their not posing a risk tq,_!~~ health or safety 
of others who are minors. "'°'\)-

It offers various levels of care from 24 hour care for adoi~sRii1Its with high acuity in a 
safe, structured, highly supervised and supportive enVifolnhent to more independent 
care in therapeutic or step down residential sett!i;ig~. paiiial hospitalisation or day 
program for those whose behaviours associate<;t~~t~!levere mental illness are not life 
threatening.. The service provides multidlsc}plinary assessment, collaborative 
integrated treatment and rehabilitation interv1mtions to young people and planning for 
their discharge. 

Care focuses on the treatment1Q't'~~bilisation of the symptoms of severe mental 
illness and developing tailored.l'eliabilitation interventions (psychosocial, educational 
and vocational programs) !<1Pr6rnote progress in developmental tasks towards a level 
of recovery appropriate"JiJ~the adolescent and their illness. Discharge planning is 
facilitated in collaqof~tioh with a range of service providers to enable the young 
person to build . o£';ill.eir strengths and maintain and enhance recovery focused 
outcomes upp11id]s9llarge. 

5 - ·==-
;k?-.::t,:"~--~-

The pi;ilil~ry diagnostic profiles of young people admitted to the Adolescent Extended 
T.reaJmillit Centre are adolescents with persistent eating disorders, complex illness and 
be~viours associated with trauma and severe anxiety and mood disorders, often with 
associated delays in particular developmental areas.. The average length of stay for 
an adolescent admitted to the Adolescent Extended Treatment Centre is 9.3 months 
with a median of 8 months. 

The service capability of the Adolescent Extended Treatment Centre is defined within 
the Clinical Services Capability Framework - Mental Health l'vfodule which cai1 be 
fmmd on the CSCF or the Mental Health Branch website once endorsement and 
implementation is complete in 2009. 

Target population and service planning guidelines: 
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Target population: 
The Adolescent Extended Treatment Centre provides multidisciplinary specialist 
assessment and integrated treatment and rehabilitation to adolescents between 13 and 
17 years of age whose level of mental illness and disability persist despite intense 
interventions in community or acute inpatient settings. All present with co-morbid 
disorders or developmental delays 
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The incidence of significant disorders of adolescents admitted 2002 -2006 is provided 
in Table 1. The numbers are greater than !00% because of co-morbidity. 

Table 1. Y ouug person Demographics, 2007 /2008 

Young person 
Demographics 

MeanAge 

Gender 

Aboriginal and or 
Torres Strait Islander 
Background 

Mental Health Legal 
Status 

Average length of stay 

Median length of stay 

Adolescent aged 14 to.less than 18 years 

16.2 years (range 13.9- 18.0) 

44.9% of young persons were male and 55.1% female 

• 

• 

95.5% were neither Aboriginal nor Torres Strait 
Islander 

4.5% were from an Aboriginal and/or Torres ~traJf) 
Islander background /~-~'- ·· 

39.3% of young persons were involuntary a(§bii\.e1point 
during their period of care _ v 

32 weeks 

Data source: Queensland Health Admitted Patient Data ~B!llzr:~ion and Outcomes 
Information System ,-,c~c' · 

(a) Age is calculated based upon first contacJ~ltlimental health services within 
the reference period. .~ 1. ,··· 

;/ 

Based on the activity data collected in).QQ8, it is anticipated that the proportion of 
young people admitted to Acute Ad¢&;"S°c~nt Units will have the following primary 
diagnosis according to the figuresjp"~ja6le 2 . 

• -=:{_ -~"~. 

Table 2. Diagnostic profile of-ac)lnitted adolescents (18 - 64years) in 2006 -07 
Diagnosis Percentage ICD-10 Category Code 
OCD and Anxiety DisordeTu~. v 32.9% F20 -F29 
Eating Disorders -~~ -~~ j .· 

Depression £ l7 
Post Traumatic, sYniptoms 
Schizophreii1a{~) · 
Pervasivf\Devefopmental Disorders 
Receptiv<;/@xpressive Lammage Disorders 
Qtll~r: Developmental Disorders 
Abuse by Official agency 
Seeking; Interventions !mown to be harmful 
Parent child conflict 

Data source: Outcomes 111formation System 

NOTES: 

(a) Age is calculated based upon first contact with mental health services within 
the reference period. 

(b) Diagnosis is that recorded in the Outcomes Information System at the end of 
episode (movement to other mental health setting and to no further care). 
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Child and Youth Mental Health Services utilise a range of outcome measures 
including The Health of the Nations Outcomes Scale for Children and Adolescents 
(HoNOSCA) to evaluate the severity of illness, the impact on the young person and 
the family's functioning and the impact of previous adverse experiences on both the 
illness and level of functioning. Young people admitted to the Barrett Adolescent 
Centre typically present with clinically significant HoNOSCA scores as indicated in 
the following table. 

Table 3. HoNOSCA Clinically Significant Items on admission for adolescents 
aged 14 to less than 18 years admitted to an Adolescent Extended Treatment 
Centre(ETAUJ) vs an Acute Adolescent Inpatient Unit 

100 
90+-~~~~~~~~~~--i1t-:::-~~~---~~~~"t 
so+-~~~~~~~~~~~~-1-+-_,,._~~-+'\-~~~~-

70+-~~~~~~~~~~~if-T--'<-~+111CT-~~~~ 

60+----:::,._..--.~~-.-~~~~--ff----'~\--f--f-"';;:-:-~~~ 
50+-!llE----'*"'~~-P'<-~~~-n~--111---v--f---''1"'"<::--~~ 
40+-----"''lllf-~--';;--..,f....-''<-----:t<----;/f-~---'.;,....:.+--~-+--"llt-=.--
30+-~~~-'<-..,'"1t-->,----,~~-ff-~~---->..-f-~~~~~~ 
20+-~~~--".,..../-~~lm"-~-'-c'lt,l--~~~ ....... ~~~~---\.~ 
10+-~~~~"""41--~~~~~4-~~~~~~~~~~~ 

O+-~~~~~~~~~~~~~~~~~~~~~~~ 

--ETAIU 
-lll-AAIP 

Data source: Outcomes Jnfor;iflitjon System 

NOTES: 

(a) Age is calcJJlated,Eased upon first contact with mental health services within 
the referense'p;eriod. 

(b) Perqerttaf~"t;~alculated for each individual item, but only when the scores are 
betWt;fJ:Y'!f and 4. Measures with a 7 or 9 are excluded from this analysis on an 
i!J2m by item basis, therefore the denominator may change between items. 

/(c}:;;;~fers to the number of collections with a score between 0 and 4. 
··'~--"--"'"' . 

';':_'=" 

Planning guidelines: 

Tim Queensland Plan for Mental Health 2007 - 2017 does not refer to the equivalent 
of the Adolescent Extended Treatment Centre, nor is it mentioned in Future 
Directions for Child and Youth Mental Health Services in Queensland. In spite of 
this the Centre is proposed to be rebuilt with a bed capacity which neither meets 
clinical need nor population demand. 

There are no recognised guidelines nationally or internationally for the number of 
beds required for this type of facility. 
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Legislative Framework: 

The Adolescent Extended Treatment Centre is currently a unit within The Park -
Centre for Mental Health which is gazetted as an authorised mental health services in 
accordance with Section 495 of the lvfental Health Act 2000. 

Service delivery pathway: 

The Adolescent Extended Treatment Centre accepts referrals from other CYMHS 
facilities in Queensland (community clinics, acute inpatient or day patient units), or a 
private child and adolescent psychologist or psychiatrist. A comprehensive clinical 
assessment occurs prior to the decision to admit to assess the adolescent's suit_abijity 
for admission, potential interactions with other adolescents and to orieµtat'irJhe 
adolescent and their family or carer to the unit. ~,c·cc_ 7 

~- ~t 
-

-""''---'=; •• ,\='-

Based on available clinical information from the refe1Ted and thelAissessment 
interview, the adolescent will be offered an admission as a day"'p'atient, a limited 
admission inpatient (usually 2 or 6 weeks) or an open admissiop£1:np~atient. If there is 
a wait before admission, the Clinical Liaison Clinical Nurs\l_·Wilt

0

communicate with 
the referrer and the family to assess the levels of acqitf lifnd advise of progress 
towards admission. Timing of admission is detem1in~d,Jjiy1the length of time on the 
waiting list, the relative acuity and the current mix _of acfqlescents within the unit. 

: _;;;=-

An initial Care Plan is developed in consultatibri\Jith the adolescent and their family 
or carer on admission. Dnring admission, adglestents have access to a range of least 
restrictive, therapeutic interventions deternilned by evidenced based practice and 
developmentally appropriate program~'tq'"·optimise their rehabilitation and recovery. 
Continual monitoring and review otth.'f~adolescent's progress towards their Recovery 
Care plarming is reviewed regul.llft%:J:lirough collaboration between the treating team, 
adolescents, the referrers and~gt)iilr'agencies of significance to an adolescent. These 
plans reflect phases of an ll.db(~scent' s admission. They incorporate at different times 
assessment, treatment a11~'f$1abilitation and discharge planning. 

_--~~ --,,_~ 

'~ 

Treatment is pro'1fd{a~· in the least restrictive, most appropriate facility for the 
re4quired levsl~f'~afo that balances the young person's autonomy with their need for 
observationi'iiftdJreatment in a safe environment. 

Planniug~:t;or discharge from the Adolescent Extended Treatment Centrecommences 
one(; ihire is a clear assessment of the adolescent, stages of change, stability of family 
aD.U~sare systems and capacity to work towards different stages of recovery. The 
refefung district mental health service and families or carers (with the consent of an 
adolescent over the age of 16 years), are included in all aspects of discharge planning. 

Core Service provision: 

1. Clinical Interventions 

A multidisciplinary mental health team in conjunction with the Adolescent Extended 
Treatment Centre School delivers and coordinates a range of integrated therapeutic, 
rehabilitation and recovery focused interventions. These interventions focus not only 
on the symptoms and behaviours associated with severe, persistent mental illness, but 
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also on the reciprocal interactions between these symptoms and behaviours on delays 
and moratoriums in developmental tasks and specific developmental impairments. 

Interventions may be individual, group or generic. 

Individualised interventions determined by evidenced based practice include: 
• Psychological interventions (verbal and non-verbal therapies and education) 
• Pharmacotherapy (including acute sedation where necessary) 
• Family therapy and education 
• Individualised behavioural programs. 
• Other biological interventions (e.g. ECT, psychosurge1y) 

Interventions delivered in groups include (-~, 

• Individual education plans delivered by the Extended Treatment Adolesc]!nf 
Inpatient School (staff employed by Education Queensland) ~~ ~;· ·· 

• A range of group based activities which are tailored to meet the;tt<;~d&bf any 
particular group of adolescents, predominantly activity based arid iµfu.ed at 
intervening in areas of psychological and developmental n6~~'!c• · 

Generic interventions include 
• Maintaining a milieu with professional staff so thak,yb.!filg people experience 

an enviromnent consistent with the qualities idep@ed in longitudinal studies 
of optimal parenting. . ";" 

• Forming strong positive therapeutic alli§ll.ctfwith the majority of staff 
• Providing opportunities for activities of d~.ily-living, leisure, social interaction 

and personal privacy _ 
• Encouraging peer support opp01iuuities, where available, for young people 

and/or families to appropriatel}'.;?hgllge with past young persons/carers for 
peer support; ,.oe;:; ~ 

- ---

The Adolescent Extended Tr!l%tm~nt Centre School addresses delays and moratoriums 
on a number of developmenfalft~sks including education and vocational preparation. 
Appropriate educational"nlarts are developed after an assessment of the adolescent's 
educational strengtqs ~~difficulties. If a young person is not currently emailed in an 
education program(~}decision will be made whether to simply engage an adolescent 
in a school i;eadiltess program, develop a formal educational program with links to 
external cub;lcl)l~ or develop educational strengths to enhance vocational readiness. 
The school 'aevelops a transitional program towards continuing education or 
workfor~°e;participation as part of the Unit's comprehensive discharge plamiing. 

/'=-- ' 
::;:"-.::··-

·""· 

Incteased levels of intervention are sometimes necessary for the management of 
clinical presentations associated with an acute exacerbation of mental illness and 
behavioural difficulties that increase the risk to themselves or others. These increased 
levels of interventions are delivered by qualified staff following a comprehensive risk 
assessment. They may take a number of forms ranging from specific behavioural, 
activity based or sensorimotor interventions through to increased visual observation 
and the use of a designated high dependency area through to the potential use of 
restraint and seclusion. The use of an increased level of intervention is based on the 
clinical need to ensure the safety of the young person as well as the safety of others. 
The maintenance of basic human rights, such as privacy, dignity, cultural background 
and confidentiality are recognised, respected and promoted in all clinical 
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interventions. All staff should be familiar with the specific policy and practice 
guidelines which have been developed by the Mental Health Branch. 

2. Collaborative care systems and service linkages 
Child and Youth Mental Health services operate in a complex, multi-system 
environment including crucial interactions with Education Queensland, Department of 
Child Safety, Child Health Services, Juvenile Justice, Disability Services Queensland, 
Department of Communities, Alcohol Tobacco and Other Drug Services, private 
providers, non-government organisations disability support providers and others. 

Services should be integrated and coordinated, with partnerships and linkage,S>,:\yith 
other agencies for young people and with specialist mental health services, to,J\nslrre 
continuity of care across the service system and through the young;p§'son's 
developmental transitions. Mechauisms for joint planning, d$v~lQpJng and 
coordinating services should be developed. ,, ! c~ 

;i-~ 

3. Adolescent Extended Treatment Centre Discharge Plf{fj/iitlg 
Discharge planning is a component of each young person$::?, ~~c6very Plan. Discharge 
plarming typically will not begin until comprehensi~~~i\i~'ll:ssments of the adolescent 
and the functioning of their family is complt;ted,'··:jlld the particular variables 
associated with progress have been assessed. ]'J e¥;ef1;heless potential discharge goals 
are usually able to be negotiated with the adole!f2'ent\n the early stages of admission. 

j.:? 

Young people are usually discharged frow. tnt'Adolescent Extended Treatment Centre 
back to their home environment or iqf!~P.endent living. Adolescents may transition 
between the various components oJ;·th~program to assist the transition and facilitate 
rehabilitation and recovery goa}S'c,~eonsiderable support will still be required on 
discharge for the young person·aifd·iheir family and/or carers. 

fa-=-" --,...=· 

Adolescent Extended Tre(~~~t Centre discharge planning and support for young 
people includes but is,rroJ"liruited to: 

• Continued ;iliag~ment of the parent or carer throughout the admission where 
possible'"an.4,appropriate with the potential for enhanced care on discharge. 

• Ass65iii~the capacity of parents or carers to provide safe, appropriate care. 
W)le~.this is not possible, a notification is made to the Department of Child 

.~'iitety to receive the adolescent into care. If they do not accept the 
(£otification, or if the adolescent is older, they are prepared for independent 

living in either suppmied accommodation if available, or to live 
independently. 

• Facilitating extended periods of leave, and transition to partial hospitalisation, 
step down facility or day program if appropriate. 

• Developing a clear educational or vocational plan which is usually negotiated 
with the adolescent. The transition into the appropriate program commences 
prior to discharge as part of discharge planning. 

• Developing linkages with developmentally approp1iate activities in the 
community where the adolescent will reside. 

• The referring CYMHS team or private clinician is involved throughout the 
term of admission unless the adolescent turns 18 years during the admission. 
Fallow up will be arranged by negotiation with this team and the adolescent 

Model of Service for Mental Health in Queensland 7 
Draft Service Guideline for ACUTE ADOLSCENT INPATIENT UNITS 

25 
EXHIBIT 189



DTZ.900.003.0030

and their family with either the referrer, another specialist service or if 
appropriate, with the limited outpatient service at the Extended Treatment 
Adolescent Unit. 

• Maintaining collaborative relationships with a wide range of service providers 
including education providers, extended family and carers, general 
practitioners, general conmmnity health services and/or adult mental health 
services to meet the needs of the young person and enhance their capacity to 
effectively manage their mental health care needs in a less intensive 
environment and continue recovery. 

4. Expected Clinical Outcomes 

All adolescents requiring extended inpatient or day patient integrated trra@ent and 
rehabilitation have a severe persistent level of mental illness and sev~ri:: "il]Jpairrnent 
manifest as moratorium of many of their tasks of adolescent develop1n~t for many 
months or sometimes years prior to admission. For most exten<ge4. treatment and 
rehabilitation is likely to significantly reduce the severity of sympto!Iis of their mental 
illness and restore considerable functional improvement. Adi'/Jesfents are admitted 
with the understanding that there is a reasonable chance &f'wtfrovement in either or 
both their symptoms and their function, and that this ip;igr:q~ement has some chance of 
being maintained for a period. Some have n9t required further mental health 
treatment when they are well into their third decfid~·\Sflife. 

_.,.,,~ -,""-'=-'"'-

Staffing structure and composition: . 
:_o--="~ 

The Adolescent Extended Treatment Ce~tre ·[s staffed by a multidisciplinary team of 
clinical and non clinical staff. TreatJ:rreJit"and rehabilitation is provided by clinical 
mental health workers including d9pt1lrs'; nurses and health professionals including 
occupational therapists, psycholggi~t:f; social workers and speech pathologists with 
access to a regular dietittaJ1°"··ahd exercise physiologist. Additionally, the 
multidisciplinary team are .srt~pdrted by administrative officers, catering and security 
staff who assist with th~day to day operations of the unit. Young person and carer 
consultants and pfter (sQ:pport workers should be engaged by the service. (CSCF 
Woriforce hyperli;{!t)c';;~j 

The Adol~@~f~~Extended Treatment Centre and Education Queensland work 
collaboratively/ to ensure the effective provision of resources to enable a 
compr~J:!:eg.sive and tailored educational program as an essential strategy of 
rehabilitation . . ~ ~ 

The effectiveness of the Adolescent Extended Treatment Centre is dependent upon an 
adequate number of appropriately trained clinical and non clinical staff. The 
complexity of adolescents mandates the need to provide staff with continuing 
education programs, clinical supervision and mentoring and other appropriate staff 
support mechanisms. The Adolescent Extended Treatment Centreprovides clinical 
placements for undergraduate students, encouraging rotations through the unit from 
staff from other areas of the mental health services and supporting education and 
research opportunities. 

A number of roles and duties are generic to all Adolescent Extended Treatment 
Centre Clinical staff, These roles include but are not limited to: 
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• Monitoring mental state during activities, monitoring risk and participating in 
the development of appropriate risk management plans 

• Generalising the gains from a range of individual and group based 
interventions to assist recovery; 

• Engaging and promoting activities which facilitate progress in developmental 
tasks in conjunction with other staff and service providers; 

• Developing individual care plans in consnltation with the other members of 
the treating team, the adolescent, the family or carers 

• Undertaking relevant supervision and professional development to ensure 
contemporary and evidence based practice. 

• Evaluate the evidence for individual and group interventions to develop a 
continuum of evidence based practice 

The role of the Consultant Psychiatrist, Registrars and Medical Offici:rs"!ii~ludes 
but is not limited to: ··• ~ -· -

• Ensuring that a comprehensive assessment is available whlcl}lincludes a 
detailed history including any relevant collateral hlstmy tl'lr!Jugh to specialist 
medical examinations and diagnostic formulation. A llflY§jtal assessment is 
part of the overall assessment process. ~~~;.=·-

• Monitoring mental state and risk in relation t~'h}ltige of change, current 
interventions. r"t"~i y 

• Collating and synthesising information( /llbout the impact of multiple 
therapeutic, developmental and family inJery;lntions on progress mental state 
and stage of change in the recovery proce~pto assist in enhancing the cohesion 
of the multidisciplinary team. 

• Delivering, prescribing and su~~rvising appropriate treatments including 
biological treatments (pharmacplogical, ECT) or at times being the prime 
provider of psychological <?tffu:rilly interventions. 

• Administering the MH'1,.~D]J68B required under legislation 

The role of the Nursing ~tfl.{ffucludes but is not limited to: 
• Providing hlgJi..5iiJaiity levels observations of symptom and behavioural 

changes, ris)s: 1gt' harm to self or others, progress in developmental tasks, 
responselh.t(~are, counselling and group interventions, and interactions with 
parepr9/e'<l!ers to formulate appropriate levels of supervision, individual 
sup'po_{i)medication adjustments, counselling interventions and behavioural 
I:Jlanagement plans 

#! .;As1listing adolescents to identify those factors that enable them to cope and to 
,.,;:.,,> ···encourage them to utilise strategies that increase their own mental health and 

·~ •. safety 

• Contributing to maintaining an environment that is safe, therapeutic and 
developmentally and clinically appropriate 

• Implementing and evaluating the effectiveness of nursing interventions as 
outlined in the Recovery Plan. 

• Communicating with parents or carers about issues of leave, progress and 
areas of support. 

• Facilitation and provision of developmental and therapeutic interventions for 
adolescents to enhance strengths identified in the individual care plan. 

• Engaging adolescents is developmentally appropriate activities of daily living, 
and provide options to increase social, physical and leisure activity. 
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• Developing areas of individual expertise to contribute to the range of recovery 
oriented programs 

• Providing nursing care for general medical conditions in consultation with 
approp1iate medical teams 

• Conmrnnicating with connnunity support services to ensure that adolescents 
have access to the supports they require 

The role of Allied Health staff includes but is not limited to: 
• Providing discipline specific individual assessment of the young person's 

development, progress in developmental tasks and symptoms and behaviours 
of mental illness; 

• Develop discipline specific, cross discipline and generic interventions tq'Wl!rds 
treatment and rehabilitation of the mental illness in the context of imgailifi\:hts 
in developmental tasks associated with both the mental ,iiitiessi and 
developmental delays. r'~~, ''· · 

• Implementing a range of individual and group based adolesceiitJparent/carer 
and family therapy utilising verbal, non-verbal and activity'bj!Sed therapies. 

-~ """'~-' 

The role of Young person and Carer Consultants iuclude~.Jfufis not limited to: 
• Effectively engaging young people and c;lr§H;~ through appropriate 

consultation methods, to inform recruitment,ap~ selection process, through 
making effective use of individual's skills( i;:xperience and availability. This 
may include, but is not limited to x.eµng~persons and carers serving as 
members of recruitment and selection pkI~Js . 

• Effectively engage with adolescen!s to meaningfully participate in the 
planning, delivery and evaluation;pf-the services provided by the Adolescent 
Extended Treatment Centre an¢:1dit{tifying areas for improvement; 

• Working collaboratively wi\fgli~icians to foster a recovery focused service; 
to enhance a positive ou¥:Qirie~for the adolescents; 

~"'- --~ 
---"t~. 

Performance, Quality a&d:8afety Indicators: 

The Adolescent Extended Treatment Centre has not been benchmarked on Key 
Perfonnance Indicators because of the lack of comparable facilities. The following 
indicators are adapted from the Queensland's Mental Health Patient Safety Plan 
(2008- 2013) which supports and facilitates the culture of safe practice, continuous 
improvement and consumer focused outcomes. The following guiding principles are 
proposed as indicators of perfonnance accountability and quality. 

fr-·~ "_'=.._ ,. 

""-,. Service delivery is focused on adolescents and the achievement of positive 
outcomes 

• Strategies are implemented that promote optimum quality of life for 
adolescents with mental health problems and mental illness 

• Practice is improved through a strategic framework of assessment, monitoring, 
plarniing, evaluation and follow up 

• Comprehensive, coordinated and individualised care that considers all aspects 
of the sdolescent' s recovery is provided 

• Decision making by the adolescents about their treatment and care 1s 
encouraged and involvement of families, carers and significant others is 

facilitated where possible 
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• Adolescents, family members, carers and the local community are involved in 
the planning, development, implementation and evaluation of the mental 
health service 

• The unique physical, emotional, social, cultural and spiritual dimensions of the 
adolescent or family members are utilised in care planning, and staff work 
with them to develop their own supports in their community 

• Strategies such as incident reporting, Root Cause Analysis (RCA) and reviews 
of sentinel events are implemented to ensure clinical practices and other 
processes are evidence based and continually improved to meet best practice 
requirements 

• Participation in professional development activities and demonstration of 
learning in daily practices 

-"" 

This docnment will be reviewed in line with the evaluation strategy ofthe.~te€n'sland 
Plan for Mental Health 2007 - 2017. The Strategic Policy Unit ofthecMfntal Health 
Branch is charged with ensuring that the policies and procedures remain~relevant and 
updated. 

Key resources: 
• Queensland Plan for Mental Health 2007-2017 

• Clinical Services Capability Framework for Megtal Health 

• Building guidelines for Queensland Mental Health Services - Acute mental 
health inpatient unit for children and acJtf-lnental health inpatient unit for 

• 
• 
• 

youth !J 
Queensland Capital Works Plan / 
Queensland Mental Health Benclirharking Unit 
Australian Council of Health afrTuStandards 

• National Standards for Mentif[!Tualth Services 1997 
• Queensland Mental HealthPatient Safety Plan 2008 - 2013 
• Queensland Health Ment'at'Health Case Management Policy Framework: 

Positive partnershitiihto~build capacity and enable recovery 
_-__ c .._,_./ 

• Mental Health Act,2VOO 
• Health SerVieJ&Regulation 2002 
• Child Prote'ettbn Act (1999) 
• StateCWiile:Standardised Suite of Clinical Documentation for Child and Youth 

MentaLfl:ealth Services. 
• Nkntal Health Visual Observations Clinical Practice Guidelines 2008 

>! (Cotincil of Australian Governments (CoAG) National Action Plan on Mental 
Ac .• ·- Health 2006-2011 

~ 

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

• Disability Services Queensland - Mental Health Program 
• Principles and Actions for Services and People Working with Children of 

Parents with a Mental Illness 2004 
• Future Directions for Child and Youth Mental Health Services Queensland 

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

Health Acute Hospital Inpatient Units: 2006 
• The Queensland Health Child and Youth Mental Health Plan 2006-2011 
• National Child and Youth Mental Health Benchmarking Project 
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Model of Service for Mental Health in Queensland 

Service Guideline for the ADOLSCENT EXTENDED TREATMENT CENTRE 

Service Description and Function: 

The Adolescent Extended Treatment Centre provides multidisciplinary specialist 
assessment and integrated treatment and rehabilitation to Queensland adolescents 
between 13 and 17 years of age with severe psychosocial impairment resulting from 
severe, persistent mental illness( es) often complicated by developmental_ co­
morbidities. Many experience chronic family dysfunction which exacerbJl{es7):lie 
severity and persistence of the disorder and the disability. Adolescents mJ!ilc;_O'ntihue 
treatment past their 18'h birthday ifthere are clinical indications that rec9{~r)\1:Smore 
likely if they continue at Adolescent Extended Treatment Centre rath€~"tliifu transfer 
to an adult setting. This is conditional on their not posing a risk tqcct\ll'. heiilth or safety 
of others who are minors. ~"- .•... 

~-

~.:::-~-~~--
;.~ ,";_:'=' F 

It offers various levels of care from 24 hour care for adol~sc.i~nis with high acuity in a 
safe, structured, highly supervised and suppotiive envtroiuhent to more independent 
care in therapeutic or step down residential setti\;igs, partial hospitalisation or day 
program for those whose behaviours associate<i-'"'Yitblevere mental illness are not life 
threatening. The service provides multidisc[plinary assessment, collaborative 
integrated treatment and rehabilitation intervynticins to young people and planning for 
their discharge. 

[ __ _..-

Care focuses on the treatment,·Q~~~tabilisation of the symptoms of severe mental 
illness and developing tailore{f}eilabilitation interventions (psychosocial, educational 
and vocational programs) J:ti:pr6mote progress in developmental tasks towards a level 
of recovery appropriat~·:to~ihe adolescent and their illness. Discharge planning is 
facilitated in colla~otllf]ob. with a range of service providers to enable the young 
person to build Q!i";their strengths and maintain and enhance recove1y focused 
outcomes up,an.tfi~~harge. 

;~~ J; __ ~-=i:.' 

The p~i!iili);y diagnostic profiles of young people admitted to the Adolescent Extended 
Tr_e1i.Jtiifillt Centre are adolescents with persistent eating disorders, complex illness and 
befiliviours associated with trauma and severe anxiety and mood disorders, often with 
asso~iated delays in particular developmental areas. The average length of stay for an 
adolescent admitted to the Adolescent Extended Treatment Centre is 9.5 months with 
a median of 7 .5 months. 

The service capability of the Adolescent Extended Treatment Centre is defined in the 
Child and Youth Non-Acute Inpatient sub module of the Clinical Services Capability 
Framework (CSCF) - Mental Health Services Module, which can be found on either 
the CSCF or Mental Health Branch website once endorsement and implementation is 
complete in early 2010. 

Target population and service planning guidelines: 
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Target population: 
The Adolescent Extended Treatment Centre provides multidisciplinaiy specialist 
assessment and integrated treatment and rehabilitation to adolescents between 13 and 
17 years of age whose level of mental illness and disability persist despite intense 
interventions in connnunity or acute inpatient settings. All present with co-morbid 
disorders or developmental delays. 

The incidence of significant disorders of adolescents admitted 2004 -2009 is provided 
in Table I. 

Table 1. Young person demographics, 2004-2009 .~,,,-~= 
~~oq 

Young person 
Demographics 

MeanAge 

Gender 

Aboriginal and or 
Torres Strait Islander 
Background 

Mental Health Legal 
Status 

Adolescent aged 14 to less than.18 years 

15.62 years (range 13 -18) #" 

44.9% of young persons were male an,1f°s~:1% female 

• 95.5% were neither Aboriginal n:'Qf.c"forres Strait 
Islander ~ ,~~. -,-

• 4.5% were from an Aboyigip:af and/or Torres Strait 
Islander backgroun<} ··--.~~ 

39.3% of young per,s-0Fs,were involuntary at some point 
during their period of ~-ill:e 

Data source: HBJSCUS audit of Barrett 4dofiiscent Centre patients 

(a) Age is calculated based upon fi/itcontact with mental health services within 
the reference period. 7

-

Based on the activity data collected in 2004-2009, it is anticipated that the proportion 
of young people admitted· to Adolescent Extended Treatment Centre will have the 
following primary diagnosis according to the figures in Table 2. 

"£._ "" 

F20-F29 
OCD and Anxiety Disorders 
Eatin Disorders 27.1% 
Depression and Dysthymic Disorders 62.4% 

24.7% 
5.9% 

20% 
52.9% 
51.8% 
50.6% 

Substance Abuse 9.4% 
Disorders with an Organic Origin 3.5% 
Parent child relational disorders 83.5% 

Data source: Chart Review of Patients 
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NOTES: 

(a) Age is calculated based upon first contact with mental health services within 
the reference period. 

(b) Diagnosis is that recorded in the Outcomes Information System at the end of 
episode (movement to other mental health setting and to no further care). 

Child and Youth Mental Health Services utilise a range of outcome measmes 
including The Health of the Nations Outcomes Scale for Children and Adolescents 
(HoNOSCA) to evaluate the seve1ity of illness, the impact on the young person and 
the family's functioning, and the impact of previous adverse experiences on both the 
ilhiess and level of functioning. Young people admitted to the Adolescent Extended 
Treatment Centre typically present with clinically significant HoNOSCA sc0te~ as 
indicated in the following table. F~~~,, i 

Table 3. HoNOSCA Clinically Significant Items on admission for adol~~~ilts 
aged 14 to less than 18 years admitted to an Adolescent Extended J{~;\'ajfilent 
Centre(ETAIU) vs an Acute Adolescent Inpatient Unit ," 

100 
90+-~~~~~~~~~~~~,--~~~~~~~~ 

BO.l-~~~~~~~~~~~~1->.-:::.~~--l-'I--~~~~ 

70+-~~~~~~~~~~~l,--->,---',--~+lfil:-\-~~~~ 

60-l-~,,._-m.--~~~~~~----l'!--...+~,--,L/-~~~~~ 
50-h!~~~'c-~-/;.~~~~./l--~-liil--_:,,,,'-1-~~,,..-~~ 
40+-_.:::,,.::_~~----,f----).'<---,~----,l/--~~__=:+-~-+-~r-=--
30+-~~~-',--.-.'-""'r-\c~~~-ll-~~----",--1.~~~~>,--~ 
20+-~~~-l.,-1---=:::~::__~'4!--~~----:irJ----~~~~.-
10_j_~~~~---ll'--~~~~~:.;_~~~~~~~~~~__,,._ 

o_j_~~~~~~~~~~~~~~~~~~~~~~~ 

·--·=-0_,7_• 

Data sourfe<{Jufcomes Information System 

NOTE~'~" 

--+-ETAIU 

--lll-AAIP 

,((a~ft.'ge is calculated based upon first contact with mental health services within 
''"3 the reference period. 

(b) Percentage is calculated for each individual item, but only when the scores are 
between 0 and 4. Measmes with a 7 or 9 are excluded from this analysis on an 
item by item basis, therefore the denominator may change between items. 

( c) n refers to the number of collections with a score between 0 and 4. 

Planning guidelines: 

The Queensland Plan for Mental Health 2007-2017 does not refer to the equivalent 
of the Adolescent Extended Treatment Centre, nor is it mentioned in Future 
Directions for Child and Youth Mental Health Services in Queensland In spite of 
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this the Centre is proposed to be rebuilt with a bed capacity which neither meets 
clinical need nor population demand. 

There are no recognised guidelines nationally or internationally for the number of 
beds required for this type of facility. 

Legislative Framework: 

The Adolescent Extended Treatment Centre is currently a unit within The Park -
Centre for Mental Health which is gazetted as an authorised mental health service in 
accordance with Section 495 of the Mental Health Act 2000. 

Service delivery pathway: 

The Adolescent Extended Treatment Centre accepts referrals from )}th~i:.y:;YMI-IS 
facilities in Queensland (community clinics, acute inpatient or day patiedt.\mits), or a 
private child/adolescent psychologist or psychiatrist. A compJtlQ§nsive clinical 
assessment occurs prior to the decision to admit to assess the acjol¢'scent' s suitability 
for admission, potential interactions with other adolesce11ts(ffirtl to orientate the 
adolescent and their family or carer to the unit. ~"~ .; {'.,•c v 

o~-· 
-~~,~-"--' c 

Based on available clinical information from ,the ··rpferrer and the assessment 
interview, the adolescent will be offered an afln¥S"s,ion as a day patient, a limited 
admission inpatient (usually two or six weel&)'o.tlin open admission inpatient. If 
there is a wait before admission, the Clinical Liai~bn Clinical Nurse will communicate 
with the referrer and the family to asses;>. the levels of acuity and advise of progress 
towards admission. Timing of admiss~oi;l"is determined by the length of time on the 
waiting list, the relative acuity and th{C:utrent mix of adolescents within the unit. 

;;,: _? 

An initial Recovery Plan is <!e~l~~ed in consultation with the adolescent and their 
family or carer on admissiQnZ'crfuring admission, adolescents have access to a range 
of least restrictive, therapelltic interventions detennined by evidenced based practice 
and developmenta.Jly;c~appropriate programs to optimise their rehabilitation and 
recovery. Continu~I~i:i1ofiitoring and review of the adolescent's progress towards their 
Recovery Plannjng~il reviewed regularly through collaboration between the treating 
team, adolef~enfs; ?the referrers and other agencies of significance to an adolescent. 
These plans'feffect phases of an adolescent's admission. They incorporate at different 
times a~sf~.s~ent, treatment and rehabilitation and discharge plamling. 

~~;.-

_rA_ ....,__ -

Ttei\.tment is provided in the least restrictive, most appropriate facility for the required 
leveY of care that balances the young person's autonomy with their need for 
observation and treatment in a safe envirolllllent. 

Discharge planning commences upon admission to the Centre. Readiness for 
discharge depends on a range of factors, including a series of comprehensive 
assessments of the adolescent, stages of change, stability of family and care systems 
and the capacity to work towards different stages of recovery. I reworded this Trevor 
- does it sound ok? I could not in all honesty pretend to say it begins upon admission. 
There are just too many intervening variables for this to be meaningful. I know it's 
what is supposed to happen, but it can't and never will. The referring district mental 
health service and families or carers (with the consent of an adolescent over the age of 
16 years) are included in all aspects of discharge plam1ing. 
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Core Service provision: 

1. Clinical Interventions 

A multidisciplinary mental health team in conjunction with the Adolescent Extended 
Treatment Centre School delivers and coordinates a range of integrated therapeutic, 
rehabilitation and recovery focused interventions. These interventions focus not only 
on the symptoms and behaviours associated with severe, persistent mental illness, but 
also on the reciprocal interactions between these symptoms and behaviours on delays 
and moratoriums in developmental tasks and specific developmental impainnents. 

Interventions may be individual, group or generic. 

Individualised interventions determined by evidenced based practice include: ~ .. \c~.·) 
• Psychological interventions (verbal and non-verbal therapies and e~q~~JI9n). 
• Pharmacotherapy (including acute sedation where necessary). \,. ·~ 
• Family therapy and education. 
• Individualised behavioural programs. c .. ~·: 

• Other biological interventions (e.g. Electro Convulsive Tl[er~py [ECT], 
psychosurgery). ,-;;. - -

£""~~ ·~-
E __ ·-~ 

\'~ ¥ 
Interventions delivered in groups include: h;:c-~~~ " 

• Individual education plans delivered by the,Exteqded Treatment Adolescent 
Inpatient School (staff employed by Edu.cafi.51$ Queensland). 

• A range of group based activities whiclfal":trillored to meet the needs of any 
particular group of adolescents, predol}lirn~l1tly activity based and aimed at 
intervening in areas of psychological and developmental need. 

- --~~) 

Generic interventions include: (/""' J 

• Maintaining a milieu wit]J,fprpfessional staff so that young people experience 
an enviromnent consi;>.t~hfwith the qualities identified in longitudinal studies 
of optimal parenting,'•() . 

• Fanning strong pQ.;;tf\,e therapeutic alliances with the majority of staff 
• Providing 012p6'J.1ufuties for activities of daily living, leisure, social interaction 

and persomjf'!Jri~acy 
• Encq.ura{llig~peer suppmi opportunities, where available, for young people 

andfolfll'fili!ies to appropriately engage with past young persons/carers for 
pyer support; 

.~,,,_ 

-=-=::;~ --7' 

T'1~A(folescent Extended Treatment Centre School addresses delays and moratoriums 
on a> number of developmental tasks including education and vocational preparation. 
Appropriate educational plans are developed after an assessment of the adolescent's 
educational strengths and difficulties. If a young person is not currently enrolled in an 
education program, a decision will be made whether to simply engage an adolescent 
in a school readiness program, develop a formal educational program with links to 
external curricula or develop educational strengths to enhance vocational readiness. 
The school develops a transitional program towards continuing education or 
workforce participation as part of the Centre's comprehensive discharge planning. 

Increased levels of intervention are sometimes necessary for the management of 
clinical presentations associated with an acute exacerbation of mental illness and 
behavioural difficulties that increase the risk to themselves or others. These increased 
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levels of interventions are delivered by qualified staff following a comprehensive risk 
assessment. They may take a number of forms ranging from specific behavioural, 
activity based or sensorirnotor interventions through to increased visual observation 
and the use of a designated high dependency area through to the potential use of 
restraint and seclusion. The use of an increased level of intervention is based on the 
clinical need to ensure the safety of the young person as well as the safety of others. 
The maintenance of basic human 1ights such as privacy, dignity, cultural background 
and confidentiality are recognised, respected and promoted in all clinical 
interventions. All staff should be familiar with the specific policy and practice 
guidelines which have been developed by the Mental Health Branch. 

.---,,-~" 

2. Collaborative care systems and service linkages " _"c_ "'. 

Child and Youth Mental Health services operate in a complex, iµJ.l!!i,;gysfem 
environment including crucial interactions with Education Queensland,J:l§pgiJ'tment of 
Child Safety, Child Health Services, Juvenile Justice, Disability Services:Queensland, 
Department of Communities, Alcohol Tobacco and Other DrugfS_ervices, p1ivate 
providers, non-government organisations disability support provi~ei~:a'lld others. 

="" < 

-~- ~~.--· 

Services should be integrated and coordinated, with pauJle~sJrlps and linkages with 
other agencies for young people and with specialist ~~nJ;I5health services, to ensure 
continuity of care across the service system !;lll<f't!trough the young person's 
developmental transitions. Mechanisms for ljoipt' planning, developing and 
coordinating services should be developed. ~-

3. Adolescent Extended Treatmen,tJ:3e)ltre Discharge Planning 
~r -"'°" 

Discharge planning is a component _o:(each young person's Recovery Plan. Discharge 
plarming typically will not begiiyui'ftif comprehensive assessments of the adolescent 
and the functioning of theip{faniily is completed, and the particular variables 
associated with progress ill!veli~n assessed. Nevertheless, potential discharge goals 
are usually able to be negt:itrated with the adolescent in the early stages of admission . 

• -"'°'=, ~ 

A~~,,_·-:-· 

Young people are vsl!\lly discharged from the Adolescent Extended Treatment Centre 
back to their_ hQ~cehvironment or independent living. Adolescents may transition 
between ~artotis components of the program to assist the transition and facilitate 
rehabilitatiofi.\alid recovery goals. Considerable support will still be required on 
discharge;f0r the young person and their family and/or carers. 

:~-~-" ,.. 

AtlqJ_y;;:;--ent Extended Treatment Centre discharge planning and support for young 
people includes but is not limited to: 

• Continued engagement of the parent or carer throughout the admission where 
possible and appropriate with the potential for enhanced care on discharge. 

• Assessing the capacity of parents or carers to provide safe, appropriate care. 
Where this is not possible, a notification is made to the Department of Child 
Safety to receive the adolescent into care. If they do not accept the 
notification, or if the adolescent is older, they are prepared for independent 
living in either supported accommodation if available, or to live 
independently. 

• Facilitating extended periods of leave, and transition to paiiial hospitalisation, 
step down facility or day program if appropriate. 
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• Developing a clear educational or vocational plan which is usually negotiated 
with the adolescent. The transition into the appropriate program conunences 
prior to discharge as part of discharge planning. 

• Developing linkages with developmentally appropriate activities in the 
conununity where the adolescent will reside. 

• The referring CYMHS team or private clinician is involved throughout the 
tenn of admission unless the adolescent turns 18 years during the admission. 
Foil ow up will be arranged by negotiation with this team and the adolescent 
and their family with either the refen-er, another specialist service or if 
appropriate, with the limited outpatient service at the Extended Treatment 
Adolescent Unit. 

• Maintaining collaborative relationships with a wide range of service prqviqers 
including education providers, extended family and carers, ,~g~n¢ral 
practitioners, general conununity health services and/or adult IT\.ent~B.e-alth 
services to meet the needs of the young person and enhance t!J.eif'"eai>acity to 
effectively manage their mental health care needs in a' Ie§s' intensive 
enviromnent and continue recovery. 

4. Expected Clinical Outcomes 

All adolescents requiring extended treatment and rehabilitation have severe persistent 
mental illness resulting. in severe impairment. This is manifest as a moratorium of 
many of their tasks of adolescent development for considerable periods prior to 
admission.. Think the previous sentence n,ee& rewording. For most, extended 
treatment and rehabilitation is likely to significantly reduce the severity of symptoms 
of their mental illness and restore con§,ili~]able functional improvement. Adolescents 
ai-e admitted with the understandinwJh~t-fuere is a reasonable chance of improvement 
in either or both their symptom;>''ail"tf their function, and that this improvement has 
some chance of being maintaj;g'~~for a period. Some have not required further mental 
health treatment when they are well into their third decade of life. Is there a reference 
to put here? Anecdotal 9,plj~)-we have met several of them this year. 

Staffing structure;iirill~omposition: 
The Adolesc;;p);;;_f\:~{~ded Treatment Centre is staffed by a multidisciplinary team of 
clinical an&:11011 'clinical staff. Treatment and rehabilitation is provided by clinical 
mental healtlt~orkers including doctors, nurses and health professionals including 
occup(lti.Ql)al therapists, psychologists, social workers and speech pathologists with 
regUI~~-"access to a dietitian and exercise physiologist. Additionally, the 
ri'.ifiltjdisciplinary team are supported by administrative officers, catering and security 
staff who assist with the day to day operations of the unit. Young person and carer 
consultants and peer support workers should be engaged by the service. (CSCF 
Workforce hyperlink) 

The Adolescent Extended Treatment Centre and Education Queensland work 
collaboratively to ensure the effective provision of resources to enable a 
comprehensive and tailored educational program as an essential strategy of 
rehabilitation. 

The effectiveness of the Adolescent Extended Treatment Centre is dependent upon an 
adequate number of appropriately trained clinical and non clinical staff. The 
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complexity of adolescence mandates the need to provide staff with continning 
education programs, clinical supervision and mentoring and other appropriate staff 
suppmt mechanisms. The Adolescent Extended Treatment Centre provides clinical 
placements for undergraduate students, encouraging rotations tlu·ough the unit from 
staff from other areas of the mental health services and supporting education and 
research opportunities. 

A number of roles and duties are generic to all Adolescent Extended Treatment 
Centre Clinical staff: These roles include but are not limited to: 

• 

• 

• 

• 

• 

• 

Monitoring mental state during activities, monitoring risk and participating in 
the development of appropriate risk management plans. 
Generalising the gains from a range of individual and group based 
interventions to assist recovery. ;~~c, 
Engaging and promoting activities which facilitate progress in devel()ptliei:ital 
tasks in conjunction with other staff and service providers. :""":'-- -
Developing individual Recovery Plans in consultation with the-iltji~l"-fuembers 
of the treating team, the adolescent, and the family or carers. _ --~ 
Undertaking relevant supervision and professional dev;~lli;rnent to ensure 
contemporary and evidence based practice. fa'- ; ---
Evaluate the evidence for individual and group" inJ!')tirentions to develop a 

=- ' ,-,,--=-
continuum of evidence based practice. 

---~ ··----==:.', 

~ ·---, 
The role of the Consultant Psychiatrist, Registr~_rs_and Medical Officers includes 
but is not limited to: -="'-':' ~'- -; 

• 

• 

• 

• 

Ensuring that a comprehensive assessnie'nt is available which includes a 
detailed history including any relevant collateral history through to specialist 
medical examinations and diagg'.ds!ic formulation. A physical assessment is 
part of the overall assessmentpf<-J_tess. 
Monitoring mental state ,_-:Wd)nsk in relation to stage of change, current 
interventions. ,.['~,_ 
Collating and syntJ;llsl5ing information about the impact of multiple 
therapeutic, deve_!oiJ.ri.i1'iital and family interventions on progress mental state 
and stage of chaiige In the recovery process to assist in enhancing the cohesion 
of the multf(:!i_§tii)linmy team. 
Deliverip_g,"-,pfescribing and supervising appropriate treatments including 
biol(Jgifa~'-treatments (pharmacological, ECT) or at times being the prime 
pro;;!tlslof psychological or family interventions. 

• A&_rruI;istering the MHA 2000 as required under legislation. 
-.-c-;:-"- 7~ 

' 
'tli(i:ole of Nursing staff includes but is not limited to: 

• Providing high quality levels observations of symptom and behavioural 
changes, risk of harm to self or others, progress in developmental tasks, 
responses to care, counselling and group interventions, and interactions with 
parents/carers to formulate appropriate levels of supervision, individual 
support, medication adjustments, counselling interventions and behavioural 
management plans. 

• Assisting adolescents to identify those factors that enable them to cope and to 
encourage them to utilise strategies that increase their own mental health and 
safety. 

• Contributing to maintaining an envirornnent that is safe, therapeutic and 
developmentally and clinically appropriate. 
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• Implementing and evaluating the effectiveness of nursing interventions as 
outlined in the Recovery Plan. 

• Cormnun:icating with parents or carers about issues of leave, progress and 
areas of suppo1i. 

• Fac:il:itat:ion and provision of developmental and therapeutic interventions for 
adolescents to enhance strengths :identified :in the individual Recovery Plan. 

• Engaging adolescents is developmentally appropriate activities of da:ily living, 
and provide options to increase social, physical and leisure activity. 

• Developing areas of individual expertise to contribute to the range ofrecovery 
oriented programs. 

• Providing nursing care for general medical conditions in consultation with 
appropriate medical teams. ::~ 

• Communicating with community support services to ensure that ad§fe§cehts 
have access to the supports they require. ~ 

The role of Allied Health staff includes but is not limited to: 
• Providing discipline specific individual assessment of thf'young person's 

development, progress :in developmental tasks and sympt:Ql):is and behaviours 
of mental :illness. """:""'.-· 

• Develop d:isc:ipline specific, cross discipline and g'e1;i}~fi6 interventions towards 
treatment and rehabilitation of the mental illneSll.cirlc tlie context of impairments 
in developmental tasks associated witli ~both the mental illness and 
developmental delays. , .• f{'} 

• Implementing a range of individual arid bbup based adolescent, parent/carer 
and family therapy utilising verbal, nqn-verbal and activity based therapies. 

The role of Young person and CarerC:Consultants includes but is not limited to: 
• Effectively engage young .P~~'pffi and carers through appropriate consultation 

methods, to inform ri:;eQ!itment and selection process, tln·ough making 
effective use of indi'!l(fuJ°' s skills, experience and availability. This may 
include, but is not lMiti!d to, young persons and carers serving as members of 
recrnitment anqjfJedion panels. 

• Effectively"~.~ili~ge with adolescents to meaningfully participate in the 
plann:ing,~d~JJvery and evaluation of the services provided by the Adolescent 
Extenqe"l(Treatment Centre and identifying areas for improvement. 

• Woik[i'i°g~ollaboratively with clinicians to foster a recovery focused service to 
e,!fhan[e a positive outcome for the adolescents. 

--.""' 

Performance, Quality and Safety Indicators: 

The Adolescent Extended Treatment Centre has not been benchmarked on Key 
Performance Indicators because of the lack of comparable facilities. The following 
indicators are adapted from the Queensland's Mental Health Patient Safety Plan 
(2008- 2013) which supports and facilitates the culture of safe practice, continuous 
improvement and consumer focused outcomes. The following guiding principles are 
proposed as indicators of performance accountability and quality. 

• Service delivery is focused on adolescents and the achievement of positive 
outcomes. 

• Strategies are implemented that promote optimum quality of l:ife for 
adolescents with mental health problems and mental illness. 
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• Practice is improved through a strategic framework of assessment, monitoring, 
planning, evaluation and follow up. 

• Comprehensive, coordinated and individualised care that considers all aspects 
of the adolescent's recovery is provided. 

• Decision making by the adolescents about their treatment and care 1s 
enconraged and involvement of families, carers and significant others 1s 
facilitated where possible. 

• Adolescents, family members, carers and the local community are involved in 
the planning, development, implementation and evaluation of the mental 
health service. 

• The unique physical, emotional, social, cultnral and spiritual dimensions of the 
adolescent or family members are utilised in Recovery Planning, and~·staff 
work with them to develop their own supports in their community. . -~---; 

• Strategies such as incident reporting, Root Cause Analysis and(reyie~s of 
sentinel events are implemented to ensnre clinical practip_""·°'·add other 
processes are evidence based and continually improved to me~t J,est practice 
requirements. -~.;-~ ~ 

• Participation in professional development activities gti_Cl J demonstration of 
-~-

learning in daily practices. '"'-{ {~'+_~--~-

'~-:::=_ 'fc:=_!-

This document will be reviewed in line with the evaluatio)i,strategy of the Queensland 
Plan for Mental Health 2007-2017. The Strategic Policy Unit of the Mental Health 
Bran~h is charged with ensnring that the policie~_ ;\glprocednres remain relevant and 
updated. · ·,~' -

Key resources: 'o~-- _ 

• Queensland Plan for Mental Heillth~2007-2017 

• Clinical Services Capability E!iffiework for Mental Health 

• Building guidelines for Q'deei'island Mental Health Services - Acute mental 
health inpatient unit Itr\children and acute mental health inpatient unit for 

• 
• 
• 
• 
• 

youth _e;;_;~ 
Queensland Ca£ital Works Plan 
Queensland\Mental Health Benchmarkirlg Unit 
Australian €:ouncil of Health Care Standards 
N ationa1i.Standards for Mental Health Services 1997 
Qu~~fu'i;h;d Mental Health Patient Safety Plan 2008 - 2013 

• Queensland Health Mental Health Case Management Policy Framework: 
."'- {Po'shive partnerships to build capacity and enable recovery 

\,~ ~Mental Health Act 2000 
• Health Services Regulation 2002 
• Child Protection Act (1999) 
• State-wide Standardised Suite of Clinical Documentation for Child and Youth 

Mental Health Services. 
• Mental Health Visual Observations Clinical Practice Guidelines 2008 
• Council of Australian Govermnents (CoAG) National Action Plan on Mental 

Health 2006-2011 
• Policy statement on reducing and where possible eliminating restraint and 

seclusion in Queensland mental health services 
• Disability Services Queensland - Mental Health Program 
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• Principles and Actions for Services and People Working with Children of 
Parents with a Mental Illness 2004 

• Future Directions for Child and Youth Mental Health Services Queensland 
Mental Health Policy Statement (1996) 

• Guiding Principles for Admission to Queensland Child and Youth Mental 
Health Acute Hospital Inpatient Units: 2006 

• TI1e Queensland Health Child and Youth Mental Health Plan 2006-2011 
• National Child and Youth Mental Health Benchmarking Project 
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Model of Service for Mental Health in Queensland 
Service Guideline for the ADOLJ;SCENT EXTENDED TREATMENT 

CENTRE 

Service Description and Function: 
The Adolescent Extended Treatment Centre provides specialist 
multidisciplinary assessment and integrated treatment and rehabilitation to 
adolescents between 13 and 17 years of age with severe, persistent n;ieotal 
illnessltesJ-. The majority of consumers present with severe psych9~sol;ial 
impairment as a result of their mental illness/es, and presentation?c~r~'often 
complicated by developmental co-morbidities. Many also experLe_rl~~';clironic 
family dysfunction, which serves to exacerbate the severity and pets!Stence of 
the disorder and associated disabilities. ~ 

The centre offers various levels of care from 24-hou~~C<:!T~ifor adolescents with 
high acuity in a safe, structured, highly supervisedra.vd supportive inpatient 
environment to more independent care in therapeuJ!b or step down !residential 
settings, partial hospitalisation or day progri{m~foF those whose behaviours 
associated with severe mental illness ar¢'"'[10klife threatening. The service 
provides multidisciplinary assessment, coliab6rative integrated treatment and 
rehabilitation interventions, and discharge planning to young people and their 
family/carers. 

Care focuses on the treat111effi'cor stabilisation of the symptoms of severe 
mental illness and aim&;-it&-''develop tailored rehabilitation interventions 
(psychosocial, educati9!11i!~nd vocational programs) to promote progress in 
developmental tasks~~afupropriate to the adolescent and their illness. The care 
and discharge plEIDQiD!:f delivered by the service is facilitated in collaboration 
with the consun1~i""fheir family/carers and a range of key stakeholders and 
service proyipe.[~\so as to enable the young person to build on their strengths 
and maintainilnd enhance recovery focused outcomes upon discharge. 

~~ 

Ttfey ~rirliary ~iagnostic profiles of young people admitted to the Adolescent 
Ext~nded Treatment Centre are adolescents with persistent eating ~isorders, 
complex illness and behaviours associated with trauma and severe anxiety 
and mood disorders, often with associated delays in particular developmental 
areas. The average length of stay for an adolescent admitted to the 
Adolescent Extended Treatment Centre is 9.5 months with a median of 7.5 
months. 

The service capability of the Adolescent Extended Treatment Centre is 
defined in the Child and Youth Non-Acute Inpatient sub module of the Clinical 
Services Capability Framework (CSCF) - Mental Health Services Module, 
which can be found on either the CSCF or Mental Health Branch website 
once endorsement and implementation is complete in early 2010. 
Model of Service for Mental Health in Queensland 1 
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Target Population: 
The Adolescent Extended Treatment Centre provides specialist 
multidisciplinary specialist assessment and integrated treatment and 
rehabilitation to adolescents between 13 and 17 years of age whose level of 
mental illness and disability persist despite intense interventions in community 
or acute inpatient settings. All consumers present with co-morbid disorders or 
developmental delays. 

Adolescents may continue treatment past their 181
h birthday if there are 

clinical indications that recovery is more likely if they continue at the 
Adolescent Extended Treatment Centre rather than transferring to an ca.du It 
setting. This is conditional on their not posing a risk to the health or l?a±etjl) of 
others who are [minors. 0

"c_ -~, . 
~ ~-t, 

,y~'?. ""="""-

The incidence of significant disorders of adolescents admitted 20QA -2009 is 
provided in Table 1. o7 

Table 1. Adolescent Extended Treatment Centre, Consvmer 
Demographics, 2004-2009 i~ -~-

~ ~~. 

Consumer Demographi"s 1 

Mean Age 15.62 years (rang~""J3~~18). 
Gender 44.9% of young per4dns were male and 55.1% 

female. 

Indigenous Australian • 95.5% wgte neither Aboriginal nor Torres Strait 
lslanc;t~r~ 7 

;cJ , 

• 4ji"o/i'were from an Aboriginal and/or Torres 
"'Sifait Islander background 

Mental Health Legal ,~9,3% of young persons were involuntary at some 
Status -~(~point during their period of care. 

Data source: HBf8?:_uS audit of Barrett Adolescent Centre patients 
""- ' 

NOTES: ,A 

(a) Age'l::;.calculated based upon first contact with mental health services 
wil~in the reference period . 

..-=-~'e· 

Consumers engaged with the centre will present with a range of mental health 
problems and/or disorders, but predominantly, they will have complicated 
diagnoses associated with eating disorders, mood and anxiety disorders, and 
trauma experiences. Based on the activity data collected in 2004 - 09, it is 
anticipated that the diagnostic profile of the consumer group accessing the 
Adolescent Extended Treatment Centre will be similar to that outlined in Table 
2. 

1 Adolescents aged 14 years to less than 18 years. 
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Table 2. Adolescent Extended Treatment Centre, Diagnostic Profile2 

Percentage ICD-10 Category Code 

. 

Social Anxiety Disorders 51.8% F20-F29 
OCD and Anxiety Disorders 23.5% 
Eating Disorders 27.1% 
Depression and Dysthymic Disorders 62.4% 
Post Traumatic Symptoms 24.7% 
Schizophrenia 5.9% 
Pervasive Developmental Disorders 20% 
Receptive-Expressive Language Disorders 52.9% 

~~--

Other Developmental Disorders 51.8% ''·/~ 
Oppositional Defiant Disorder 50.6% -· ~~- -~ / 

Substance Abuse 9.4% - ·~. --::, 

-
Disorders with an Organic Origin 3.5% ; ;;. 

Parent child relational disorders 83.5% k ff~ 

Data source. Chari Review of Patients '"'· -
NOTES: 

(a) Age is calculated based upon first contact with mental health seD!'_i~e~-~Jhin the reference period. 
·""-'':-::..::; ;:o':_ ,- . 

(b) Diagnosis is that recorded in the Outcomes Information System aft[Je-end of episode (movement to other 
mental health setting and to no further care). ~ -'-"'-"--· 

~~- 1 

Service Planning Guidelines: . __ 

Key stakeholders associated withJtb'e; Queensland Plan for Mental Health 
2007 - 2017, in conjunction with.~1\tfce providers and consumers and carers, 
are leading the redesign an~tSJFategic service planning of the Adolescent 
Extended Treatment Centre:C~~9. · 

.--=ft.'~""· 

There are no recognis_gd-·guidelines nationally or internationally for the number 
of beds required fprJhls"type of facility. 

'"%-- "'=- " 
.-~~~~~= 

Legislative _Frall}ework: 
The Adole'~~~f-Extended Treatment Centre is gazetted as an authorised 
mental h~alttrservice in accordance with Section 495 of the Mental Health Act 
2000. ~.::~? 

Set¥ice Delivery Pathway: 

Referral 
The Adolescent Extended Treatment Centre accepts and prioritises referrals 
from other Child and Youth Mental Health Service (CYMHS) facilities from 
across Queensland (community clinics, acute inpatient or day patient units). 
Under some circumstances, referrals may be accepted from private mental 
health practitioners. A comprehensive clinical assessment occurs prior to the 
decision to admit in order to assess the adolescent's suitability for admission, 
their potential interactions with other adolescents, and to orientate the 
adolescent and their family/carers to the service. 

2 Admitted adolescents (aged 13 - 18 years) in 2004 -09. 
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Treatment Overview 
Based on available clinical information from the referrer and the assessment 
interview, the adolescent will be offered an admission as a day patient, a 
limited admission inpatient (usually two to six weeks) or an open admission 
inpatient. If there is a wait before admission, the Clinical Liaison Clinical Nurse 
will communicate with the referrer and the family to assess the levels of acuity 
and will advise of progress towards admission. Timing of admission is 
determined by the length of time on the waiting list, the relative acuity of the 
individual case, and the current mix of adolescents within the unit. 

Based on the principles of Recovery, as outlined in the Sharing 
' -~"' 

Responsibility for Recovery: creating and sustaining rriA<PVi!lry 
orientated systems of care for mental health document, mep~~1":~ealth 
services operate on the premise that most consumers can andodqJ'ecover3 

from mental illness. Services are directed at helping the consum~~,(and their 
family/carers) manage their illness and enhance their capq.i:;it)I fdr recovery. 
Importantly, the Adolescent Extended Treatment Centre team,.6onsiders how 
the concept of Recovery applies to adolescents and their""f~rrlilies/carers. This 
includes acknowledgement that Recovery shq!,Jldjc,Jake into account 
developmental processes, that the concepts of R~cOYE?FY may also be applied 
to parents, carers and entire families, and thaJ tFte:snental health field for this 
consumer group is broader than that for adufrs,(i.e'. including prevention and 
early intervention; a wider range of challerrg~~~1i'nd disorders, not all of which 
are mental illnesses; and that the focus sho'dld be on promoting the positive 
potential of all children and adolescel{!s).f 

--~~-~ 

An initial Recovery Plan is develp:Pe.Crcin consultation with the adolescent and 
their family/carers on admissiqr:i,:C:during admission, adolescents have access 
to a range of least restripl:iye, therapeutic interventions determined by 
evidenced based practicf)'lhd developmentally appropriate programs to 
optimise their rehabilit9tiop"~and recovery. Continual monitoring and review of 
the adolescent's Rrt!gress towards their Recovery Planning is reviewed 
regularly througt1;,c;pllaboration between the treating team, adolescents, the 
referrers and qtb'erYagencies of significance to an adolescent. These plans 
reflect phii!s~~\oT an adolescent's admission. They incorporate at different 
times asses~ment, treatment and rehabilitation and discharge planning . 

. 0 ,-

'~"'-~-

Tr~atdl~rit is provided in the least restrictive, most appropriate facility for the 
req,~ired level of care that balances the young person's autonomy with their 
neeCf for observation and treatment in a safe environment. 

Core Service Provision: 
1. Clinical Interventions 
A multidisciplinary mental health team in conjunction with the Adolescent 
Extended Treatment Centre School delivers and coordinates a range of 

3 It is important to note that some disorders (such as intellectual and developmental disorders) 
may not be associated with the definition of a 'true' recovery, however, mental health services 
may still have a role in helping these young people to achieve an optimal level of personal 
functioning and social participation. 
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integrated therapeutic, rehabilitation and recovery focused interventions. 
These interventions focus not only on the symptoms and behaviours 
associated with severe, persistent mental illness, but also on the reciprocal 
interactions between these symptoms and behaviours on delays and 
moratoriums in developmental tasks and specific developmental impairments. 

Interventions may be individual, group or generic. 

Individualised interventions determined by evidenced based practice include: 
• Psychological interventions (verbal and non-verbal therapies and 

education). 
• Pharmacotherapy. 
• Family therapy and education. _ 
• Individualised behavioural programs. c~.,c'.- .. 
• Other biological interventions (e.g. Electro Convulsive Therapy,[ii_GT], 

psychosurgery). ·C·-~ 

Interventions delivered in groups include: ;cJ"' 

• Individual education plans delivered by the Extended4T[eatment 
Adolescent Inpatient School (staff employed by sdu£'alion 
Queensland). 4~ fl)' 

• A range of group based activities which ar~tcil!C>red to meet the needs 
of any particular group of adolescents, predbrn.inantly activity based 
and aimed at intervening in areas ofR_s~cf\ological and developmental 
need. --t;~· 

Generic interventions include: '"'" 
.-"'"~ 

• Maintaining a milieu with prqfe§:°slonal staff so that young people 
experience an environment;9orisistent with the qualities identified in 
longitudinal studies of Qpti,Plal parenting. 

• Forming strong posiJi/~)herapeutic alliances between staff, consumers 
and families/carers":~) • 

• Providing opport:Lllllties for activities of daily living, leisure, social 
interaction~;-:iqCJ'personal privacy 

• EncouragiQ"g;peer support opportunities, where available, for young 
peopJe.~Jl\]7or families to appropriately engage with past young 
persgn§fcarers for peer support. 

-=---';:~---

The A®tescent Extended Treatment Centre School addresses delays and 
lllPC<ifoFfums on a number of developmental tasks including education and 
vocational preparation. Appropriate educational plans are developed after an 
assessment of the adolescent's educational strengths and difficulties. If a 
young person is not currently enrolled in an education program, a decision will 
be made whether to simply engage an adolescent in a school readiness 
program, develop a formal educational program with links to external curricula 
or develop educational strengths to enhance vocational readiness. The school 
develops a transitional program towards continuing education or workforce 
participation as part of the Centre's comprehensive discharge planning. 

Increased levels of intervention are sometimes necessary for the 
management of clinical presentations associated with an acute exacerbation 
of mental illness and behavioural difficulties that increase the risk to 
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themselves or others. These increased levels of interventions are delivered 
by qualified staff following a comprehensive risk assessment. They may take 
a number of forms ranging from specific behavioural, activity based or 
sensorimotor interventions through to increased visual observation and the 
use of a designated high dependency area through to the potential use of 
restraint and seclusion. The use of an increased level of intervention is based 
on clinical need, in order to ensure the safety of the young person as well as 
the safety of others. The maintenance of basic human rights such as privacy, 
dignity, cultural background and confidentiality are recognised, respected and 
promoted in all clinical interventions. /\II staff should be familiar with the 
specific policy and practice guidelines which have been developed by the 
Mental Health Branch. 

2.-Discharge Planning . . 
Discharge planning is a component of each young person's R~&/lV§fy Plan. 
Discharge planning typically will not begin until comprehensive' a~sessments 
of the adolescent and the functioning of their family is COIJ:lp@ted, and the 
particular variables associated with progress have r~~een assessed. 
Nevertheless, potential discharge goals are usually able:t:,1i'JJe negotiated with 
the adolescent in the early stages of admission. ~~~ ,~~ ~-~ 

~-"-~~ 
-·~~~ -· 

• Young people are most commonly discharged from the Adolescent 
Extended Treatment Centre back to~their home environment or 
independent living. Adolescents rifay_,"t(ansition between the various 
components of the program to ~assist the transition and facilitate 
rehabilitation and recovery ggals'. Considerable support will still be 
required on discharge for 1Ji€;:'young person and their family and/or 
carers. 

• _ _!=-~=::_,_.. 

Adolescent Extended Tre<!.t#i~nf Centre discharge planning and support for 
young people includes, b_ufJ~ 'not limited to: 

• Continued eng<;ig'et:lient of the parent or carer throughout the admission 
where pos~iqle\a~nd appropriate with the potential for enhanced care on 
discharge:?'\~~-" 

• Asse~sl[fg7trfe capacity of parents or carers to provide safe, appropriate 
car~)Where this is not possible, a notification is made to the 
D~pcrrtflient of Child Safety to receive the adolescent into care. If they 

fqo7 not accept the notification, or if the adolescent is older, they are 
~-.prepared for independent living in either supported accommodation if 

available, or to live independently. 
• Facilitating extended periods of leave, and transition to partial 

hospitalisation, step down facility or day program if appropriate. 
• Developing a clear educational or vocational plan which is usually 

negotiated with the adolescent. The transition into the appropriate 
program commences prior to discharge as part of discharge planning. 

• Developing linkages with developmentally appropriate activities in the 
community where the adolescent will reside. 

• The referring CYMHS team or private clinician is involved throughout 
the term of admission unless the adolescent turns 18 years during the 
admission. Follow up will be arranged by negotiation with the 
adolescent and their family/carers, in addition to the referrer, another 
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specialist service or if appropriate, with the limited outpatient service at 
the Extended Treatment Adolescent Unit. 

• Maintaining collaborative relationships with a wide range of service 
providers including education providers, extended family and carers, 
general practitioners, general community health services and/or adult 
mental health services to meet the needs of the young person and 
enhance their capacity to effectively manage their mental health care 
needs in a less intensive environment and continue recovery. 

3. Expected Clinical Outcomes 
All adolescents requiring extended treatment and rehabilitation have severe 
persistent mental illness, resulting in severe impairment. This manifosts"G§ a 
moratorium of adolesGent developmental tasl<s. For most, extended treajm~nt 
and rehabilitation is likely to significantly reduce the severity of sxmgt9rns of 
their mental illness and restore considerable functional Jn:ipr~vement. 
Adolescents are admitted with the understanding that there is'a 'reasonable 
chance of improvement in either or both their symptoms ao{kJh~ir function, 
and that this improvement has some chance of being mair)'ta!ned for a period 
of time. · 

Mental health services utilise the Health of th~~r;jjtfon Outcome Scale for 
Children and Adolescents (HoNOSCA) to me.asure)he severity of symptoms 
and health status of the consumer across 15tbToad items. Each item is rated 
from O ("no problem") to 4 ("severe to vefy'~ive;re problem"). These scores 
can be summed to provide five sub-scal~s (oehaviour problems, impairment, 
symptomatic problem, social problelJlS and information). Clinicians use this 
data to record both the complexity,,of'a' consumer's episode of illness and to 
monitor changes in their symptornS:and functioning over the period of care. As 
indicated in Figure 1, CYCMH~'~.onsumers will typically present with clinically 
significant scores in XXX .OJ't~e sub scales - XXX, XXX, XXX, with an 
average total score of X),S.~gnadmission and XXX on discharge. 

Figure 1. Adolesi<El!i~Extended Treatment Centre, Average HoNOSCA 
Subscale Score~~;2007/2008 
Data source~<'J(!fcQ/nes Information System 

NEED TQ·)~ptJ THIS TABLE. 

/#-~ 

NOTJ!S: 
":-':oo 
(a) Where an item is scored 7 or 9, for the purpose of this analysis, the score is converted to a zero. However, 

measures with more than two items, of the first 13 items, rated 7 or 9 are excluded from this analysis. n 
refers to the number of 'valid' collections (that is, measures that have two or less items scored 7 or 9). 

fat(b) 'Max' refers to the maximum possible score for each of the subscales. Caution is required with 
any graphical representation as the subscales have different denominators and are therefore not strictly 
comparable. 

Turning now to Figure 2 below, a representation of HoNOSCA scores is 
provided on the 15 items at admission (new collection), review and end (no 
further care). Consumers of the Adolescent Extended Treatment Centre will 
present with clinically significant scores on the majority of items. 

Model of Service for Mental Health in Queensland 7 
Draft Service Guideline for ADOLESCENT EXTENDED TREATMENT CENTRE 

48 
EXHIBIT 189



DTZ.900.003.0053

Figure 2. Clinically Significant HoNOSCA Items (?date) on Admission.4 

100 
90+-~~~~~~~~~~~-Jl~:::-~~~c--~~~~ 

80-l-~~~~~~~~~~~~µ_-"4>~~-+-'1--~~~~ 

70+-~~~~~~~~~~~fl-"""-T-~~c>.--~~~~ 

60+---::~-:l!lr-~-.~~~~--t;<---T----'1'7-t-----";;c--~~~ 
50-t-l!E-----;*""-T-~-P,..-~~~-/f~--llii--"r-+----'l"'-<c--~~ 
40+--"'--~""""_,L....>,..------,lk---/'f--~-'.;-=-+-~-/e.-~,-=!11""""" 
30+-~~~-T--.,'-iii::--'<-----z~~-fl-~~-->,.+~~~~"<-~ 

20+-~~~~-l-~-""~~-'>.,,>tl-~~~4.6--~~~~--""~ 
10+-~~~~---~~~~---l!!--~~~~~~~~--'..__ 

0 +-~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

Data source: Outcomes Information System 
NOTES: _=.'c_:;~ \ -~-

(a) Age is calculated based upon first contact with mental health seNice'S'°·within the reference period. 
,! -O_c-

faj(b) Percentage is calculated for each individual item{JY!ft_onlY: when the scores are between 0 and 4. 
Measures with a 7 or 9 are excluded from this analysi~-oo 8"n item by item basis, therefore the denominator 
may change between items. · ;_~:i-

Wfc) n refers to the number of collections with a scofe between O and 4. 
=· 

Applicable to ALL HoNOSCA~Pita (in addition to the specifics listed 
l,!{c!Eir each item) 

• 

• 

New Collections is a COIJJ~Di{l~tion of New Referral and Referral from other mental 
health services. '" (~) --

Review Collectionsn~;;"combination of Standard Review and Ad Hoc Reviews . 
""~~~-=+--

• End of Episc5d~i!j_~e to no further care refers to consumers who are discharged from 
the commun[tyc"service for whom no further treatment or care is planned by the mental 
healt~~n~.f'o)-1( Consumers who move to a different health service setting in a 
differe,ot mental health network (for example, a consumer of ambulatory services in 
Metr6C:s0fah admitted to an inpatient unit in the Gold Coast) are included in the no 
tµf!hercare analysis. 

~~~.;-""' ~'" 

~-!;;bmmunity episodes which end due to movement to another health service setting 
refers to consumers who are admitted to acute or extended treatment service in the 
mental health network. 

• All reasons for ending an episode, other than those listed above are excluded from 
the analysis. 

4. Collaborative Care Systems and Service Linkages 
Child and Youth Mental Health services operate in a complex, multi-system 
environment including crucial interactions with Education Queensland, 

4 
Adolescents aged 14 to less than 18 years admitted to an Adolescent Extended Treatment Centre (ETAIU) vs an 

Acute Adolescent Inpatient Unit. 
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Department of Child Safety, Child Health Services, Juvenile Justice, Disability 
Services Queensland, Department of Communities, Alcohol Tobacco and 
Other Drug Services, private providers, non-government organisations 
disability support providers and others. 

Services should be integrated and coordinated, with partnerships and 
linkages with other agencies for young people and with specialist mental 
health services, to ensure continuity of care across the service system and 
through the young person's developmental transitions. Mechanisms for joint 
planning, developing and coordinating services should be developed. 

The Adolescent Extended Treatment Centre will develop service linkages 
~: ~ 

• Acute and ambulatory child and youth mental health services~~, 
• Adult mental health services ~, -=~ 
• Specialist health clinics for the target population e.g. diabetel~'clinic for 

children ' 
• Community pharmacies . ; , 
• Educational providers/schools and Guidance Offlc:.Efr§~·· 
• GPs and other relevant health service provid~~§' (:"' .· 
• Private mental health service providers '""~,!1 -c 

• Child health and developmental servic~s_ •, 
• Primary health care providers (inclugiQg,tBose for Indigenous health) 
• Department of Communities (Child Sa!ety Services, Youth Justice and 

Disability Services) · 
• Government and non-governm~qt community-based youth and family 

counselling and parent suppq-ft,services 
--"-"" -~__,-' 

Staffing Structure and COf11Rpirtf ~n: 
The Adolescent Extendetj'.'3(fei!ltment Centre is staffed by a multidisciplinary 
team of clinical and nori~cl[hfCal staff. Treatment and rehabilitation is provided 
by clinical mental llfeltti workers including doctors, nurses and health 
professionals inc!u.d'iog occupational therapists, psychologists, social workers 
and speech PI!.tb;alogists with regular access to a dietitian and exercise 
physiologi~t: i~~klltionally, the multidisciplinary team are supported by 
administrati)(e):ifficers, and catering and security staff who assist with the day 
to day 9perations of the unit. Young person and carer consultants and peer 
sugpqrtc workers should be engaged by the service. (CSCF Workforce 
hfJi:flink). 

The Adolescent Extended Treatment Centre and Education Queensland work 
collaboratively to ensure the effective provision of resources, enabling a 
comprehensive and tailored educational program as an essential strategy of 
rehabilitation. 

The effectiveness of the Adolescent Extended Treatment Centre is dependent 
upon an adequate number of appropriately trained clinical and non clinical 
staff. The complexity of adolescence mandates the need to provide staff with 
the opportunity to access continuing education programs, clinical supervision 
and mentoring and other appropriate staff support mechanisms. The 
Adolescent Extended Treatment Centre provides clinical placements for 
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undergraduate students, encouraging rotations through the unit from staff 
from other areas of the mental health services and supporting education and 
research opportunities. 

A number of roles and duties are generic to all Adolescent Extended 
Treatment Centre clinical staff. These roles include, but are not limited to: 

• Monitoring mental state during activities, monitoring risk and 
participating in the development of appropriate risk management plans. 

• Generalising the gains from a range of individual and group based 
interventions to assist recovery. 

• Engaging and promoting activities which facilitate progress in 
developmental tasks in conjunction with other staff and service 
providers. ~), 

• Developing individual Recovery Plans in consultation with tll(:l~;()ther 
members of the treating team, the adolescent, and the fami1~(6r:carers. 

• Undertaking relevant supervision and professional deveh~prnent to 
ensure contemporary and evidence based practice. ~- "'C- ;,-

• Evaluating the evidence for individual and grour1:"'io1erventions to 
develop a continuum of evidence based practice. "';;. ~ci --

-=~-

~ l~'-!.'" 

The role of the consultant psychiatrist, registrars-,)fod medical officers 
includes, but is not limited to: A~"'~ .c 

• Ensuring that a comprehensive assessfi:ifil_nt 'rs available which includes 
a detailed history including any re_ley~ht collateral history through to 
specialist medical examinations and ~iagnostic formulation. A physical 
assessment is part of the overall assessment process. 

• Monitoring mental state and .ri~J&in relation to stage of change, current 
interventions. -~ ~, 

r·.c 
• Collating and synthesi$i[igo}information about the impact of multiple 

therapeutic, developJ'fldeiifal and family interventions on progress 
mental state and stagEl"of change in the recovery process to assist in 
enhancing the cpfiEl;sion of the multidisciplinary team. 

• Delivering,_ p(~$cribing and supervising appropriate treatments 
including 'Eiiglogical treatments (pharmacological, ECT) or at times 
being th!'!, prime provider of psychological or family interventions. 

• Admf~!§'t(:lrlng the MHA 2000 as required under legislation. 
-·-~- _,} 

~.fe-_f 

The rolet£lf n~rsing staff includes, but is not limited to: 
,~ (f'r6viding high quality levels observations of symptom and behavioural 
~, ·:_. changes, risk of harm to self or others, progress in developmental 

tasks, responses to care, counselling and group interventions, and 
interactions with parents/carers to formulate appropriate levels of 
supervision, individual support, medication adjustments, counselling 
interventions and behavioural management plans. 

• Assisting adolescents to identify those factors that enable them to cope 
and to encourage them to utilise strategies that increase their own 
mental health and safety. 

• Contributing to maintaining an environment that is safe, therapeutic 
and developmentally and clinically appropriate. 
Implementing and evaluating the effectiveness of nursing interventions 
as outlined in the Recovery Plan. 
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• Communicating with parents or carers about issues of leave, progress 
and areas of support. 

• Facilitation and prov1s1on of developmental and therapeutic 
interventions for adolescents to enhance strengths identified in the 
individual Recovery Plan. 

• Engaging adolescents is developmentally appropriate activities of daily 
living, and provide options to increase social, physical and leisure 
activity. 

• Developing areas of individual expertise to contribute to the range of 
recovery oriented programs. 

• Providing nursing care for general medical conditions in consultation 
with appropriate medical teams. ··~ 

• Communicating with community support services to enslJFeZ"t~at 
adolescents have access to the supports they require. -~~ :~-

The role of allied health staff includes, but is not limited to: 
• Providing discipline specific individual assessmef\t('of the young 

person's development, progress in developmental tct~~S'"and symptoms 
and behaviours of mental illness. ."i ·= 

0-=-:::oo_ 'i/ 

• Develop discipline specific, cross discipline 'aoct"generic interventions 
towards treatment and rehabilitation of thffimenfal illness in the context 
of impairments in developmental tasks ,a~sociated with both the mental 
illness and developmental delays. ~~?, \-::) 

• Implementing a range of individJal]~llnd group based adolescent, 
parent/carer and family therapy utilising verbal, non-verbal and activity 
based therapies. • 

"""~.-""=?· 
The role of consumer and carer worR:ers includes, but is not limited to: 

• Effectively engage yp[Jng·'"" people and carers through appropriate 
consultation metho.€is~,.fo inform recruitment and selection process, 

•/ ' 
through making ,ajf€ttive use of individual's skills, experience and 
availability. Thifmay include, but is not limited to, young persons and 
carers serv[J9:?s members of recruitment and selection panels. 

• Effectively(_i[trgage with adolescents to meaningfully participate in the 
planping;"cdelivery and evaluation of the services provided by the 
Ad61~$~9ent Extended Treatment Centre and identifying areas for 
irpprci\lement. 

!" rWbrking collaboratively with clinicians to foster a recovery focused 
.{j "'service to enhance a positive outcome for the adolescents. 

""""­~~~ 

Performance, Quality and Safety Indicators: 
The Adolescent Extended Treatment Centre has not been benchmarked on 
Key Performance Indicators because of the lack of comparable facilities. The 
following indicators are adapted from the Queensland's Mental Health Patient 
Safety Plan (2008- 2013) which supports and facilitates the culture of safe 
practice, continuous improvement and consumer focused outcomes. The 
following guiding principles are proposed as indicators of performance 
accountability and quality. 

.. Service delivery is focused on adolescents and the achievement of 
positive outcomes. 
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• Strategies are implemented that promote optimum quality of life for 
adolescents with mental health problems and mental illness. 

• Practice is improved through a strategic framework of assessment, 
monitoring, planning, evaluation and follow up. 

• Comprehensive, coordinated and individualised care that considers all 
aspects of the adolescent's recovery is provided. 

• Decision making by the adolescents about their treatment and care is 
encouraged and involvement of families, carers and significant others 
is facilitated where possible. 

• Adolescents, family members, carers and the jlocal community are 
involved in the planning, development, implementation and evaluation 
of the mental health service. .~c. 

• The unique physical, emotional, social, cultural and ~SR[fitiial 
dimensions of the adolescent or family members are ,ut[[ised in 
Recovery Planning, and staff work with them to develop-~their own 
supports in their community. · ~} 

• Strategies such as incident reporting, Root Catis~cc,Analysis and 
reviews of sentinel events are implemented to ens!Jre}linical practices 
and other processes are evidence based and c;dntinually improved to 
meet best practice requirements. -~f '-C'° 

• Participation in professional developmenh:~etlyllies and demonstration 
of learning in daily practices. '-c, 

This service guideline will be reviewed in 'Ii~[?' with the evaluation strategy of 
the Queensland Plan for Mental Health 2()01"- 2017. The Strategic Policy Unit 
of the Mental Health Branch is charged with ensuring that the policies and 
procedures remain relevant and uglfaieti. 

--?.--

Key resources: r-C"-~c 
• Queensland Plan fQi;,i\/lental Health 2007-2017 
• Clinical Service~~lSapability Framework - Mental Health Services 

Module •. : ·;, 
• Building guictelin~s for Queensland Mental Health Services - Acute 

mental hE!alth inpatient unit for children and acute mental health 
inpatienfariit for youth 

• Qu~e~sland Capital Works Plan 
• Queensland Mental Health Benchmarking Unit 
-• -~Australian Council of Health Care Standards 

,.(~·,'National Standards for Mental Health Services 1997 
•· Queensland Mental Health Patient Safety Plan 2008 - 2013 
• Queensland Health Mental Health Case Management Policy 

Framework: Positive partnerships to build capacity and enable 
recovery 

• Mental Health Act 2000 
• Health Services Regulation 2002 
• Child Protection Act (1999) 
• State-wide Standardised Suite of Clinical Documentation for Child and 

Youth Mental Health Services. 
• Mental Health Visual Observations Clinical Practice Guidelines 2008 
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• Council of Australian Governments (CoAG) National Action Plan on 
Mental Health 2006-2011 

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

• Disability Services Queensland - Mental Health Program 
• Principles and Actions for Services and People Working with Children 

of Parents with a Mental Illness 2004 
• Future Directions for Child and Youth Mental Health Services 

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

Mental Health Acute Hospital Inpatient Units: 2006 
• The Queensland Health Child and Youth Mental Health Plan goo6-

2011 I 

• National Child and Youth Mental Health Benchmarking Project 
• Consumer, Carer and Family Participation Framework 
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Current Description 

Consumers engaged with the centre will present with a range of mental health 
problems and/or disorders, but predominantly, they will have complicated 
diagnoses associated with mood and anxiety disorders, developmental 
disorders, language disorders and oppositional defiant disorders. A majority 
will be diagnosed with parent-child relational problems. Based on the activity 
data collected in 2004 - 09, it is anticipated that the diagnostic profile of the 
consumer group accessing the Adolescent Extended Treatment Centre will be 
similar to that outlined in Table 2. 

Proposed Description 

I'm not sure if this first sentence is necessary. (Adolescents engaged with the 
Centre will present with a range of mental health problems and/or disorders.} 
Reasons for admission will include severe and persistent eating disorders, 
social anxiety disorder, persistent severe recurrent self harm with associated 
depression, anxiety and PTSD and persistent psychotic disorder. There are 
usually multiple co-morbidities associated with the primary diagnosis including 
a range of anxiety disorder, oppositional defiant disorder and developmental 
disorders including language disorders. A majority will be diagnosed with 
parent-child relational problems. Based on the activity data collected in 2004 -
09, it is anticipated that the diagnostic profile of the consumer group 
accessing the Adolescent Extended Treatment Centre will be similar to that 
outlined in Table 2. 

Current Description 

The centre offers various levels of care from 24-hour inpatient care for 
adolescents with high acuity in a safe, structured, highly supervised and 
supportive environment to more independent care via a partial hospitalisation 
or day program, or an outpatient program. The service provides 
multidisciplinary assessment, collaborative integrated treatment and 
rehabilitation interventions, and discharge planning to young people and their 
family/carers. 

Proposed Description 

The centre currently offers various levels of care from 24-hour inpatient care 
for adolescents with high acuity in a safe, structured, highly supervised and 
supportive environment to less intensive care in a day program. Transition to 
the community is facilitated by partial hospitalisation with outpatient follow up 
available if appropriate. The proposed redevelopment of the Centre will 
include therapeutic residential and step down accommodation and a family 
stay unit. The service provides multidisciplinary assessment, collaborative 
integrated treatment and rehabilitation interventions, and discharge planning 
to young people and their family/carers. 
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Model of Service for Mental Health in Queensland 
Service Guideline for the ADOLESCENT EXTENDED TREATMENT 

CENTRE 

Service Description and Function: 
The Adolescent Extended Treatment Centre provides specialist 
multidisciplinary assessment and integrated treatment and rehabilitation to 
adolescents between 13 and 17 years of age with severe, persistent rn~Qtal 
illness/es. The majority of consumers present with severe psyc_hq~eicial 
impairment as a result of their mental illness/es, and presentations,~l".~-~often 
complicated by developmental co-morbidities. Many also experI@Jk§'C.chronic 
family dysfunction, which serves to exacerbate the severity and pefj'llstence of 
the disorder and associated disabilities. r 

"" f,::=._ 

The centre currently offers various levels of care frQm:'.2.~~hour inpatient care 
for adolescents with high acuity in a safe, structure_d;~\1ighly supervised and 
supportive environment to less intensive care in'aTda/ program. Transition to 
the community is facilitated by partial hospitaQsa.tioll with outpatient follow up 
available if appropriate. The proposed rep~velopment of the Centre will 
include therapeutic residential and step dol,\;n accommodation and a family 
stay unit. The service provides multidisciplinary assessment, collaborative 
integrated treatment and rehabilitatjp~interventions, and discharge planning 
to young people and their family/~§f""rs. 

l / ',-· 

_.,.! --"= 

Care focuses on the treatfife~t· or stabilisation of the symptoms of severe 
mental illness and ai(1}~c"'to develop tailored rehabilitation interventions 
(psychosocial, educ511fQ[iai and vocational programs) to promote progress in 
developmental ta1,)!<~jippropriate to the adolescent and their illness. The care 
and discharge Ql~[lning delivered by the service is facilitated in collaboration 
with the c9A?cfiiJ-er, their family/carers and a range of key stakeholders and 
service prol(fCte(s, so as to enable the young person to build on their strengths 
and matritairtand enhance recovery focused outcomes upon discharge. 

TffEi."" service capability of the Adolescent Extended Treatment Centre is 
defined in the Child and Youth Non-Acute Inpatient sub module of the Clinical 
Services Capability Framework (CSCF) - Mental Health Services Module, 
which can be found on either the CSCF or Mental Health Branch website 
once endorsement and implementation is complete in early 2010. 

Target Population: 
The Adolescent Extended Treatment Centre provides specialist 
multidisciplinary specialist assessment and integrated treatment and 
rehabilitation to adolescents between 13 and 17 years of age whose level of 
mental illness and disability persist despite intense interventions in community 
or acute inpatient settings. All present with co-morbid disorders or 
developmental delays. 
Model of Service for Mental Health in Queensland 1 
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Adolescents may continue treatment past their 18th birthday if there are 
clinical indications that recovery is more likely if they continue at the 
Adolescent Extended Treatment Centre rather than transferring to an adult 
setting. This is conditional on their not posing a risk to the health or safety of 
others who are minors. Transition to an adult mental health service should 
involve extensive clinical planning and include the consumer, their 
family/carers, and all service providers. 

The incidence of significant disorders of adolescents admitted 2004 -2009 is 
provided in Table 1. 

Table 1. Adolescent Extended Treatment Centre, Consumer 
Demographics, 2004-2009 

Corsumer Demographics 1 

Mean Age 15.62 years (range 13 - 18). 

==--- ·-~~ 
~~' 

~.,,_ ~ 
-,,,._~ 

Gender 44.9% of young persons were msil~~and 55.1 % 
female. .· c!';.,'7 

Indigenous Australian • 95.5% were neither /1l;>Qtfginal nor Torres Strait 

Mental Health Legal 
Status 

Islander · c ~"':"' 
./ ; 

• 4.5% were frOl]~..91J:~boriginal and/or Torres 
Strait Islander b~~K:ground 

39.3% of young persons were involuntary at some 
point durin9tb5~ir period of care. 

Data source: HBISCUS audit of 'e;:ft;tt Adolescent Centre patients 
----

NOTES: ,~,_:"' 

(a) Age is calculated b<is;a ~pon first contact with mental health services 
within the refer1=1~Jfperiod . .. ~ ~~ 

/"--::-:-"-" ~--
/° -

The average ler\9tJl~of stay for an adolescent admitted to the Adolescent 
Extended l)ea®ent Centre is 9.5 months with a median of 7.5 months. 

Reasons Th(~dmission will include severe and persistent eating disorders, 
social aqxiety disorder, persistent severe recurrent self harm with associated 
deprEl'~sjoh, anxiety and PTSD and persistent psychotic disorder. There are 
uSl,!aliY"multiple co-morbidities associated with the primary diagnosis including 
a range of anxiety disorder, oppositional defiant disorder and developmental 
disorders including language disorders. A majority will be diagnosed with 
parent-child relational problems. Based on the activity data collected in 2004 -
09, it is anticipated that the diagnostic profile of the consumer group 
accessing the Adolescent Extended Treatment Centre will be similar to that 
outlined in Table 2. 

1 Adolescents aged 14 years to less than 18 years. 
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Table 2. Adolescent Extended Treatment Centre, Diagnostic Profile2 

Social Anxietv Disorders 
OCD and Anxiety Disorders 
Eating Disorders 
Depression and Dysthymic Disorders 
Post Traumatic Symptoms 
Schizophrenia 
Pervasive Developmental Disorders 
Receptive-Expressive Language Disorders 
Other Developmental Disorders 
Oppositional Defiant Disorder 
Substance Abuse 
Disorders with an Organic Origin 
Parent child relational disorders 

Data source. Chart Review of Patients 

NOTES: 

Percentage 

51.8% 
23.5% 
27.1% 
62.4% 
24.7% 
5.9% 
20% 

52.9% 
51.8% 
50.6% 
9.4% 

3.5% -
83.5% ~~- ,_ 

--~"''~- ·-r 

ICD-10 Category Code 

. .• 
F20-F29 

. -cc. 

-~,,~·c-·· ; 

-~-~~- ' 
F-c CC"-_] 

Lj 
F.~f''c,, 

. c )-7' 

_,·--~- --

1-.7 

(a) Age is calculated based upon first contact with mental he~_th services within the reference period. 

{b) Diagnosis is that recorded in the Outcomes lnformgtion System at the end of episode (movement to other 
mental health setting and to no further care). -

Service Planning Guideline.sf-~. 
Key stakeholders associa!ett.,.'with the Queensland Plan for Mental Health 
2007 - 2017, in conjunp!!__orrwith service providers and consumers and carers, 
are leading the red~~~irr'and strategic service planning of the Adolescent 
Extended Treatm·~nt,Centre. 

(~'°-

There are !Jo .. r~~bgnised guidelines nationally or internationally for the number 
of beds req4j!_ed for this type of facility. 

Legiskifive Framework: 
T~~-Kd~lescent Extended Treatment Centre is gazetted as an authorised 
mental health service in accordance with Section 495 of the Mental Health Act 
2000. 

Service Delivery Pathway: 
Referral 
The Adolescent Extended Treatment Centre accepts and prioritises referrals 
from other Child and Youth Mental Health Service (CYMHS) facilities from 
across Queensland (community clinics, acute inpatient or day patient units). 
Under some circumstances, referrals may be accepted from private mental 
health practitioners. A comprehensive clinical assessment occurs prior to the 

2 Admitted adolescents (aged 13 - 18 years) in 2004- 09. 
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decision to admit in order to assess the adolescent's suitability for admission, 
their potential interactions with other adolescents, and to orientate the 
adolescent and their family/carers to the service. 

Treatment Overview 
Based on available clinical information from the referrer and the assessment 
interview, the adolescent will be offered an admission as a day patient, a 
limited admission inpatient (usually two to six weeks) or an open admission 
inpatient. If there is a wait before admission, the Clinical Liaison Clinical Nurse 
will communicate with the referrer and the family to assess the levels of acuity 
and will advise of progress towards admission. Timing of admission is 
determined by the length of time on the waiting list, the relative acuity 9f,Jhe 
individual case, and the current mix of adolescents within the unit. °C··' 

--- -=-~. ) 
f'~_:-'I~c-,._~J 

Based on the principles of Recovery, as outlined in Jhe,,.$haring 
Responsibility for Recovery: creating and sustainingl;recovery 
orientated systems of care for mental health documeutr"'~mental health 
services operate on the premise that most consumers CCjHC~ntt do recover3 

from mental illness. Services are directed at helping the\con'sumer (and their 
family/carers) manage their illness and enhance tti~iifAapacity for recovery. 
Importantly, the Adolescent Extended Treatment~CeJltr~ team considers how 
the concept of Recovery applies to adolescents an(!~hieir families/carers. This 
includes acknowledgement that Recoveri.~.shbuld take into account 
developmental processes, that the conceptscpl~ecovery may also be applied 
to parents, carers and entire families, and tnift the mental health field for this 
consumer group is broader than thatfol"~adults (i.e. including prevention and 
early intervention; a wider range of,~11aHenges and disorders, not all of which 
are mental illnesses; and that th.E(fc;icus should be on promoting the positive 
potential of all children and ad9ig~cents). 

,""'~-"- _,,;.--

An initial Recovery Plan iit-Oeveloped in consultation with the adolescent and 
their family/carers on C!dJ!ijssion. During admission, adolescents have access 
to a range of leqs("'restrictive, therapeutic interventions determined by 
evidenced basea,"jmfotice and developmentally appropriate programs to 
optimise their reJ\a8llitation and recovery. Continual monitoring and review of 
the adolel'le§l.nt;~t progress towards their Recovery Planning is reviewed 
regularly tflrgu'gh collaboration between the treating team, adolescents, the 
referrers:and other agencies of significance to an adolescent. These plans 
re Ve cf phases of an adolescent's admission. They incorporate at different 
tim~s assessment, treatment and rehabilitation and discharge planning. 

Treatment is provided in the least restrictive, most appropriate facility for the 
required level of care that balances the young person's autonomy with their 
need for observation and treatment in a safe environment. 

3 It is important to note that some disorders (such as intellectual and developmental disorders) 
may not be associated with the definition of a 'true' recovery, however, mental health services 
may still have a role in helping these young people to achieve an optimal level of personal 
functioning and social participation. 
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Core Service Provision: 
1. Clinical Interventions 
A multidisciplinary mental health team in conjunction with the Adolescent 
Extended Treatment Centre School delivers and coordinates a range of 
integrated therapeutic, rehabilitation and recovery focused interventions. 
These interventions focus not only on the symptoms and behaviours 
associated with severe, persistent mental illness, but also on the reciprocal 
interactions between these symptoms and behaviours on delays and 
moratoriums in developmental tasks and specific developmental impairments. 

Interventions may be individual, group or generic. 

Individualised interventions determined by evidenced based practice incluge: 
• Psychological interventions (verbal and non-verbal therapies arid'""~11 

education). '\ ' 
• Pharmacotherapy. 
• Family therapy and education. 
• Individualised behavioural programs. F~~%:~· 

• Other biological interventions (e.g. Electro Convulsiv~Ti'rerapy [ECT], 
psychosurgery). "'~ 

t~~ 
Interventions delivered in groups include: A~_\"·-

• Individual education plans delivered by Jhe "E,:"xtended Treatment 
Adolescent Inpatient School (staff ernp(gwd by Education 
Queensland). r1 ~~'-" 

• A range of group based activities "'!.hie~ are tailored to meet the needs 
of any particular group of adol~scents, predominantly activity based 
and aimed at intervening in ~r~?s of psychological and developmental 
need. ri"~/ 

Generic interventions include("'} 
• Maintaining a mil[e&Vi/ith professional staff so that young people 

experience an eJIVTronment consistent with the qualities identified in 
longitudinal sJa1;lles of optimal parenting. 

• Forming s?oilQ" positive therapeutic alliances between staff, consumers 
and J~rpJ!t~s/Carers. 

• Pro{(ielir:ig opportunities for activities of daily living, leisure, social 
inJera!:tlon and personal privacy 

• /~'rieouraging peer support opportunities, where available, for young 
\,people and/or families to appropriately engage with past young 

persons/carers for peer support. 

The Adolescent Extended Treatment Centre School addresses delays and 
moratoriums on a number of developmental tasks including education and 
vocational preparation. Appropriate educational plans are developed after an 
assessment of the adolescent's educational strengths and difficulties. If a 
young person is not currently enrolled in an education program, a decision will 
be made whether to engage an adolescent in a school readiness program, 
develop a formal educational program with links to external curricula or 
develop educational strengths to enhance vocational readiness. The school 
develops a transitional program towards continuing education or workforce 
participation as part of the Centre's comprehensive discharge planning. 
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Increased levels of intervention are sometimes necessary for the 
management of clinical presentations associated with an acute exacerbation 
of mental illness and behavioural difficulties that increase the risk to 
themselves or others. These increased levels of interventions are delivered 
by qualified staff following a comprehensive risk assessment. They may take 
a number of forms ranging from specific behavioural, activity based or 
sensorimotor interventions through to increased visual observation and the 
use of a designated high dependency area through to the potential use of 
restraint and seclusion. The use of an increased level of intervention is based 
on clinical need, in order to ensure the safety of the young person as well as 
the safety of others. The maintenance of basic human rights such as prjv~cy, 
dignity, cultural background and confidentiality are recognised, respec;t~'!:l·<lnd 
promoted in all clinical interventions. ~"'"~.] · 

\_ -c-~ 

2. Discharge Planning 
,;--. ~"'-==--==-' 

; J, 
·~~ 

Discharge planning is a component of each young person!:=;1B§c'overy Plan. 
Discharge planning typically will not begin until compreherisT\/e' assessments 
of the adolescent and the functioning of their family is,ifortlpleted, and the 
particular variables associated with progress ~~hli~e7 been assessed. 
Nevertheless, potential discharge goals are usuq,UYoJB!eto be negotiated with 
the adolescent in the early stages of admissioJJ. · '•::;~ 

• Young people are most commonly1l.~charged from the Adolescent 
Extended Treatment Centre back fo their home environment or 
independent living. AdolesceJlts"'may transition between the various 
components of the program;~'te assist the transition and facilitate 
rehabilitation and recovew{gdals. Considerable support will still be 
required on dischargeJfOI"'"the young person and their family and/or 

f'i:'A J"" 
,-'-;~ ""-2-" 

[";~~_l '}~· 
"fa_ ~::;;~~-

carers. 

• 
Adolescent Extended,£l'rgatment Centre discharge planning and support for 
young people inclutje~:'but is not limited to: 

• Continued7er;i'g~gement of the parent or carer throughout the admission 
when~ J2c6S§iole and appropriate with the potential for enhanced care on 
disefo~rge.· 

• A§s€r$sfng the capacity of parents or carers to provide safe, appropriate 
,c:_ai;e. Where this is not possible, a notification is made to the 
~ •. Department of Child Safety to receive the adolescent into care. If they 

do not accept the notification, or if the adolescent is older, they are 
prepared for independent living in either supported accommodation if 
available, or to live independently. 

• Facilitating extended periods of leave, and transition to partial 
hospitalisation, step down facility or day program if appropriate. 

• Developing a clear educational or vocational plan which is usually 
negotiated with the adolescent. The transition into the appropriate 
program commences prior to discharge as part of discharge planning. 

• Developing linkages with developmentally appropriate activities in the 
community where the adolescent will reside. 

• The referring CYMHS team or private clinician is involved throughout 
the term of admission unless the adolescent turns 18 years during the 
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admission. Follow up will be arranged by negotiation with the 
adolescent and their family/carers, in addition to the referrer, another 
specialist service or if appropriate, with the limited outpatient service at 
the Extended Treatment Adolescent Unit. 

• Maintaining collaborative relationships with a wide range of service 
providers including education providers, extended family and carers, 
general practitioners, general community health services and/or adult 
mental health services to meet the needs of the young person and 
enhance their capacity to effectively manage their mental health care 
needs in a less intensive environment and continue recovery. 

3. Expected Clinical Outcomes 
All adolescents requiring extended treatment and rehabilitation hav&e~~vi:\re 
persistent mental illness, resulting in severe impairment. For most,..~lct~nded 
treatment and rehabilitation is likely to significantly reduce the,, s~yerity of 
symptoms of their mental illness and restore considera~let;functional 
improvement. Adolescents are admitted with the understand[rg,jhat there is a 
reasonable chance of improvement in either or both their ~yri'\pfoms and their 
function, and that this improvement has some chance ~t,tleitig maintained for 
a period of time. t""~~''"~°'""" 

Mental health services utilise the Health of th;~Ffaiton Outcome Scale for 
Children and Adolescents (HoNOSCA) to f11e?5\lfe the severity of symptoms 
and health status of the consumer acrossffs lJroad items. Each item is rated 
from O ("no problem") to 4 ("severe to ve

4
ry ~evere problem"). These scores 

can be summed to provide five sub-~cales (behaviour problems, impairment, 
symptomatic problem, social probl.eQt& and information). Clinicians use this 
data to record both the comple)\ity";·ofa consumer's episode of illness and to 
monitor changes in their symptoms' and functioning over the period of care. As 
indicated in Figure 1, CYCllJlllf$.consumers will typically present with clinically 
significant scores in X))_X2:$if the sub scales - XXX, XXX, XXX, with an 
average total score of XX2i-on admission and XXX on discharge. 

·""'--" -
--~::;~ -~~ 

Figure 1. Adoles~~~iJ1' Extended Treatment Centre, Average HoNOSCA 
Subscale Scores:-200112oos 

/' " ·-.e-~=-

Data source''fil~tt~mes Information System 

NEED_TQ.ADD THIS TABLE. 
•c20 /" 

,,...~ -:;__ 

NOTES: 

(a) Where an item is scored 7 or 9, for the purpose of this analysis, the score is converted to a zero. However, 
measures with more than two items, of the first 13 items, rated 7 or 9 are excluded from this analysis. n 
refers to the number of 'valid' col!ections (that is, measures that have two or less items scored 7 or 9). 

(b) 'Max' refers to the maximum possible score for each of the subscales. Caution is required with any 
graphical representation.as the subscales have different denominators and are therefore not strictly 
comparable. 

Turning now to Figure 2 below, a representation of HoNOSCA scores is 
provided on the 15 items at admission (new collection), review and end (no 
further care). Consumers of the Adolescent Extended Treatment Centre will 
present with clinically significant scores on the majority of items. 
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Figure 2. Clinically Significant HoNOSCA Items (?date) on Admission.4 
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NOTES: • "~· 

(a) Age is calculated based upon first contact with mental healt~ s~~~\~ithin the reference period. , .,,.. 
(b) Percentage is calculated for each individual item, but only Wheq the scores are between O and 4. 

Measures with a 7 or 9 are excluded from this ana1ysisi5Q aOJtem by item basis, therefore the denominator 
may change between items. i _"-

(c) n refers to the number of collections with a score be_tweeii O and 4. 
~" 

Applicable to ALL HoNOSCA,Jl~ta (in addition to the specifics listed 
yr{cler"each item) 

• 
-~ 

New Collections is a com~lb~tion of New Referral and Referral from other mental 
health services. (7; '~ 

__ ....,_ '""-'=""" 
L-='-""' 

• Review Collections;Is'a'combination of Standard Review and Ad Hoc Reviews . 

• End of Episou,ff-9.Ve to no further care refers to consumers who are discharged from 
the commun~yservice for whom no further treatment or care is planned by the mental 
health_,Jl\ii:YVorl( Consumers who move to a different health service setting in a 
diff~e;pt rjicental health network (for example, a consumer of ambulatory services in 
Metroc~olith admitted to an inpatient unit in the Gold Coast) are included in the no 
f1,1[thercare analysis. 

··o:::=. __ , 
p~-

'~_Qhmmunity episodes which end due to movement to another health service setting 
-refers to consumers who are admitted to acute or extended treatment service in the 
mental health network. 

• All reasons for ending an episode, other than those listed above are excluded from 
the analysis. 

4. Collaborative Care Systems and Service Linkages 
Child and Youth Mental Health services operate in a complex, multi-system 
environment including crucial interactions with Education Queensland, 

4 
Adolescents aged 14 to less than 18 years admitted to an Adolescent Extended Treatment Centre (ETAlU) vs an 

Acute Adolescent Inpatient Unit. 
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Department of Child Safety, Child Health Services, Juvenile Justice, Disability 
Services Queensland, Department of Communities, Alcohol Tobacco and 
Other Drug Services, private providers, non-government organisations 
disability support providers and others. 

Services should be integrated and coordinated, with partnerships and 
linkages with other agencies for young people and with specialist mental 
health services, to ensure continuity of care across the service system and 
through the young person's developmental transitions. Mechanisms for joint 
planning, developing and coordinating services should be developed. 

The Adolescent Extended Treatment Centre will develop service lin~<i\ges 
with: '-~'\ 

• Acute and ambulatory child and youth mental health service~~.£:) / 
• Adult mental health services """ ""'· '\ 
• Specialist health clinics for the target population e.g. diabetJ~~linic for 

children •· 
• Community pharmacies .. £ , 

• Educational providers/schools and Guidance Offififr~"" 
• GPs and other relevant health service provideif;§~D". 
• Private mental health service providers . . :".""j 
• Child health and developmental servic~s. 
• Primary health care providers (inclw;Hog~]:lose for Indigenous health) 
• Department of Communities (Child Sa!ety Services, Youth Justice and 

Disability Services) · 
• Government and non-governnt~nt community-based youth and family 

counselling and parent suppQ.ft:,services 
~ ·-=-

Staffing Structure and Co111.i:toi;1il:ion: 
The Adolescent Extendeq".Jfre!tment Centre is staffed by a multidisciplinary 
team of clinical and nO!Ktl\hlcal staff. Treatment and rehabilitation is provided 
by clinical mental J:rei,Jltfi workers including doctors, nurses and health 
professionals inc~:!tdJii9 "occupational therapists, psychologists, social workers 
and speech p~tb.Qlogists with regular access to a dietitian and exercise 
physiologi~~- ik;~dltionally, the multidisciplinary team are supported by 
administratiye_.officers, and catering and security staff who assist with the day 
to day \2J)erafions of the unit. Young person and carer consultants and peer 
su12p()rt~~workers should be engaged by the service. (CSCF Workforce 
hefge(/ink). 

"""~-' 

The Adolescent Extended Treatment Centre and Education Queensland work 
collaboratively to ensure the effective provision of resources, enabling a 
comprehensive and tailored educational program as an essential strategy of 
rehabilitation. 

The effectiveness of the Adolescent Extended Treatment Centre is dependent 
upon an adequate number of appropriately trained clinical and non clinical 
staff. The complexity of adolescence mandates the need to provide staff with 
the opportunity to access continuing education programs, clinical supervision 
and mentoring and other appropriate staff support mechanisms. The 
Adolescent Extended Treatment Centre provides clinical placements for 
Model of Service for Mental Health in Queensland 9 
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undergraduate students, encouraging rotations through the unit from staff 
from other areas of the mental health services and supporting education and 
research opportunities. 

A number of roles and duties are generic to all Adolescent Extended 
Treatment Centre clinical staff. These roles include, but are not limited to: 

• Monitoring mental state during activities, monitoring risk and 
participating in the development of appropriate risk management plans. 

• Generalising the gains from a range of individual and group based 
interventions to assist recovery. 

• Engaging and promoting activities which facilitate progress in 
developmental tasks in conjunction with other staff and service 

.-~· 

providers. "' 
~-

• Developing individual Recovery Plans in consultation with the· otller 
members of the treating team, the adolescent, and the family~O'r,;~a'rers. 

• Undertaking relevant supervision and professional de~Jqphlent to 
ensure contemporary and evidence based practice. • ••• :f 

• Evaluating the evidence for individual and grouP,"il}terventions to 
develop a continuum of evidence based practice. i{ ~"') · 

~ t:;:~~ -

The role of the consultant psychiatrist, registrars~.'and medical officers 
includes, but is not limited to: ~~·~ y 

• Ensuring that a comprehensive assess&€l.nt.1s available which includes 
a detailed history including any re.lev~·At collateral history through to 
specialist medical examinations and cjiagnostic formulation. A physical 
assessment is part of the over~n assessment process. 

• Monitoring mental state and 1isi&;in relation to stage of change, current 
interventions. "':"~)·· 

• Collating and synthesi~>[Qg)information about the impact of multiple 
therapeutic, develop,J:fl~enfal and family interventions on progress 
mental state and s[age'of change in the recovery process to assist in 
enhancing the cp~sfon of the multidisciplinary team. 

• Delivering, pr~seribing and supervising appropriate treatments 
including PlQlogical treatments (pharmacological, ECT) or at times 
being th~dirime provider of psychological or family interventions. 

• Admffii~terlng the MHA 2000 as required under legislation. 
--~~~-"·} 

The rolet\:if nursing staff includes, but is not limited to: 
/• C8r6viding high quality levels observations of symptom and behavioural 

A"( changes, risk Of harm to self or others, progress in developmental 
tasks, responses to care, counselling and group interventions, and 
interactions with parents/carers to formulate appropriate levels of 
supervision, individual support, medication adjustments, counselling 
interventions and behavioural management plans. 

• Assisting adolescents to identify those factors that enable them to cope 
and to encourage them to utilise strategies that increase their own 
mental health and safety. 

• Contributing to maintaining an environment that is safe, therapeutic 
and developmentally and clinically appropriate. 

• Implementing and evaluating the effectiveness of nursing interventions 
as outlined in the Recovery Plan. 
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• 

• 

• 

• 

• 

• 

Communicating with parents or carers about issues of leave, progress 
and areas of support. 
Facilitation and prov1s1on of developmental and therapeutic 
interventions for adolescents to enhance strengths identified in the 
individual Recovery Plan. 
Engaging adolescents is developmentally appropriate activities of daily 
living, and provide options to increase social, physical and leisure 
activity. 
Developing areas of individual expertise to contribute to the range of 
recovery oriented programs. 
Providing nursing care for general medical conditions in consultation 
with appropriate medical teams. -~--

Communicating with community support services to ens1;rr~~t~at 
adolescents have access to the supports they require. -""'~~ 

The role of allied health staff includes, but is not limited to: 
• Providing discipline specific individual assessment-.;··()f the young 

person's development, progress in developmental t~~s~and symptoms 
and behaviours of mental illness. ··-"- .. .....,~-· 

• Develop discipline specific, cross discipline {l.Q'c:l:~generic interventions 
towards treatment and rehabilitation of thettne.Pl·a1 illness in the context 
of impairments in developmental tasks,a§sociated with both the mental 
illness and developmental delays. cd\ \() 

• Implementing a range of individuali1and group based adolescent, 
parent/carer and family therapy utjlising verbal, non-verbal and activity 
based therapies. • 

The role of consumer and carer worRers includes, but is not limited to: 
• Effectively engage yp.c[ng~ people and carers (through appropriate 

consultation methoi;l.¢)\to inform recruitment and selection processes. 
This may includ~-o~but is not limited to, young persons and carers 
serving as meRtt)ers of recruitment and selection panels or by being 
involved .m (staff training where stories of recovery and the 
consumer(!i""~FBr lived experience is highlighted. 

• EffeptiviSy;E;ngage with young people and carers to meaningfully 
partiqrp_afe in the planning, delivery and evaluation of the services 
psovided by the Adolescent Extended Treatment Centre. This should 

·"" ('iqclude identifying areas for improvement and what is working well. 
"'" ~- ··working collaboratively with clinicians to foster a recovery focused 

·~~ service to enhance a positive outcome for young people and their 
family/carers. 

Performance, Quality and Safety Indicators: 
The Adolescent Extended Treatment Centre has not been benchmarked on 
Key Performance Indicators because of the lack of comparable facilities. The 
following indicators are adapted from the Queensland's Mental Health Patient 
Safety Plan (2008- 2013) which supports and facilitates the culture of safe 
practice, continuous improvement and consumer focused outcomes. The 
following guiding principles are proposed as indicators of performance 
accountability and quality. 
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• Service delivery is focused on adolescents and the achievement of 
positive outcomes. 

• Strategies are implemented that promote optimum quality of life for 
adolescents with mental health problems and mental illness. 

• Practice is improved through a framework of assessment, monitoring, 
planning, evaluation and follow up. 

• Comprehensive, coordinated and individualised care that considers all 
aspects of the adolescent's recovery is provided. 

• Decision making by the adolescents about their treatment and care is 
encouraged and involvement of families, carers and significant others 
is facilitated where possible. 

• Adolescents, family members, carers, referring service provider1~nd 
the local community of the adolescent are involved in the ri1aifrf[ng, 
development, implementation and evaluation of the me~ta:t~l:l'ealth 
service. ..~, ····-· 

• The unique physical, emotional, social, cultural ari"d' spiritual 
dimensions of the adolescent or family members·["are utilised in 
Recovery Planning, and staff work with them to.@§Velop their own 
supports in their community. -~'i~-~ 

• Strategies such as incident reporting, Rc{ol (Cause Analysis and 
reviews of sentinel events are implemente·e:htQ ~nsure clinical practices 
and other processes are evidence ba~~cl a·nd continually improved to 
meet best practice requirements. _ '(·~ 

• Participation in professional development activities and demonstration 
of learning in daily practices. 

7 

This service guideline will be revie.Yl/e~' in line with the evaluation strategy of 
the Queensland Plan for Mental Jif~~fih 2007 - 2017. The Strategic Policy Unit 
of the Mental Health BranctFJS·,:Cl1arged with ensuring that the policies and 
procedures remain releva9~!!iocfupdated. 

Key resources: -'' ¥" 
• Queensland Pl!irf for Mental Health 2007 -2017 
• Clinical _Si;li:)ifces Capability Framework - Mental Health Services 

Module·(· •.• -
• Buifafflg\ '"guidelines for Queensland Mental Health Services - Acute 

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

~--
~-·· ••cciueensland Capital Works Plan 

-:::::=_ 

• Queensland Mental Health Benchmarking Unit 
• Australian Council of Health Care Standards 
• National Standards for Mental Health Services 1997 
• Queensland Mental Health Patient Safety Plan 2008 - 2013 
• Queensland Health Mental Health Case Management Policy 

Framework: Positive partnerships to build capacity and enable 
recoverv 

• Mental Health Act 2000 
• Health Services Regulation 2002 
• Child Protection Act (1999) 
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• State-wide Standardised Suite of Clinical Documentation for Child and 
Youth Mental Health Services. 

• Mental Health Visual Observations Clinical Practice Guidelines 2008 
• Council of Australian Governments (CoAG) National Action Plan on 

Mental Health 2006-2011 
• Policy statement on reducing and where possible eliminating restraint 

and seclusion in Queensland mental health services 
• Disability Services Queensland - Mental Health Program 
• Principles and Actions for Services and People Working with Children 

of Parents with a Mental Illness 2004 
• Future Directions for Child and Youth Mental Health Services 

Queensland Mental Health Policy Statement (1996) ·· 
• Guiding Principles for Admission to Queensland Child ancf'S(outh 

Mental Health Acute Hospital Inpatient Units: 2006 . ~-• ~2~1 Queensland Health Child and Youth Mental Healtft",~ja~ 2006-

• National Child and Youth Mental Health BenchmarkirigfYroject 
• Consumer, Carer and Family Participation Framewefk) f 

;~_ -
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Acute Care Teams 

ADOLESCENT INTEGRATED TREATMENT AND REHABILITATION 
CENTRE 

MODEL OF SERVICE GUIDELINE 

1. What does the Service intend to achieve? 

Mental disorders are the most prevalent illnesses in adolescence. They have the potential 
to carry the greatest burden of illness into adult life. The Adolesce t Integrated Treatment 
and Rehabilitation Centre (AITRC) is part of the Statewide CYM ~work of Community 
Teams, Evolve Therapeutic Services, Consultation-Liaison Se s aITT:I Acute Adolescent 
Inpatient units. 

The key functions of the AITRC are to: 
• perform a comprehensive assessment of the. 

development to date and previous develo 
and their family or care systems 

• provide treatment interventions to alleviate 
• validate strengths and assist progression in 

secondary to the mental illnesli. 
• assist the adolescent's reintegF~ 

ere appropriate their parents 
or carers. 

• utilise predo eric multidisciplinary skills 
• based on '.flich are adapted to longer term 

individual, school, community, group and 

rated and reinforced across settings and across 

Settings fo 
include inpati 
determined by: 

interventions vary in the level of care provided. They 
esidential, step down and day patient. The level of care is 

• providing ca 
• acuity of beh ~ 

and others ~ 

e least restrictive environment appropriate to an adolescent 
urs associated with the mental illness with respect to safety to self 

• the ability to care for oneself. 
• care systems available for transition to the community 
• access to the Centre 

In addition the AITRC seeks to: 
• maintain strong operational and strategic links to the CYMHS network 
• establish effective, collaborative partnerships with general health services, in 

particular Child and Youth Health Services and services to support young people 
e.g. Child Safety Services 

Draft Model of Service 
Author: L Geppert 
17/02/2016 
Page 1 of 13 

69 
EXHIBIT 189



DTZ.900.003.0074

Acute Care Teams 

• provide education and training to health professionals within CYMHS on the 
provision of comprehensive mental health care to adolescents with severe and 
complex disorder; 

• develop the capacity for research into effective interventions for young people with 
severe and complex disorder 

2. Who is the Service for? 

The AITRC is available for Queensland adolescents 
• aged 13- 17 years 
• eligible to attend high school 
• with severe and complex mental illness 
• with impaired development secondary to their ment~v 
• who have reasonable trials of intervention at local ~mmuT 

Inpatient Child and Youth Mental Health Servic.es pr~ate chi -
psychiatrists or psychologists or Head space - "lViees~ 

• who will benefit from a range of clinical in ntion~ of varying int -
• who may have behavioural problems, stanc~- only if these a 

their mental illness 
• who may have co-morbid mental illness and in 

Various processes of assessment (init 
CLCN, intake meeting, assessment int 
adolescent with respect to the likelihood 

• positive therapeutic outcome and/o 
• potential to assist velopmenta 
• potential adve[ n the adol 
• potential ad_ -

"¥" 

- Liaison Clinical Nurse -
-__ al;JTlity of admission of the 

-, 

disorders. 
eve impairment in adolescents occurs with a number of 
ose referred fall into four broad groups: 

• adolesc 
weight for 
anxiety disor 

sistent eating disorder such that they are unable to maintain 
in the community. These typically have co-morbid social 

• adolescents o have been unable to attend school for prolonged periods in spite 
of active community interventions. These may have a range of disorders including 
Social Anxiety Disorder, Avoidant Disorder of Childhood, Separation Anxiety 
Disorder and Oppositional Defiant Disorder. 

• Adolescents with persistent depression, usually in the context of childhood abuse. 
They frequently have concomitant symptoms of trauma eg. PTSD, dissociation, 
recurrent self harm and dissociative hallucinoses. 

• Adolescents with persistent, severe psychoses. 
Developmental delays and family difficulties are not uncommon. 

Draft Model of Service 
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Acute Care Teams 

3. What does the Service do? 

The key components of ACT will be defined here. These components are essential for the 
effective operation of an ACT service. 

Key Component Key Elements 

WORKING WITH OTHER SERVICE PROVIDERS 
Developing 
Networks with 
CYMHS 

Referral, Access And 
Triage 

Draft Model of Service 
Author: L Geppert 
17/02/2016 
Page 3 of 13 

• The AITRC will develop and 
maintain strong partnerships with 
other CYMHS .. 

• Referrals are accepted for planned 
admissions. Responsibility for the 
clinical care of the adolescent 
remains with the referring service 
until the adolescent is admitted to 
the Centre, 

• All referrals are made to the Clinical 
Liaison Clinical Nurse .. 

• The adolescent is assessed after 
referral either in person or via 
videoconference. 

• If there is a waiting period prior to 
admission, the Clinical Liaison 
Clinical Nurse will liaise with the 
referrer until the adolescent is 
admitted. 

Comments 

• At an organisational level, this 
includes participation in the 
Statewide Child and Youth 
Mental Health Network 

• In the provision of service this 
includes processes for regular 
communication with referrers in 
all phases of care of the 
adolescent in AITRC. 

• This supports continuity of 
care for the adolescent. 

• A single point of referral intake 
ensures consistent collection 
of adequate referral data, 
immediate feedback on 
appropriateness, It expedites 
an appropriate assessment 
interview and liaison with the 
referrer if there is a period of 
time until the adolescent is 
admitted. 

• The pre-admission assessment 
enables adolescent to meet 
some staff and negotiate their 
expectations of admission 

• This assessment enables 
further determination of the 
potential for therapeutic benefit 
from the admission, the impact 
on or of being with other 
adolescents and some 
assessment of acuity. 

• This process monitors 
changes in acuity and indeed, 
the need for admission to help 
determine priorities for 
admissions. 

• The Clinical Liaison Clinical 
Nurse can also advise the 
referrer regarding the 
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Key Component 

Referral, Access And 
Triage (cont'd) 

Developing 
Networks with Other 
Services 

ASSESSMENTS 
Assessments of 
Mental Health/Illness 

Assessments of 
Family/Carers 

Developmental 
Assessments 

Draft Model of Service 
Author: L Geppert 
17/02/2016 
Page 4 of 13 

Key Elements 

• Priorities for admission are 
determined on the basis of levels of 
acuity, the risk of deterioration, the 
current mix of adolescents on the 
unit, the potential impact for the 
adolescent and others of admission 
at that time, length of time on the 
waiting list and age at time of 
referral. 

• The AITRC will develop and 
maintain partnerships with other 
Child and Youth Health Services. 

• The AITRC will develop and 
maintain partnerships with other 
agencies who interact with 
adolescents with severe and 
complex mental illness 

• The AITRC will obtain a detailed 
assessment of the nature of mental 
illness, their behavioural 
manifestations, impact on function 
and development and the course of 
the mental illness 

• The AITRC will obtain a detailed 
history of the interventions to date 
for the mental illness 

• The AITRC will obtain a detailed 
history of family structure and 
dynamics, or history of care if the 
adolescent is in care. 

• Parents/carers should have their 
needs assessed as indicated or 
requested 

• The AITRC will obtain a 
comprehensive understanding of 
developmental disorders and their 
current impact 

• The AITRC will obtain information 
on schooling as it is available 

Comments 

management of adolescents 
with severe and complex 
menial illness 

• This includes formal 
arrangements with medical 
services for treating medical 
conditions which may arise 

• This may include developing 
conjoint programs for youth 
with developmental difficulties 
or somatisation disorders 

• This includes Child Safety 
Services, Community Services 
and Disabilities Queensland. 

• These assessments begin with 
collection of information from 
referrers, the assessment 
interview and throughout 
admission. 

• This is obtained by the time of 
admission 

• This process begins with the 
referral and continues 
throughout the admission 

• Parents or carers should be 
involved in the mental health 
care as much as possible. 
Significant effort should be 
made to support this 
involvement. 

• This process begins with 
available information on 
referral and during the 
admission. 

• This occurs upon admission 
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Key Component 

Assessments of 
Function 

Assessments of 
Physical Health 

Key Elements Comments 

• The AITRC will obtain assessments • This assessment occurs 
on an adolescent's function in tasks throughout the admission 
appropriate to their stage of 
development 

• Routine physical examination 
should occur on admission 

• Physical health should be 
monitored throughout the 
admission 

• 

• 

• Appropriate physical investigations • 
should be informed as necessary 

• Information from the Mental Health, Family/Carer, Developmental and Functional assessments is 
integrated into a comprehensive formulation of the illness and impairments. Further information 
from continuing assessments is incorporated into developing and refining the original formulation 
at the Care Review Meetings 

Assessments of Risk • Risk assessments should be • All risk assessments should be 
recorded in the clinical record. 

General Aspects of 
Assessment 

conducted on admission and then 
be routine 

• Risk assessments should include a • 
formalised suicide risk assessment 

• All assessment processes should 
be documented and integrated into 
the care plan. 

• Routine assessments will be 
prompt and timely. 

• Mental Health Act 2000 
assessments should be conducted 
by Authorised Mental Health 
Practitioners. 

• 

• All of the initial assessments of 
mental health, development 
and family are to be completed 
within two weeks of admission. 

• 

• The outcome of assessments • 
should be promptly communicated 
to the adolescent, the parent or 
guardian and other stakeholders (if 
the adolescent consents). 

• Assessments of alcohol and drug • 
use should be conducted with the 
adolescent on admission and 
routinely throughout ongoing 
contact with the service. 

CLINICAL INTERVENTIONS 
Psychotherapeutic 
Interventions 

Draft Model of Service 
Author: L Geppert 
17/02/2016 
Page 5 of 13 

• Individual verbal therapeutic 
interventions utilising predominantly 
a specific therapeutic framework 
(e.g. Cognitive Therapy) 

• Therapists should receive 
recognised, specific training in 
the mode of therapy. 

• The Therapy is modified 
according to the capacity fa 
the adolescent to utilise the 
therapy, developmental 
considerations and stage of 
change in the illness 
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Key Component 

Psychotherapeutic 
Interventions 
(cont'd) 

Behavioural 
interventions 

Psycho-education 
Interventions 
Family Interventions 

Draft Model of Service 
Author: L Geppert 
17/02/2016 
Page 6 of 13 

Key Elements 

• Individual non-verbal therapeutic 
interventions within established 
therapeutic framework (e.g. sand 
play, art, music therapies etc.) 

• Individual supportive verbal or non­
verbal or behavioural therapeutic 
interventions utilising research from 
a number of specific therapeutic 
frameworks (e.g. Trauma 
Counselling, facilitation of art 
therapy) 

• Psychotherapeutic group 
interventions utilising specific or 
modified Therapeutic Frameworks 
(e.g. Dialectical Behaviour 
Therapy) 

• Individual specific behavioural 
intervention (e.g. desensitisation 
program for anxiety) 

• Individual general behavioural 
interventions to reduce specific 
behaviours (e.g. self harm) 

• Group general or specific 
behavioural interventions 

• Includes general specific or general 
psycho-education on mental illness 

• Supportive family interventions to 

Comments 

• The therapist should have 
access to regular supervision 

• Specific therapies will 
incorporate insights from other 
frameworks (e.g. Cognitive 
Therapy will incorporate 
understanding from 
Psychodynamic Therapies with 
respect to relationships) 

• Supportive therapies must be 
integrated into the overall 
therapeutic approaches to the 
adolescent. 

• As above 

• Used at times when the 
adolescent is distressed or to 
generalise strategies to the 
day to day environment. 

• Staff undertaking such 
supportive interventions should 
receive training in the limited 
use of specific modalities of 
therapy. 

• Staff offering supportive 
therapy must have access to 
clinical supervision. 

• Supportive therapies must be 
integrated into the overall 
therapeutic approaches to the 
adolescent. 

• As for individual verbal 
interventions 

• Behavioural program 
constructed under appropriate 
supervision 

• Monitor evidence for 
effectiveness of intervention. 

• Review effectiveness of 
behavioural program at 
individual and Centre level 

• Monitor evidence for 
effectiveness of intervention 

• 

• Supportive family interventions 
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Key Component 

Family Interventions 
(cont'd) 

Interventions to 
Facilitate Tasks of 
Adolescent 
Development 

Pharmacological 
Interventions 

Draft Model of Service 
Author: L Geppert 
17/02/2016 
Page 7 of 13 

Key Elements 

support the family while adolescent 
is in the Centre, develop conditions 
of leave etc. 

• Family therapy as appropriate 

• Monitoring mental health of 
parent/carer 

• Monitor risk of abuse or neglect 

• Promote qualities of care which 
enable reflection of qualities of 
home 

• Milieu based interventions to 
promote appropriate development 

• School based interventions to 
promote learning, educational or 
vocational goals and life skills 

• Individual based interventions to 
promote an aspect of adolescent 
development 

• Group based interventions to 
promote aspects of adolescent 
development 

• Administration of psychotropic 
medications under the direction of 
the consultant psychiatrist 

• Administration of non-psychotropic 

Comments 

must be integrated into the 
overall therapeutic approaches 
to the adolescent. 

• Includes psycho-education for 
parents/carers 

• Therapist should have 
recognised training and 
supervision in family therapy 

• Therapist should have access 
to continuing supervision 

• Review evidence for 
effectiveness of the 
intervention 

• Family therapy must be 
integrated into the overall 
therapeutic approaches to the 
adolescent 

• Support for parent/carer to 
access appropriate mental 
health care 

• Fulfil statutory obligations if 
abuse or neglect detected 

• Review of interactions with 
staff 

• Support staff in reviewing 
interactions with and attitudes 
to adolescent 

• 

• 

• 

• Individualised according to 
adolescents in the group 

• Goals to be defined 
• Under the clinical direction of a 

nominated clinician 
• Education given to the 

adolescent and parent(s)/carer 
about medication and potential 
adverse effects 

• Regular administration and 
supervision of psychotropic 
medications 

• Regular monitoring for efficacy 
and adverse effects of 
psychotropic medications. 

• Includes medications for 
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Key Component 

Other Interventions 

Key Elements 

medications under medical 
supervision. 

• Multi-sensory Room 

• Electroconvulsive Therapy 

Comments 

general physical health 

• Utilised under the supervision 
of trained staff 

• Monitor evidence of effects 
• Administered in accord with 

the Mental Health Act 2000 
CLINICAL CARE COORDINATION AND REVIEW 
Care Coordination 

Care Monitoring 

Case Review 

Draft Model of Service 
Author: L Geppert 
17/02/2016 
Page 8 of 13 

• A Care Coordinator will be • 
appointed prior to admission so that 
the adolescent and their 
parent(s)/carer can be orientated to 
the Centre on admission. 

• The Care Coordinator will monitor • 
mental state and level of function in 
developmental tasks 

• The Care Coordinator will help the • 
adolescent to identify goals for the 
care plan and subsequently 
implement them during their 
admission. 

• The Care Coordinator will be the • 
primary liaison person for the 
parent(s)/carer and external 
agencies during the period of 
admission and during the discharge 
process. 

• The Care Coordinator will assist the • 
adolescent in implementing 
strategies from individual and group 
interventions in daily living 

• The Care Coordinator will provide a • 
detailed report of the adolescent's 
progress for the Care Planning 
meeting. 

• The adolescent should be 
monitored regularly during the 
week by the Registrar and Care 
Coordinator with respect to mental 
state, progress and levels of care 
and supervision required. 

• Adolescents at high risk and 
require higher levels of 
observations will be reviewed daily. 

• The Case Review meeting formally 
reviews the Care Plans which will 
be updated at intervals of not more 
than two months 

• The frequency of monitoring 
will depend on the levels of 
acuity 

• This monitoring must integrate 
information from individual and 
group interventions and 
observations. 

• This includes daily reviews by 
the registrar, and twice weekly 
reviews by the consultant 
psychiatrist. 

• The Community Liaison 
Clinical Nurse is responsible to 
ensure adolescents are 
regularly reviewed. 

• The adolescent, referring 
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Acute Care Teams 

Key Component 

Case Conference 

Record Keeping 

Draft Model of Service 
Author: L Geppert 
17/02/2016 
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Key Elements 

• All members of the Clinical Team 
who provide interventions for the 
adolescent will have input into the 
Case Review 

• Ad hoc case review meetings may 
be held at other times if clinically 
indicated 

• Progress and outcomes will be 
monitored at the Case Review 
meeting 

• A weekly Case Conference will be 
held to integrate information from 
and about the adolescent and the 
range of interventions that have 
occurred, and to review progress 
within the context of the Care Plan. 

• Risk assessments will be updated 
as necessary in the Case 
Conference 

• All contacts, clinical processes and 
care planning should be 
documented in the adolescent's 
clinical record. 

• Clinical records should be kept 
legible and up to date, with clearly 
documented dates, author/s (name 
and title) and clinical progress 
notes. 

• There should be a single written 
clinical record for each adolescent. 

• All case reviews should be 
documented in the adolescent's 
clinical record. 

Comments 

agencies and other 
stakeholders are invited to 
participate in the Case Review 
process. 

• The consultant psychiatrist will 
chair the Case Review 
meeting. 

• Documented details to include 
date, clinical issues raised, 
care plan, contributing team 
members, and those 
responsible for actions. 

• These will be initiated after 
discussion at the Case 
Conference or at the request 
of the adolescent 

• This should include consumers 
and carers where possible. 

• Appropriate structured 
assessments should be 
utilised. Some components of 
the process should include 
objective measures. 

• Annual audits should ensure 
that reviews are being 
conducted. 

• A consultant psychiatrist 
should be in attendance at 
every multidisciplinary team 
meeting. 

• The frequency of review of risk 
assessments will vary 
according to the levels of 
acuity for the various risk 
behaviours being reviewed 

• Progress notes should be 
consecutive within the clinical 
record according to date 

• Personal and demographic 
details of the adolescent, their 
parent/carer(s) and other 
health service providers should 
be up to date. 

• The written record should align 
with any electronic record. 

• Actions should be agreed to 
and changes in treatment 
discussed by the whole team 
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Acute Care Teams 

Key Component Key Elements 

CONTINUITY OF CARE AND DISCHARGE PLANNING 
Continuity of Care 

Discharge Planning 
(cont'd) 

• Referrers and significant stake 
holders in the adolescent's life will 
be included in the development of 
Care Planning throughout the 
admission 

• Specifically defined joint 
therapeutic interventions between 
the AITRC and the Referrer can be 
negotiated either when the 
adolescent is attending the Centre 
or on periods of extended leave. 

• Responsibility for emergency 
contact will be clearly defined when 
an adolescent is on extended leave 

• Discharge planning can begin 
where an adolescent's therapeutic 
and developmental progress give 
clear indication of future directions 

• Discharge planning will involve 
multiple processes at different 
times that attend to therapeutic 
needs, developmental tasks and 
reintegration into the family 

• Discharge letters outlining current 
treatments and interventions need 
to be sent to any ongoing key 
health service providers within one 
week of discharge. 

• A further comprehensive Discharge 
Summary outlining the nature of 
interventions and progress during 
admission will be sent at full 
transfer from the AITRC 

Comments 

and recorded. 

• Referrers and significant stake 
holders are invited to 
participate in the Case Review 
meetings. 

• The Care Coordinator will 
liaise more frequently with 
others as necessary. 

• Joint interventions can only 
occur if clear communication 
between the AITRC and 
external clinician can be 
established 

• This will be negotiated 
between the AITRC and the 
local CYMHS. 

• The adolescent is actively 
involved in discharge planning. 

• Discharge planning may begin 
at an earlier stage if there are 
probably significant obstacles 
e.g. accommodation, 
engagement with another 
Mental Health Service 

• The AITRC School will be 
primarily responsible for and 
support school reintegration 

• The Registrar and Care 
Coordinator will prepare this 
Jetter. 

• It should identify relapse 
patterns and risk assessmenU 
management information. 

• Follow-up telephone with any 
ongoing key health service 
providers will occur as well as 
the discharge letter. 

• This will be prepared by the 
clinicians involved in direct 
Interventions 

• If events necessitate an unplanned • 

Draft Model of Service 
Author: L Geppert 
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discharge, the AITRC will ensure 
the adolescent's risk assessments 
were reviewed and they are 
discharged or transferred in accord 
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Acute Care Teams 

Key Component 

TEAM APPROACH 

Key Elements 

with their risk assessments. In the 
event of discharge the AITRC will 
ensure they have appropriate 
accommodation, and that external 
services will follow up in a timely 
fashion 

• A multidisciplinary team approach 
will be provided utilising the specific 
skills of each discipline 

• Clear clinical and corporate 
leadership will be provided for the 
team. 

• Case loads should be managed to 
ensure effective use of resources 
and to support staff. 

• Staff employed by the Department 
of Education and Training will be 
regarded as part of the team 

Comments 

• The majority of clinical cases 
will be known to the majority of 
team members. 

• 

• 

• 

4. Service and operational pro 

The AITRC will function best when: 
• 

demonstrated by 
• Strong intern 
• Clear ands 
• Team mem 

pos 

Staffing 

·se and knowledge being 

~of factors, including complexity of need, current 
skill mix of the team. 

care coordination will not be provided by students or staff 
Typically Care Coordinators are nursing staff. 

The staffing establis ment will incorporate the skills of psychiatry, nursing, psychology, 
social work, occupational therapy, and speech pathology. While there is a typical staff 
establishment, this may be altered according to levels of acuity and the need for specific 
therapeutic skills. 

Administrative support is essential for the efficient operation of the AITRC. 

All permanently appointed medical and senior nursing staff be appointed (or working 
towards becoming) Authorised Mental Health Practitioners. 

Draft Model of Service 
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Acute Care Teams 

Hours of Operation 

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

• Nursing staff are rostered to cover shifts 24 hours, 7 days a week. 
• The consultant psychiatrist is rostered on-call and accessible 24 hours, 7 days per 

week. 
• Crisis support to adolescents on leave is available 24 hours, 7 days a week. A 

mobile response will not be available. 
• Routine assessments and interventions will be scheduled during business hours 7 

days. 

Referrals 

Referrals are made as in Section 3 above. 

Risk Assessment 

Staff Training 

Consumers and carers should be involv 

Training should include: 
• clinical and aper 
• team work; 
• principles oy 
• medication ~man 
• use of the MHA 2 

5. 

s the final point of clinical decision making and clinical 

e is managed by a core team including the Nurse Unit Manager, 
Senior Health Profe 1onal, the Consultant Psychiatrist, an Adolescent Advocate a Parent 
Representative and the School Principal and an. They will meet regularly in meetings 
chaired by the Consultant Psychiatrist. 

The Centre will be responsible to the Corporate Governance of the Health District to which 
it belongs. If the primary Mental Health Service administering Mental Health Services in 
this Health District is an Adult Mental Health Service, they must at all times consult with 
the Child and Youth Mental Health Services of the Queensland Children's Health Service 
District regarding administrative and governance issues as this is a Level 6 Service for 
Young People. 

Draft Model of Service 
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Acute Care Teams 

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

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

7. How do Services relate to each other? 

The AITRC is part of the CYMHS network of services in Queens la 
Section 3 

8. How do consumers and carers improve our 

*General statements re this issue (e.g. service planni 
evaluation, input into own clinical care etc) will be 
Framework. 
*Any specific to ACT? 

*General statements re this issue (e.g.· 
consumer outcomes) will be made in Int . 
*Any specific to ACT? 

The AITRC is mapped 
Level6 

Draft Model of Service 
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Child and Youth Mental Health Service 

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

Model of Service 

1. What does the Service intend to achieve? 

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

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

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

The key functions of the AETRC are to: 
• build upon existing comprehensive assessment of the adolescent (obtaining a thorough 

treatment history from service providers and carers) with a view to assessing the 
likelihood of therapeutic gains by attending AETRC 

• provide individually tailored evidence based treatment interventions This phrase 
persists in spite of the fact that evidence based treatment interventions for the 
disorders we see are scant. An alternate phrase is "provide multiple individually 
tailored reocgnised therapeutic approaches which are adapted to longer term 
interventions according to evidence based practice." to alleviate or treat distressing 
symptoms and promote recovery 

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

• provide a 6 month targeted and phased treatment program 
4 simple questions. 

1. What currently prevents adolescents in being discharged in under 6 months? 
2. Are services ready to cope with an early discharge? 
3. What will be the impact on an adolescent? 
4. What resources are necessary to make this happen? that will ultimately assist 

recovery and reintegration back into the community 
• provide day programs that will provide adolescents with skills to reintegrate back into 

their community 

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

Programs will include: 
• phased treatment programs that are developed in partnership with adolescents and 

where appropriate their parents or carers 
• targeted 6 month treatment As above incorporating a range of therapeutic 

interventions delivered by appropriately trained staff 
• 24-hour inpatient care for adolescents with high acuity in a safe, structured, highly 

supervised and supportive environment to less intensive care in a day program. 
• flexible and targeted programs that can be delivered in a range of contexts including 

individual, school, community, group and family 
• the multiple interventions are integrated and reinforced across settings and across 

periods of time. (This is a key component of what must happen, and what makes it 
different to other CYMHS settings.) 

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

Length of Admission: 
• admissions will be for a maximum of 6 months As above. 
• in some specific cases an admission beyond 6 months may be considered, if clinically 

indicated 
• where the length of stay is proposed to exceed 6 months the case will be presented to 

the intake panel for review following the initial 6 month admission 

Level of Care: 
The level of care is determined by: 
• providing care in the least restrictive environment appropriate to the adolescent's 

developmental stage 
• acuity of behaviours associated with the mental illness with respect to safety to self and 

others 
• capacity of the adolescent to undertake daily self care activities 
• care systems available for transition to the community 
• access to AETRC 

2. Who is the Service for? 

The AETRC is available for Queensland adolescents; 
• aged 13 - 17 years 
• eligible to attend high school 
• with severe and complex mental illness 
• who have impaired development secondary to their mental illness 

Draft Model of Service 
Author: C & Y Sub Network - BAC Review Work Group 
17/02/2016 
Page 2 of 20 
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• who have persisting symptoms and functional impairment despite previous treatment 
delivered by other components of child and adolescent mental health services including 
CYMHS community clinics, Evolve, day programs and acute inpatient child and youth 
mental health services 

• who will benefit from a range of clinical interventions 
• who may have a range of co-morbidities including mental illness and intellectual 

impairment 

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

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

2. Adolescents diagnosed with a range of disorders associated with prolonged inability 
to attend school in spite of active community interventions. These disorders include 
Social Anxiety Disorder, Avoidant Disorder of Childhood, Separation Anxiety 
Disorder and Oppositional Defiant Disorder. It does not include individuals with 
truancy secondary to Conduct Disorder. 

3. Adolescents diagnosed with complex post traumatic stress disorder. These 
individuals can present with severe challenging behaviour including persistent 
deliberate self harm and suicidal behaviour resistant to treatment within other levels 
of the service system. This appears to overlap considerably with 1. 

4. Adolescents with persistent psychosis who have not responded to community 
based interventions 

5. Adolescents with a persistent eating disorder such that they are unable to maintain 
weight for any period in the community. These typically have co-morbid Social 
Anxiety Disorder. Community treatment will have inctuded the input of practitioners 
with specialist eating disorders experience prior to acceptance at AITRC. What if 
the adolescent lives in a rural area, and thas been managed between a community 
CYMHS without specialist eating disorder experience Previous hospital admissions 
for treatment of the eating disorder may why may? I cannot think of any who have 
not had extensive periods of hospitalisation totalling 9 - 12 months or more prior to 
admission have occurred. Any admission to AETRC of an adolescent with an eating 
disorder will be linked into the Queensland Children's Hospital (QCH) for specialist 
medical treatment. Is this always necessary? Adolescents requiring nutritional 
resuscitation will be referred to QCH. For adolescents over 15 years of age 
specialist medical treatment may be met by an appropriate adult health facility. 
(Comment: Depending on clinical governance arrangements yet to be determined 
and negotiations with QCH in regard to medical management of adolescent mental 
health clients) 

Suitability for admission will be undertaken by an intake panel that will consist of: 
• Senior staff of the AETRC 

Draft Model of Service 
Author: C & Y Sub Network - BAC Review Work Group 
17/02/2016 
Page 3 of 20 

84 
EXHIBIT 189



DTZ.900.003.0089

• referring specialist and/or Team Leader 
• representative from the QCH CYMHS (interim arrangements may exist) This must be 

a designated QCH CYMHS Liaison Person, so that they don't sit in isolation from the 
unit some 20 kms away with no idea of the unit and whether or not adolescents will 
benefit. 

• AETRC School Principal or their designatge 
• other identified key stakeholders 

In making a decision the panel will consider the: 
• likelihood of the adolescent to experience a positive therapeutic outcome 
• potential for treatment at AETRC to assist with developmental progression 
• potential adverse impacts on the adolescent of being admitted to the unit (e.g. isolation 

from existing supports and/or cultural connection; possibility of escalation of self harm 
behaviour) posed by the adolescent to other inpatients and staff, this includes evidence 
of inappropriate sexualised behaviour 

• potential adverse impacts on other adolescents if they were to be admitted 
• possible safety issues 

A comprehensive recovery and discharge management plan that includes community 
reintegration will be in place prior to admission for all adolescents. Should a statement be 
included for those adolescents whose trajectory once admitted does not fit the 
comprehensive recovery and discharge plan? 

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

• continued admission is likely to produce the greatest clinical outcome in terms of 
symptom reduction and developmental progression 

• admission will pose any risk to the safety of other adolescents in the AITRC 

Admission Risks 
Some young people may pose considerable risk to others. Admission to AETRC will be 
decided on an individual case basis by a multidisciplinary review panel. 
Admission risks include but are not restricted to: 
• substantiated forensic history of offences of a violent or sexual nature 
• adolescents with Conduct Disorder 
• adolescents with severe and persistent substance use 

3. What does the Service do? 

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

The key components of AETRC are defined below: 

I Key Component Key Elements 

Draft Model of Service 
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I Key Component 

Working with other 
service providers 

Working with other 
service providers 

Referral, Access 
and Triage 

Draft Model of Service 

Key Elements 

• the AETRC will develop and 
maintain strong partnerships with 
other components of the CYMHS 
network 

• shared-care with the referrer and 
the community CYMHS will be 
maintained 

• the AETRC panel will develop and 
maintain partnerships with other 
relevant health services who 
interact with adolescents with 
severe and complex mental illness 

• mandatory child protection reporting 
of suspected abuse or harm 

• Statewide referrals are accepted 
for planned admissions 

• responsibility for the clinical care 
of the adolescent remains with the 
referring service until the 
adolescent is admitted to the 
AETRC 

• all referrals are made to the Clinical 
Liaison, Clinical Nurse and 
processed through the panel 

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

• at an organisational level, this 
includes participation in the 
Statewide Child and Youth 
Mental Health Sub Network 

• in the provision of service this 
includes processes for regular 
communication with referrers in 
all phases of care of the 
adolescent in AETRC 

• this includes formal 
agreements with QCH and 
relevant adult health services 
to provide medical services for 
treating medical conditions 
which may arise e.g. medical 
management of overdoses; 
Surgical management of 
severe lacerations or burns 
from self injury 

• this may include developing 
conjoint programs for youth 
with developmental difficulties 
or somatisation disorders 

• this includes but is not limited 
to The Department of 
Communities (Child Safety), 
The Department of 
Communities (Disability 
Services) and The Department 
of Communities (Housing & 
Homelessness) and Education 
Queensland 

• AETRC staff will comply with 
Queensland health (QH) policy 
regarding mandatory reporting 
of suspected abuse or harm 

• this supports continuity of care 
for the adolescent 

• a single point of referral intake 
ensures consistent collection 
of adequate referral data and 
immediate feedback on 

86 
EXHIBIT 189



DTZ.900.003.0091

I Key Component Key Elements 

Referral, Access 
and Triage 

Key Component 
Assessments 

Mental Health 
Assessments 

Family/Carers 
Assessments 

Draft Model of Service 

• the adolescent is assessed after 
referral either in person or via 
videoconference 

• if there is a waiting period prior to 
admission, the Clinical Liaison, 
Clinical Nurse will liaise with the 
referrer until the adolescent is 
admitted 

• priorities for admission are 
determined on the basis of levels of 
acuity, the risk of deterioration, the 
current mix of adolescents on the 
unit, the potential impact for the 
adolescent and others of admission 
at that time, length of time on the 
waiting list and age at time of 
referral 

Key Elements 
• the AETRC will obtain a detailed 

assessment of the nature of mental 
illness, their behavioural 
manifestations, impact on function 
and development and the course of 
the mental illness 

• the AETRC panel will obtain a 
detailed history of the interventions 
to date for the mental illness 

• the AETRC will obtain a detailed 
history of family structure and 
dynamics, or history of care if the 

Author: C & Y Sub Network - BAC Review Work Group 
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Comments 
appropriateness 

• it expedites an appropriate 
assessment interview and 
liaison with the referrer if there 
is a period of time until the 
adolescent is admitted 

• the pre-admission assessment 
enables the adolescent to meet 
some staff and negotiate their 
expectations of admission 

• this assessment enables 
further determination of the 
potential for therapeutic benefit 
from the admission, the impact 
on or of being with other 
adolescents and some 
assessment of acuity 

• this process monitors changes 
in acuity and the need for 
admission to help determine 
priorities for admissions 

• the Clinical Liaison, Clinical 
Nurse can also advise the 
referrer regarding the 
management of adolescents 
with severe and complex 
mental illness 

Comments 
assessment begins with the 
referral and continues throughout 
the admission 

• this is obtained by the time of 
admission 

• this process begins with the 
referral and continues 
throughout the admission 
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I Key Component Key Elements 

Developmental 
Assessments 

adolescent is in care 

• parents/carers will have their needs 
assessed as indicated or requested 

• if parenUcarer mental health needs 
are identified the AETRC will 
attempt to meet these needs and if 
necessary refer to an adult mental 
health service 

• the AETRC will obtain a 
comprehensive understanding of 
developmental disorders and their 
current impact 

• the AETRC will obtain information 
on schooling as it is available 

Comments 

• parents or carers will be 
involved in the mental health 
care of the adolescent as 
much as possible 

• significant effort should be 
made to support the 
involvement of parents/carers 

• this process begins with 
available information on 
referral and during the 
admission 

• this occurs upon admission 

Assessments of 
Function 

• the AETRC will obtain assessments • this assessment occurs 
on an adolescent's function in tasks throughout the admission 

Physical Health 
Assessments 

Risk Assessments 

General Aspects of 

Draft Model of Service 

appropriate to their stage of 
development 

• routine physical examination will 
occur on admission 

• physical health is to be monitored 
throughout the admission 

• appropriate physical investigations 
should be informed as necessary 

• a key function of the panel will be to 
assess risk prior to admission 

• risk assessments will be initially 
conducted on admission and 
ongoing risk assessments will 
occur at a frequency as 
recommended by the treating team 

• documentation of all past history of 
deliberate self harm will be included 
in assessment of current risk 

• will include a formalised suicide risk 
assessment 

• assessment timeframes 

Author: C & Y Sub Network - BAG Review Work Group 
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• all risk assessments will be 
recorded in the patient charts 
and electronic clinical record 
(CIMHA) 

• risk assessment will be in 
accordance with the risk 
assessment contained in the 
statewide standardised clinical 
documentation 

• routine assessments will be 
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I Key Component Key Elements 
Assessment 

• Communication 

• Care Plans 

• Mental Health Act 2000 
assessments 

• drug and alcohol assessments 

Comments 
prompt and timely 

• initial assessments of mental 
health, development and 
family are to be completed 
within two weeks of 
admission 

• the outcome of assessments 
will be promptly 
communicated to the 
adolescent, the parent or 
guardian and other 
stakeholders (if the 
adolescent consents) 

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

• Mental Health Act 2000 
assessments will be 
conducted by Authorised 
Mental Health Practitioner 

• assessments of alcohol and 
drug use will be conducted 
with the adolescent on 
admission and routinely 
throughout ongoing contact 
with the service 

• Information from the Mental Health, Family/Carer, Developmental and Functional 
assessments is integrated into a comprehensive formulation of the illness and 
impairments. Further information from continuing assessments is incorporated into 
developing and refining the original formulation at the Care Review Meetings 

Recovery Planning 

Clinical 

Draft Model of Service 

• an initial Recovery Plan is 
developed in consultation with the 
adolescent and their family/carers 
on admission 

Author: C & Y Sub Network - BAC Review Work Group 
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• during admission, 
adolescents have access to a 
range of least restrictive, 
therapeutic interventions 
determined by evidenced 
based practice and 
developmentally appropriate 
programs to optimise their 
rehabilitation and recovery 

• continual monitoring and 
review of the adolescent's 
progress towards their 
Recovery Planning is 
reviewed regularly through 
collaboration between the 
treating team, adolescents, 
the referrers and other 
relevant agencies 
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I Key Component 
Interventions 

Psychotherapeutic 

Psychotherapeutic 

Behavioural 
interventions 

Draft Model of Service 

Key Elements 

• individual verbal therapeutic 
interventions utilising predominantly 
a specific therapeutic framework 
(e.g. Cognitive Therapy) 

• individual non-verbal therapeutic 
interventions within established 
therapeutic framework (e.g. sand 
play, art, music therapies etc.) 

• individual supportive verbal or non­
verbal or behavioural therapeutic 
interventions utilising research from 
a number of specific therapeutic 
frameworks (e.g. Trauma 
Counselling, facilitation of art 
therapy) 

• psychotherapeutic group 
interventions utilising specific or 
modified Therapeutic Frameworks 
(e.g. Dialectical Behaviour 
Therapy) 

• individual specific behavioural 
intervention (e.g. desensitisation 
program for anxiety) 

• individual general behavioural 
interventions to reduce specific 
behaviours (e.g. self harm) 

• group general or specific 

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

• therapists will receive 
recognised, specific training in 
the mode of therapy identified 

• the therapy is modified 
according to the capacity of 
the adolescent to utilise the 
therapy, developmental 
considerations and stage of 
change in the illness 

• the therapist will have access 
to regular supervision 

• specific therapies will 
incorporate insights from other 
frameworks (e.g. Cognitive 
Therapy will incorporate 
understanding from 
Psychodynamic Therapies with 
respect to relationships) 

• supportive therapies will be 
integrated into the overall 
therapeutic approaches to the 
adolescent 

• used at times when the 
adolescent is distressed or to 
generalise strategies to the 
day to day environment 

• staff undertaking supportive 
interventions will receive 
training in the limited use of 
specific modalities of therapy 
and have access to clinical 
supervision 

• supportive therapies will be 
integrated into the overall 
therapeutic approaches to the 
adolescent 

• as for individual verbal 
interventions 

• behavioural program 
constructed under appropriate 
supervision 

• monitor evidence for 
effectiveness of intervention 

• review effectiveness of 
behavioural program at 
individual and Centre level 

• monitor evidence for 
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I Key Component Key Elements 

Psycho-education 
Interventions 

Family Interventions 

Family Interventions 

Interventions to 
Facilitate Tasks of 
Adolescent 
Development 

Draft Model of Service 

behavioural interventions 

• includes general specific or general 
psycho-education on mental illness 

• family interventions to support the 
family/carer while the adolescent is 
in theAETRC 

• family therapy as appropriate 

• monitoring mental health of 
parent/carer 

• monitor risk of abuse or neglect 

• promote qualities of care which 
enable reflection of qualities of 
home 

• interventions to promote 
appropriate development in a safe 
and validating environment 

• school based interventions to 
promote learning, educational or 
vocational goals and life skills 

• individual based interventions to 
promote an aspect of adolescent 
development 

Author: C & Y Sub Network - BAG Review Work Group 
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Comments 
effectiveness of intervention 

• available to adolescents and 
their parents/carers 

• supportive family interventions 
will, when possible be 
integrated into the overall 
therapeutic approaches to the 
adolescent 

• includes psycho-education for 
parents/carers 

• therapist will have recognised 
training in family 
therapytherapists will have 
access to continuing 
supervision 

• review evidence for 
effectiveness of the 
intervention 

• family therapy will be 
integrated into the overall 
therapeutic approaches to the 
adolescent 

• support for parent/carer to 
access appropriate mental 
health care 

• fulfil statutory obligations if 
child protection concerns are 
identified 

• review of interactions with staff 
• support staff in reviewing 

interactions with and attitudes 
to adolescent 

• This includes attention to all 
aspects of the environment, 
routines and programs in 
which the adolescent spends 
their time 
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I Key Component Key Elements 

Pharmacological 
Interventions 

Other Interventions 

Care Coordination 

Clinical care 
coordination and 
review 

Draft Model of Service 

• group based interventions to 
promote aspects of adolescent 
development which may include 
adventure based and recreational 
activities, 1 am not sure why these 
particular group programs are 
singled out above any others. I did 
not include them originally for that 
reason - they are some of a suite 
of group programs to promote 
aspects of adolescent development 

• administration of psychotropic 
medications under the direction of 
the consultant psychiatrist 

• administration of non-psychotropic 
medications under medical 
supervision 

• sensory modulation 

• electroconvulsive therapy 

• prior to admission a Care 
Coordinator will be appointed to 
each adolescent 

The Care coordinator will be 
responsible for: 
• providing centre orientation to the 

adolescent and their 
parent(s)/carer(s) 

• monitoring the adolescent's 
mental state and level of function 
in developmental tasks 

• assisting the adolescent to identify 

Author: C & Y Sub Network - BAG Review Work Group 
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Comments 

• individualised according to 
adolescents in the group 

• goals to be defined 
• under the clinical direction of a 

nominated clinician 

• education given to the 
adolescent and parent(s)/carer 
about medication and potential 
adverse effects 

• regular administration and 
supervision of psychotropic 
medications 

• regular monitoring for efficacy 
and adverse effects of 
psychotropic medications 

• includes medications for 
general physical health 

• utilised under the supervision 
of trained staff 

• monitor evidence of effects 
• a rarely used intervention, 

subject to a specific policy 
compliance with Australian 
clinical practice guidelines 

• administered in accord with the 
Mental Health Act 2000 

• the Care Coordinator can be a 
member of the treating team 
and is appointed by the AITRC 
director 

• an orientation information pack 
will be available to 
adolescents and their 
parent( s )/carer( s) 
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I Key Component Key Elements 

Care Monitoring 

Case Review 

Draft Model of Service 

and implement goals for their care 
plan 

• acting as the primary liaison 
person for the parent(s)/carer and 
external agencies during the 
period of admission and during the 
discharge process 

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

• providing a detailed report of the 
adolescent's progress for the care 
planning meeting 

• adolescents at high risk and require 
higher levels of observations will be 
reviewed daily 

• the case review meeting formally 
reviews the Care Plans which will 
be updated at intervals of not more 
than two months 

• all members of the clinical team 
who provide interventions for the 
adolescent will have input into the 
case review 

• ad hoc case review meetings may 
be held at other times if clinically 
indicated 

• progress and outcomes will be 
monitored at the case review 
meeting 

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

• the frequency of monitoring 
will depend on the levels of 
acuity 

• monitoring will integrate 
information from individual 
and group interventions and 
observations 

• this includes daily reviews by 
the registrar, and twice weekly 
reviews by the consultant 
psychiatrist 

• the Community Liaison Clinical 
Nurse is responsible to ensure 
adolescents are regularly 
reviewed 

• the adolescent, referring 
agencies and other key 
stakeholders will participate in 
the Case Review process 

• the consultant psychiatrist will 
chair the case review meeting 

• documented details to include 
date, clinical issues raised, 
care plan, contributing team 
members, and those 
responsible for actions 

• these will be initiated after 
discussion at the case 
conference or at the request of 
the adolescent 

• where possible this will include 
adolescents and carers 

• appropriate structured 
assessments will be utilised 

• the process will include 
objective measures 

• annual audits will ensure that 
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I Key Component Key Elements 

Case Conference 

Record Keeping 

Record Keeping 

Discharge 
Planning 

Draft Model of Service 

• a weekly case conference will be 
held to integrate information from 
and about the adolescent , 
interventions that have occurred, 
and to review progress within the 
context of the case plan 

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

• all contacts, clinical processes and 
care planning will be documented in 
the adolescent's clinical record 

• clinical records will be kept legible 
and up to date, with clearly 
documented dates, author/s (name 
and title) and clinical progress notes 

• there will be a single written clinical 
record for each adolescent 

• all case reviews will be documented 
in the adolescent's clinical record 

• discharge planning should begin at 
time of admission with key 
stakeholders being actively 
involved. 

• discharge planning will involve 
multiple processes at different times 
that attend to therapeutic needs, 
developmental tasks and 
reintegration into the family 

Author: C & Y Sub Network - BAG Review Work Group 
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Comments 
reviews are being conducted 

• a consultant psychiatrist 
should be in attendance at 
every case conference 

• the frequency of review of risk 
assessments will vary 
according to the levels of 
acuity for the various risk 
behaviours being reviewed 

• risk will be reviewed weekly or 
more frequently if required 

• progress notes will be 
consecutive within the clinical 
record according to date 

• personal and demographic 
details of the adolescent, their 
parent/carer(s) and other 
health service providers will be 
up to date 

• the written record will align 
with any electronic record 

• actions will be agreed to and 
changes in treatment 
discussed by the whole team 
and recorded 

• the adolescent and key 
stakeholders are actively 
involved in discharge planning 

• discharge planning should 
address potential significant 
obstacles e.g. 
accommodation, engagement 
with another mental health 
service 

• the AETRC School will be 
primarily responsible for and 
support school reintegration 
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I Key Component Key Elements 

Transfer 

• discharge letters outlining current 
treatments and interventions need 
to be sent to any ongoing key 
health service providers within one 
week of discharge 

• a further comprehensive Discharge 
Summary outlining the nature of 
interventions and progress during 
admission will be sent at full 
transfer from the AETRC 

• if events necessitate an unplanned 
discharge, the AETRC will ensure 
the adolescent's risk assessments 
were reviewed and they are 
discharged or transferred in accord 
with their risk assessments 

• in the event of discharge the 
AETRC will ensure they have 
appropriate accommodation, and 
that external services will follow up 
in a timely fashion 

• depending on individual needs and 
acuity some adolescents may 
require transfer to another child or 
adolescent inpatient unit 

• transfer to an adult inpatient unit 
may be required for adolescents 
who reach their 181

h birthday and 
the AETRC is no longer able to 
meet their needs 

Continuity of Care • referrers and significant stake 

Team Approach 

Draft Model of Service 

holders in the adolescent's life will 
be included in the development of 
Care Planning throughout the 
admission 

• specifically defined joint therapeutic 
interventions between the AETRC 
and the Referrer can be negotiated 

Author: C & Y Sub Network - BAC Review Work Group 
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Comments 
• the Registrar and Care 

Coordinator will prepare this 
letter 

• it should identify relapse 
patterns and risk assessment/ 
management information 

• follow-up telephone with any 
ongoing key health service 
providers will occur as well as 
the discharge letter 

• this will be prepared by the 
clinicians involved in direct 
Interventions 

• referrers and significant stake 
holders are invited to 
participate in the Case Review 
meetings 

• the Care Coordinator will liaise 
more frequently with others as 
necessary 

• joint interventions can only 
occur if clear communication 
between the AETRC and 
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I Key Component Key Elements 
either when the adolescent is 
attending the Centre or on periods 
of extended leave 

• responsibility for emergency contact 
will be clearly defined when an 
adolescent is on extended leave 

• case loads should be managed to 
ensure effective use of resources 
and to support staff 

• staff employed by the Department 
of Education and Training will be 
regarded as part of the team 

4. Service and operational procedures 

The AETRC will function best when: 

Comments 
external clinician can be 
established 

• this will be negotiated between 
the AETRC and the local 
CYMHS 

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

• strong internal and external partnerships are established and maintained 
• clear and strong clinical and operational leadership roles are provided 
• team members are provided with regular supervision 
• AETRC is seen by all CYMHS staff as integral and integrated with the CYMHS 

continuum of service 

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

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

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

Administrative support is essential for the efficient operation of the AETRC. 

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

Draft Model of Service 
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Hours of Operation 

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

• nursing staff are rostered to cover shifts 24 hours, 7 days a week 
• an on-call consultant child and adolescent psychiatrist provided through the 

Queensland Children's Health Services District will be available 24 hours, 7 days per 
week 

• 24 hours, 7 days a week telephone crisis support will be available to adolescents on 
leave is available A mobile response will not be available 

• routine assessments and interventions will be scheduled during business hours (9am -
5pm) 7 days a week 

Referrals 

Referrals are made as in Section 3 above. 

Risk Assessment 

• written, up to date policies will outline procedures for managing different levels of 
risk (e.g. joint visiting) 

• staff safety will be explicitly outlined in risk assessment policy 
• risk assessments will be initially conducted on admission and ongoing risk 

assessments will occur at a frequency as recommended by the treating team 

Staff Training 

This section requires further thought and development, since there is a lead in of 18 - 24 
months. I would divide training into 3 broad areas. 

• Mandatory training (fire, ABM, resus etc) 
• Generic CYMHS training 
• Training specific to the AETRC. This is a Level 6 facility requiring a range of 

specialist expertise. I have introduced components of the training Section from 
QNIC standards which are relevant to this. In addition, there are specific skills 
which I believe we need to have. 

Adolescents and carers will help inform the delivery of staff training where appropriate. 

Staff from the AETRC will engage in CYMHS training. On occasion AETRC will deliver training to 
other components of the CYMHS where appropriate. 
Training will include: 
• Queensland Health mandatory training requirements (fire safety, etc) 
• AETRC orientation training 
• CYMHS Key Skills training 
• clinical and operational skills/knowledge development; 
• team work; 
• principles of the service (including cultural awareness and training, safety, etc.) 

Draft Model of Service 
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• principles and practice of other CYMHS entities; community clinics, inpatient and day 
programs 

• medication management 
• understanding and use of the MHA 2000 
• engaging and interacting with other service providers and 
• risk and suicide risk assessment and management. 

Below are criteria from the QNIC standards for Staffing and Training. There are overlaps 
with one or two of the above, but still sufficiently different to be left as separate items for 
discussion. 

• Formal knowledge of aetiology, symptoms and a range of relevant conditions 
• The nature and development of the therapeutic environment for children and young 

people including opporlunities for developmental enhancement and understanding 
interactions within the unit. (The latter phrases are italicised because they are my 
paraphrase.) 

• Managing relationships and boundaries between young people and staff, including 
appropriate touch 

• The role of other services and the range of local services and activities 
• Members of the nursing team including all newly appointed senior nurse managers, 

have undertaken further training in child and adolescent mental health 
• Working with young people with learning disabilities visual impairment, hearing 

problems, physical disability and physical illness alongside mental health problems 
• Working with young people with co-morbid substance abuse and mental health 

problems 
• Audit skills 
• Research skills 
• Unit managers have had further training in management and team leadership 
• All staff, including temporary staff, have a comprehensive induction which covers 

key aspects of care (e.g. observation, child protection) before they can have 
unsupervised access to the young people 

• Supervision is included in the job description of every member of the MDT 
• Units have a dedicated Human Resources contact who understands the nature of 

the service 
• Training needs are informed through the skills needed within the unit, staff appraisal 

and individual development plans and support and supervision systems - all have 
been assessed in the last year 

In addition to these, there are core skills which I believe it is essential for staff to possess. 
Generic skills (for all staff) - making systematic observations, principles of behaviour 
therapies, components of evidence based practice, implementing evidence based practice. 
Specialty skills (for core groups of staff) - motivational enhancement in eating disorders, 
dietetics with eating disorders, working through dissociative episodes, using expressive 
therapies (eg art, sand play) in times of distress, multisensory room interventions, 
adventure therapy and recreational enhancement. These specialty skills should be listed 
out with the sentence below. Listing specialty needs/specific therapies in detail is 
necessary to develop the necessary expertise to provide effective interventions for 
adolescents with severe and complex mental illness who require a Level 6 facility. 
Where specific therapies are being delivered staff will be trained in the particular modality 
of the therapy e.g. family therapy, cognitive therapies. (All staff should understand the 
principles of behaviour programs including exposure, desensitisation, reinforcement and 
Draft Model of Service 
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extinction. However cognitive therapy now encompasses a broad range of therapy which 
is developing all the time 

5. Clinical and corporate governance 

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

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

The centre will be directly responsible to the corporate governance of the Queensland 
Children's Health Service District. Operationalisation of this corporate governance will 
occur through the AETRC director reporting directly to the Executive Director, Child and 
Adolescent Mental Health Service, Queensland Children's Hospital. Interim line 
management arrangements may be required. 

• maintain strong operational and strategic links to the CYMHS network 
• establish effective, collaborative partnerships with general health services, in particular 

Child and Youth Health Services and services to support young people e.g. Child 
Safety Services 

• provide education and training to health professionals within CYMHS on the provision 
of comprehensive mental health care to adolescents with severe and complex disorder; 

• develop the capacity for research into effective interventions for young people with 
severe and complex disorder who present to an intensive and longer term facility such 
asAETRC 

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

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

7. How do Services relate to each other? 

• formalised partnerships 
• Memorandum of Understandings between government departments 
• guidelines 
• statewide model of CYMHS 
• The AETRC is part of the CYMHS network of services in Queensland as described in 

Section 3 

8. How do adolescents and carers improve our Service? 

Draft Model of Service 
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Adolescent and carer will contribute to continued practice improvement through the 
following mechanisms: 
• adolescent and carer participation in collaborative treatment planning 
• adolescent and carer feedback tools (e.g. surveys, suggestion boxes) 
• adolescent and carer's will inform staff training 

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

9. What ensures a safe, high quality Service? 

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

• appropriate clinical governance structures 
• Skilled and appropriately qualified staff 
• professional supervision and education available for staff 
• evidence based treatment modalities 
• staff professional development 
• clear policy and procedures 
• clinical practice guidelines, including safe medication practices 

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

• Child and Youth Health Practice Manual for Child Health Nurses and Indigenous 
Child Health Workers: 
http://health.qld.gov.au/health professionals/childrens health/child youth health 

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

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

• Guidelines for the administration of electroconvulsive therapy (ECT): 
http:l/qheps. health.gld.gov.au/mentalhealth/docs/ect guidelines 31960.pdf. 

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

Legislative Framework: 

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

Draft Model of Service 
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10. Key resources and further reading 

• Queensland Plan for Mental Health 2007-2017 
• Clinical Services Capability Framework - Mental Health Services Module 
• Building guidelines for Queensland Mental Health Services - Acute mental health 

inpatient unit for children and acute mental health inpatient unit for youth 
• Queensland Capital Works Plan 
• Queensland Mental Health Benchmarking Unit 
• Australian Council of Health Care Standards 
• National Standards for Mental Health Services 1997 
• Queensland Mental Health Patient Safety Plan 2008 - 2013 
• Queensland Health Mental Health Case Management Policy Framework: Positive 

partnerships to build capacity and enable recovery 
• Mental Health Act 2000 
• Health Services Regulation 2002 
• Child Protection Act (1999) 
• State-wide Standardised Suite of Clinical Documentation for Child and Youth Mental 

Health Services. 
• Mental Health Visual Observations Clinical Practice Guidelines 2008 
• Council of Australian Governments (CoAG) National Action Plan on Mental Health 

2006-2011 
• Policy statement on reducing and where possible eliminating restraint and seclusion in 

Queensland mental health services 
• Disability Services Queensland - Mental Health Program 
• Principles and Actions for Services and People Working with Children of Parents with a 

Mental Illness 2004 
• Future Directions for Child and Youth Mental Health Services Queensland Mental 

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

Hospital Inpatient Units: 2006 
• The Queensland Health Child and Youth Mental Health Plan 2006-2011 
• National Child and Youth Mental Health Benchmarking Project 
• Adolescent, Carer and Family Participation Framework 

Draft Model of Service 
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Child and Youth Mental Health Service 

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

Model of Service 

1. What does the Service intend to achieve? 

102 

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

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

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

The key functions of the AETRC are to: 
• build upon existing comprehensive assessment of the adolescent (obtaining a thorough 

treatment history from service providers and carers) with a view to assessing the 
likelihood of therapeutic gains by attending AETRC 

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

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

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

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

Programs will include: 
• phased treatment programs that are developed in partnership with adolescents and 

where appropriate their parents or carers 
• targeted 6 month treatment incorporating a range of therapeutic interventions 

delivered by appropriately trained staff 
Draft Model of Service 
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• 24-hour inpatient care for adolescents with high acuity in a safe, structured, highly 
supervised and supportive environment to less intensive care. 

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

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

Length of Admission: 
• admissions will be individually planned 
• in specific cases when the admission exceeds 6 months the case must be presented to 

the intake panel for review following the initial 6 month admission. 

Level of Care: 
The level of care is determined by: 
• providing care in the least restrictive environment appropriate to the adolescent's 

developmental stage 
• acuity of behaviours associated with the mental illness with respect to safety to self and 

others 
• capacity of the adolescent to undertake daily self care activities 
• care systems available for transition to the community 
• access to AETRC 

103 

2. Who is the Service for? 

The AETRC is available for Queensland adolescents; 
• aged 13-17 years 
• eligible to attend high school 
• with severe and complex mental illness 
• who have impaired development secondary to their mental illness 
• who have persisting symptoms and functional impairment despite previous treatment 

delivered by other components of child and adolescent mental health services including 
CYMHS community clinics, Evolve, day programs and acute inpatient child and youth 
mental health services 

• who will benefit from a range of clinical interventions 
• who may have a range of co-morbidities including developmental delay and intellectual 

impairment 

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

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

Draft Model of Service 
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2. Adolescents diagnosed with a range of disorders associated with prolonged inability 
to attend school in spite of active community interventions. These disorders include 
Social Anxiety Disorder, Avoidant Disorder of Childhood, Separation Anxiety 
Disorder and Oppositional Defiant Disorder. It does not include individuals with 
truancy secondary to Conduct Disorder. 

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

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

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

Suitability for admission will be undertaken by an intake panel that will consist of: 
• the AETRC director/delegated senior clinical staff 
• referring specialist and/or Team Leader 
• representative from Metro South CYMHS 
• representative from the QCH CYMHS (interim arrangements may exist) 
• representative from Education Queensland 
• other identified key stakeholders (including local CYMHS as required) 

In making a decision the panel will consider the: 
• likelihood of the adolescent to experience a positive therapeutic outcome 
• potential for treatment at AETRC to assist with developmental progression 
• potential adverse impacts on the adolescent of being admitted to the unit (e.g. isolation 

from existing supports and/or cultural connection; possibility of escalation of self harm 
behaviour) posed by the adolescent to other inpatients and staff, this includes evidence 
of inappropriate sexualised behaviour 

• potential adverse impacts on other adolescents if they were to be admitted 
• possible safety issues 

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

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

Draft Model of Service 
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• continued admission is likely to produce the greatest clinical outcome in terms of 
symptom reduction and developmental progression 

• admission will pose any risk to the safety of other adolescents in the AETRC 

Admission Risks 
Some young people may pose considerable risk to others. Admission to AETRC will be 
decided on an individual case basis by a multidisciplinary review panel. 
Admission risks include but are not restricted to: 
• substantiated forensic history of offences of a violent or sexual nature 
• adolescents with Conduct Disorder 
• ongoing significant substance abuse 

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

3. What does the Service do? 

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

The key components of AETRC are defined below: 

I Key Component 

Working with other 
service providers 

Working with other 
service providers 

Draft Model of Service 

Key Elements 

• the AETRC will develop and 
maintain strong partnerships with 
other components of the CYMHS 
network 

• shared-care with the referrer and 
the community CYMHS will be 
maintained 

• the AETRC panel will develop and 
maintain partnerships with other 
relevant health services who 
interact with adolescents with 
severe and complex mental illness 

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

• at an organisational level, this 
includes participation in the 
Statewide Child and Youth 
Mental Health Sub Network 

• in the provision of service this 
includes processes for regular 
communication with referrers in 
all phases of care of the 
adolescent in AETRC 

• this includes formal 
agreements with Metro South 
facilities (paediatric and adult 
health services) and/or QCH to 
provide medical services for 
treating medical conditions 
which may arise e.g. medical 
management of overdoses; 
surgical management of 
severe lacerations or burns 
from self injury, 

• Dietetic services to liaise with 
and advise on the 
management of eating 
disorders, adequate nutrition, 
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I Key Component Key Elements 

Referral, Access 
and Triage 

Draft Model of Service 

• mandatory child protection reporting 
of a reasonable suspicion of child 
abuse and neglect 

• Statewide referrals are accepted 
for planned admissions 

• responsibility for the clinical care 
of the adolescent remains with the 
referring service until the 
adolescent is admitted to the 
AETRC 

• all referrals are made to the Clinical 
Liaison, Clinical Nurse and 
processed through the panel 

• the adolescent is assessed after 
referral either in person or via 
videoconference 

Author: C & Y Sub Network - BAG Review Work Group 
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Comments 
obesity, interactions with 
psychotropic medications etc 

• this may include developing 
conjoint programs for youth 
with developmental difficulties 
or somatisation disorders 

• this includes but is not limited 
to the Department of 
Communities (Child Safety}, 
the Department of 
Communities (Disability 
Services) and the Department 
of Communities (Housing & 
Homelessness) and Education 
Queensland 
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• AETRC staff will comply with 
Queensland Health (QH) policy 
regarding mandatory reporting 
of a reasonable suspicion of 
child abuse and neglect 

• this supports continuity of care 
for the adolescent 

• a single point of referral intake 
ensures consistent collection 
of adequate referral data and 
immediate feedback on 
appropriateness 

• it expedites an appropriate 
assessment interview and 
liaison with the referrer if there 
is a period of time until the 
adolescent is admitted 

• the pre-admission assessment 
enables the adolescent to meet 
some staff and negotiate their 
expectations of admission 

• this assessment enables 
further determination of the 
potential for therapeutic benefit 
from the admission, the impact 
on or of being with other 
adolescents and some 
assessment of acuity 

• this process monitors changes 
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I Key Component 
Referral, Access 
and Triage 

Key Component 
Assessments 

Mental Health 
Assessments 

Family/Carers 
Assessments 

Draft Model of Service 

Key Elements 

• if there is a waiting period prior to 
admission, the Clinical Liaison, 
Clinical Nurse will liaise with the 
referrer until the adolescent is 
admitted 

• priorities for admission are 
determined on the basis of levels of 
acuity, the risk of deterioration, the 
current mix of adolescents on the 
unit, the potential impact for the 
adolescent and others of admission 
at that time, length of time on the 
waiting list and age at time of 
referral 

Key Elements 
• the AETRC will obtain a detailed 

assessment of the nature of mental 
illness, their behavioural 
manifestations, impact on function 
and development and the course of 
the mental illness 

• the AETRC panel will obtain a 
detailed history of the interventions 
to date for the mental illness 

• the AETRC will obtain a detailed 
history of family structure and 
dynamics, or history of care if the 
adolescent is in care 

• parents/carers will have their needs 
assessed as indicated or requested 

• if parent/carer mental health needs 
are identified the AETRC will 
attempt to meet these needs and if 
necessary refer to an adult mental 
health service 
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Comments 
in acuity and the need for 
admission to help determine 
priorities for admissions 

• the Clinical Liaison, Clinical 
Nurse can also advise the 
referrer regarding the 
management of adolescents 
with severe and complex 
mental illness following 
consultation with the treating 
team 

Comments 
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assessment begins with the 
referral and continues throughout 
the admission 

• this is obtained by the time of 
admission 

• this process begins with the 
referral and continues 
throughout the admission 

• parents or carers will be 
involved in the mental health 
care of the adolescent as 
much as possible 

• significant effort will be made 
to support the involvement of 
parents/carers 
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I Key Component 

Developmental 
Assessments 

Assessments of 
Function 

Physical Health 
Assessments 

Risk Assessments 

General Aspects of 
Assessment 

Draft Model of Service 

Key Elements 

• the AETRC will obtain a 
comprehensive understanding of 
developmental disorders and their 
current impact 

• the AETRC will obtain information 
on schooling as it is available 

• the AETRC will obtain assessments 
on an adolescent's function in tasks 
appropriate to their stage of 
development 

• routine physical examination will 
occur on admission 

• physical health is to be monitored 
throughout the admission 

• appropriate physical investigations 
should be informed as necessary 

• a key function of the panel will be to 
assess risk prior to admission 

• risk assessments will be initially 
conducted on admission and 
ongoing risk assessments will 
occur at a frequency as 
recommended by the treating team 
and updated at case review 

• documentation of all past history of 
deliberate self harm will be included 
in assessment of current risk 

• will include a formalised suicide risk 
assessment 

• assessment timeframes 

• Communication 

• Care Plans 

Author: C & Y Sub Network - BAG Review Work Group 
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Comments 

• this process begins with 
available information on 
referral and during the 
admission 

• this occurs upon admission 

• this assessment occurs 
throughout the admission 

• all risk assessments will be 
recorded in the patient charts 
and electronic clinical record 
(CIMHA) 
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• risk assessment will be in 
accordance with the risk 
assessment contained in the 
statewide standardised clinical 
documentation 

• routine assessments will be 
prompt and timely 

• initial assessments of mental 
health, development and 
family are to be completed 
within two weeks of 
admission 

• the outcome of assessments 
will be promptly 
communicated to the 
adolescent, the parent or 
guardian and other 
stakeholders (if the 
adolescent consents) 

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

EXHIBIT 189



DTZ.900.003.0113

I Key Component Key Elements 
• Mental Health Act 2000 

assessments 

• drug and alcohol assessments 

Comments 
• Mental Health Act 2000 

assessments will be 
conducted by Authorised 
Mental Health Practitioner 
and/or authorised doctor 

• assessments of alcohol and 
drug use will be conducted 
with the adolescent on 
admission and routinely 
throughout ongoing contact 
with the service 
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• Information from the Mental Health, Family/Carer, Developmental and Functional 
assessments is integrated into a comprehensive formulation of the illness and 
impairments. Further information from continuing assessments is incorporated into 
developing and refining the original formulation at the Case Review Meetings 

Recovery Planning 

Clinical 
Interventions 

Psychotherapeutic 

Draft Model of Service 

• an initial Recovery Plan is 
developed in consultation with the 
adolescent and their family/carers 
on admission 

• Interventions will be individualised 
according to the adolescent's 
treatment needs 

• individual verbal therapeutic 
interventions utilising a 
predominant therapeutic framework 
(e.g. Cognitive Therapy) 

Author: C & Y Sub Network - BAG Review Work Group 
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• during admission, 
adolescents have access to a 
range of least restrictive, 
therapeutic interventions 
determined by evidenced 
based practice and 
developmentally appropriate 
programs to optimise their 
rehabilitation and recovery 

• continual monitoring and 
review of the adolescent's 
progress towards their 
Recovery Planning is 
reviewed regularly through 
collaboration between the 
treating team, adolescents, 
the referrers and other 
relevant agencies 

• therapists will receive 
recognised, specific training in 
the mode of therapy identified 

• the therapy is modified 
according to the capacity of 
the adolescent to utilise the 
therapy, developmental 
considerations and stage of 
change in the illness 

• the therapist will have access 
to regular supervision 

• specific therapies will 
incorporate insights from other 
frameworks (e.g. Cognitive 
Therapy will incorporate 
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I Key Component 

Psychotherapeutic 

Behavioural 
interventions 

Psycho-education 
Interventions 

Family Interventions 

Draft Model of Service 

Key Elements 

• individual non-verbal therapeutic 
interventions within established 
therapeutic framework (e.g. sand 
play, art, music therapies etc.) 

• individual supportive verbal or non­
verbal or behavioural therapeutic 
interventions utilising research from 
a number of specific therapeutic 
frameworks (e.g. Trauma 
Counselling, facilitation of art 
therapy) 

• psychotherapeutic group 
interventions utilising specific or 
modified Therapeutic Frameworks 
(e.g. Dialectical Behaviour 
Therapy) 

• individual specific behavioural 
intervention (e.g. desensitisation 
program for anxiety) 

• individual general behavioural 
interventions to reduce specific 
behaviours (e.g. self harm) 

• group general or specific 
behavioural interventions 

• includes general specific or general 
psycho-education on mental illness 

• family interventions to support the 
family/carer while the adolescent is 
in theAETRC 

Author: C & Y Sub Network - BAG Review Work Group 
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Comments 
understanding from 
Psychodynamic Therapies with 
respect to relationships) 

• supportive therapies will be 
integrated into the overall 
therapeutic approaches to the 
adolescent 

• used at times when the 
adolescent is distressed or to 
generalise strategies to the 
day to day environment 

• staff undertaking supportive 
interventions will receive 
training in the limited use of 
specific modalities of therapy 
and have access to clinical 
supervision 

• supportive therapies will be 
integrated into the overall 
therapeutic approaches to the 
adolescent 

• as for individual verbal 
interventions 

• behavioural program 
constructed under appropriate 
supervision 

• monitor evidence for 
effectiveness of intervention 

• review effectiveness of 
behavioural program at 
individual and Centre level 

• monitor evidence for 
effectiveness of intervention 

• available to adolescents and 
their parents/carers 

• supportive family interventions 
will, when possible be 
integrated into the overall 
therapeutic approaches to the 
adolescent 

• includes psycho-education for 
parents/carers 
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I Key Component Key Elements 

Family Interventions • family therapy as appropriate 

Interventions to 
Facilitate Tasks of 
Adolescent 
Development 

Pharmacological 
Interventions 

Draft Model of Service 

• monitoring mental health of 
parent/carer 

• monitor risk of abuse or neglect 

• promote qualities of care which 
enable reflection of qualities of 
home 

• interventions to promote 
appropriate development in a safe 
and validating environment 

• school based interventions to 
promote learning, educational or 
vocational goals and life skills 

• individual based interventions to 
promote an aspect of adolescent 
development 

• group based interventions to 
promote aspects of adolescent 
development which may include 
adventure based and recreational 
activities 

• administration of psychotropic 
medications under the direction of 
the consultant psychiatrist 

Author: C & Y Sub Network - BAG Review Work Group 
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Comments 

• therapist will have recognised 
training in family 
therapytherapists will have 
access to continuing 
supervision 

• review evidence for 
effectiveness of the 
intervention 

• family therapy will be 
integrated into the overall 
therapeutic approaches to the 
adolescent 

• support for parent/carer to 
access appropriate mental 
health care 

• fulfil statutory obligations if 
child protection concerns are 
identified 
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• review of interactions with staff 
• support staff in reviewing 

interactions with and attitudes 
to adolescent 

• individualised according to 
adolescents in the group 

• goals to be defined 
• under the clinical direction of a 

nominated clinician 

• education given to the 
adolescent and parent(s)/carer 
about medication and potential 
adverse effects 

• regular administration and 
supervision of psychotropic 
medications 

• regular monitoring for efficacy 
and adverse effects of 
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I Key Component Key Elements 

Other Interventions 

Care Coordination 

Clinical care 
coordination and 
review 

Care Monitoring 

Draft Model of Service 

• administration of non-psychotropic 
medications under medical 
supervision 

• sensory modulation 

• electroconvulsive therapy 

• prior to admission a Care 
Coordinator will be appointed to 
each adolescent 

The Care coordinator will be 
responsible for: 
• providing centre orientation to the 

adolescent and their 
parent(s)lcarer( s) 

• monitoring the adolescent's 
mental state and level of function 
in developmental tasks 

• assisting the adolescent to identify 
and implement goals for their care 
plan 

• acting as the primary liaison 
person for the parent( s )/carer and 
external agencies during the 
period of admission and during the 
discharge process 

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

• providing a detailed report of the 
adolescent's progress for the care 
planning meeting 

• adolescents at high risk and require 
higher levels of observations will be 
reviewed daily 
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Comments 
psychotropic medications 

• includes medications for 
general physical health 

• utilised under the supervision 
of trained staff 

• monitor evidence of effects 
• a rarely used intervention, 

subject to a specific policy 
compliance with Australian 
clinical practice guidelines 
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• administered in accord with the 
Mental Health Act 2000 

• the Care Coordinator can be a 
member of the treating team 
and is appointed by the AITRC 
director 

• an orientation information pack 
will be available to 
adolescents and their 
parent(s )/carer(s) 

• the frequency of monitoring 
will depend on the levels of 
acuity 

• monitoring will integrate 
information from individual 
and group interventions and 
observations 

• this includes daily reviews by 
the registrar, and twice weekly 
reviews by the consultant 
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I Key Component Key Elements 

Case Review 

Case Conference 

Record Keeping 

Draft Model of Service 

• the case review meeting formally 
reviews the Care Plans which will 
be updated at intervals of not more 
than two months 

• all members of the clinical team 
who provide interventions for the 
adolescent will have input into the 
case review 

• ad hoc case review meetings may 
be held at other times if clinically 
indicated 

• progress and outcomes will be 
monitored at the case review 
meeting 

• a weekly case conference will be 
held to integrate information from 
and about the adolescent , 
interventions that have occurred, 
and to review progress within the 
context of the case plan 

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

• all contacts, clinical processes and 
care planning will be documented in 
the adolescent's clinical record 

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

• the Community Liaison Clinical 
Nurse is responsible to ensure 
adolescents are regularly 
reviewed 

• the adolescent, referring 
agencies and other key 
stakeholders will participate in 
the Case Review process 

• the consultant psychiatrist will 
chair the case review meeting 

• documented details to include 
date, clinical issues raised, 
care plan, contributing team 
members, and those 
responsible for actions 

• these will be initiated after 
discussion at the case 
conference or at the request of 
the adolescent 

• where possible this will include 
consumers and carers 

• appropriate structured 
assessments will be utilised 

• the process will include 
objective measures 

• annual audits will ensure that 
reviews are being conducted 

• a consultant psychiatrist 
should be in attendance at 
every case conference 

• the frequency of review of risk 
assessments will vary 
according to the levels of 
acuity for the various risk 
behaviours being reviewed 

• risk will be reviewed weekly or 
more frequently if required 

• progress notes will be 
consecutive within the clinical 
record according to date 

• personal and demographic 
details of the adolescent, their 
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I Key Component Key Elements 

Record Keeping 

Discharge 
Planning 

Draft Model of Service 

documented dates, author/s (name 
and title) and clinical progress notes 

• there will be a single written clinical 
record for each adolescent 

• all case reviews will be documented 
in the adolescent's clinical record 

• discharge planning should begin at 
time of admission with key 
stakeholders being actively 
involved. 

• discharge planning will involve 
multiple processes at different times 
that attend to therapeutic needs, 
developmental tasks and 
reintegration into the family 

• discharge letters outlining current 
treatments and interventions need 
to be sent to any ongoing key 
health service providers within one 
week of discharge 

• a further comprehensive Discharge 
Summary outlining the nature of 
interventions and progress during 
admission will be sent at full 
transfer from the AETRC 

• if events necessitate an unplanned 
discharge, the AETRC will ensure 
the adolescent's risk assessments 
were reviewed and they are 
discharged or transferred in accord 
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Comments 
parent/carer(s) and other 
health service providers will be 
up to date 

• the written record will align 
with any electronic record 

• actions will be agreed to and 
changes in treatment 
discussed by the whole team 
and recorded 

• the adolescent and key 
stakeholders are actively 
involved in discharge planning 

• discharge planning should 
address potential significant 
obstacles e.g. 
accommodation, engagement 
with another mental health 
service 

• the AETRC School will be 
primarily responsible for and 
support school reintegration 

• the Registrar and Care 
Coordinator will prepare this 
letter 

• it should identify relapse 
patterns and risk assessment/ 
management information 

• follow-up telephone with any 
ongoing key health service 
providers will occur as well as 
the discharge letter 

• this will be prepared by the 
clinicians involved in direct 
Interventions 
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I Key Component Key Elements 

Transfer 

with their risk assessments 

• in the event of discharge the 
AETRC will ensure they have 
appropriate accommodation, and 
that external services will follow up 
in a timely fashion 

• depending on individual needs and 
acuity some adolescents may 
require transfer to another child or 
adolescent inpatient unit 

• transfer to an adult inpatient unit 
may be required for adolescents 
who reach their 181

h birthday and 
the AETRC is no longer able to 
meet their needs 

Continuity of Care • referrers and significant stake 

Team Approach 

holders in the adolescent's life will 
be included in the development of 
Care Planning throughout the 
admission 

• specifically defined joint therapeutic 
interventions between the AETRC 
and the Referrer can be negotiated 
either when the adolescent is 
attending the Centre or on periods 
of extended leave 

• responsibility for emergency contact 
will be clearly defined when an 
adolescent is on extended leave 

• case loads should be managed to 
ensure effective use of resources 
and to support staff 

• staff employed by the Department 
of Education and Training will be 
regarded as part of the team 

4. Service and operational procedures 

The AETRC will function best when: 

Draft Model of Service 
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Comments 

• referrers and significant stake 
holders are invited to 
participate in the Case Review 
meetings 

• the Care Coordinator will liaise 
more frequently with others as 
necessary 

• joint interventions can only 
occur if clear communication 
between the AETRC and 
external clinician can be 
established 

• this will be negotiated between 
the AETRC and the local 
CYMHS 
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• there is an adequate skill mix, with senior level expertise and knowledge being 
demonstrated by the majority of staff 

• strong internal and external partnerships are established and maintained 
• clear and strong clinical and operational leadership roles are provided 
• team members are provided with regular supervision 
• AETRC is seen by all CYMHS staff as integral and integrated with the CYMHS 

continuum of service 

Caseload 

116 

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

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

Staffing 

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

Administrative support is essential for the efficient operation of the AETRC. 

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

Hours of Operation 

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

• nursing staff are rostered to cover shifts 24 hours, 7 days a week 
• an on-call consultant child and adolescent psychiatrist will be available 24 hours, 7 

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

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

5pm) 7 days a week 

Referrals 

Referrals are made as in Section 3 above. 

Risk Assessment 

• written, up to date policies will outline procedures for managing different levels of 
risk (e.g. joint visiting) 

• staff safety will be explicitly outlined in risk assessment policy 

Draft Model of Service 
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• risk assessments will be initially conducted on admission and ongoing risk 
assessments will occur at a frequency as recommended by the treating team 

Staff Training 

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

Staff from the AETRC will engage in CYMHS training. On occasion AETRC will deliver training to 
other components of the CYMHS where appropriate. 
Training will include: 
• Queensland Health mandatory training requirements (fire safety, etc) 
• AETRC orientation training 
• CYMHS Key Skills training 
• clinical and operational skills/knowledge development; 
• team work; 
• principles of the service (including cultural awareness and training, safety, etc.) 

117 

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

• medication management 
• understanding and use of the MHA 2000 
• engaging and interacting with other service providers and 
• risk and suicide risk assessment and management. 

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

5. Clinical and corporate governance 

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

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

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

• maintain strong operational and strategic links to the CYMHS network 
• establish effective, collaborative partnerships with general health services, in particular 

Child and Youth Health Services and services to support young people e.g. Child 
Safety Services 

Draft Model of Service 
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• provide education and training to health professionals within CYMHS on the provision 
of comprehensive mental health care to adolescents with severe and complex disorder; 

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

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

118 

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

7. How do Services relate to each other? 

• formalised partnerships 
• Memorandum of Understandings between government departments 
• guidelines 
• statewide model of CYMHS 
• the AETRC is part of the CYMHS network of services in Queensland as described in 

Section 3 

8. How do consumers and carers improve our Service? 

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

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

9. What ensures a safe, high quality Service? 

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

• appropriate clinical governance structures 
• skilled and appropriately qualified staff 
• professional supervision and education available for staff 
• evidence based treatment modalities 
• staff professional development 
• clear policy and procedures 
• clinical practice guidelines, including safe medication practices 

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

Draft Model of Service 
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• Child and Youth Health Practice Manual for Child Health Nurses and Indigenous 
Child Health Workers: 
http://health.qld.gov.au/health professionals/childrens health/child youth health 

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

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

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

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

Legislative Framework: 

119 

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

10. Key resources and further reading 

• Queensland Plan for Mental Health 2007-2017 
• Clinical Services Capability Framework - Mental Health Services Module 
• Building guidelines for Queensland Mental Health Services - Acute mental health 

inpatient unit for children and acute mental health inpatient unit for youth 
• Queensland Capital Works Plan 
• Queensland Mental Health Benchmarking Unit 
• Australian Council of Health Care Standards 
• National Standards for Mental Health Services 1997 
• Queensland Mental Health Patient Safety Plan 2008 - 2013 
• Queensland Health Mental Health Case Management Policy Framework: Positive 

partnerships to build capacity and enable recovery 
• Mental Health Act 2000 
• Health Services Regulation 2002 
• Child Protection Act (1999) 
• State-wide Standardised Suite of Clinical Documentation for Child and Youth Mental 

Health Services. 
• Mental Health Visual Observations Clinical Practice Guidelines 2008 
• Council of Australian Governments (CoAG) National Action Plan on Mental Health 

2006-2011 
• Policy statement on reducing and where possible eliminating restraint and seclusion in 

Queensland mental health services 
• Disability Services Queensland - Mental Health Program 

Draft Model of Service 
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• Principles and Actions for Services and People Working with Children of Parents with a 
Mental Illness 2004 

• Future Directions for Child and Youth Mental Health Services Queensland Mental 
Health Policy Statement (1996) 

• Guiding Principles for Admission to Queensland Child and Youth Mental Health Acute 
Hospital Inpatient Units: 2006 

• The Queensland Health Child and Youth Mental Health Plan 2006-2011 
• National Child and Youth Mental Health Benchmarking Project 
• Consumer, Carer and Family Participation Framework 

C:\Users\lewisem\AppData\Local\Temp\2\ttwntikw\AETRC MOSD final draft.doc 
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The model of service template - Queensland public mental health 
services 

• The model of service (MOS) template used in the development of this service 
component is part of a larger document that will describe public mental health services 
in Queensland. 

• The template for the individual MOS has been developed utilising the UK Department 
of Health document 'Mental Health Policy Implementation Guide-Community Mental 
Health Teams' 
[http://www.dh.gov.uk/prod consum dh/groups/dh digitalassets/@dli/@en/@ps/docu 
ments/digitalasset/dh 085652.pdf] 

--- - -
-_ ,- - - -. --- - _-

• A model of service is being developed to describ~ e13cltt~arn/service component of the 
public mental health service in Queensland. It is a 'liviilg' document. 

--_:_-_:_.--. 

• At this time there are 30 MOS in various stages of devefopmenL 

• The finalised MOS will: 
0 be visionary -- the aim is not to destribe whatcurrently happens in services 

but describewh13l!>ervices should be aiming towards in the next five years 
(2015) 

o include c()n!ent thatdescribes evidence based best practice 
o include conterit thati~ clinically driven, positive and inclusive 
0 cl~arly state targets to measure change and provide a benchmark. 

,- -o.--'._ -~;:,.:_-> ~-, ~~--· 

• The attached 10 pointtempfatemust be used when completing a draft MOS for a 
service componentclrteam. 

• The keycomponents in toe table can be adapted to describe the key functions of a 
particular.service. Language that is definitive, succinct and action focussed should be 
used. Dot points are fine. · 

122 

• Generic information regarding the Queensland public mental health service will be 
addressed in the. introduction to the MOS document e.g. role descriptions, where to find 
a service, policy and practice frameworks. 

Please note that all drafts need to be forwarded to Leianne McArthur prior to broad 
dissemination. 

For more information, please contact the A/Manager of the Model of Service Project -
Leianne McArthur at
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Adolescent extended treatment and rehabilitation centre 

model of service 

1. What does the service intend to achieve? 

123 

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

The Child and Youth Mental Health Service (CYMHS) AdolescenLExtended Treatment and 
Rehabilitation Centre (AETRC) is a statewide service providing specialist multidisciplinary 
assessment and integrated treatment and rehabilitation to aqolescents betw(Jen 13 and 17 years of 
age with severe, persistent mental illness/es. The majority of adolescents•present with severe 
psychosocial impairment as a result of their ment<jl illness/es, and presentations are often 
complicated by developmental co-morbidities. Many also experience chronic faf1lily dysfunction, 
which serves to exacerbate the severity and persistence of the disorder and associa\eid disabilities. 

The AETRC is part of the Statewide CYMHS continuum of c<jre that includes community based 
treatment teams, Adolescent Day Programs and Acute Child·and Adolescent Inpatient units. 

The key functions of an AETRC are: .· .. • · •..... _ . . 
• 24-hour inpatient care for adolescents with high•ac(Jity in a safe, structured, highly supervised 

and supportive environment to less intensive catei. 
• Individually planned admissions. ... . . . . 
• flexible and targeted programs that can be delivered in a range of contexts including individual, 

school, community, group andfamily. 
• build upon existing comprehensive assessment of the adolescent (obtaining a thorough 

treatment history from service providers and carers) with a view to assessing the likelihood of 
therapeutic gains by afteiidingAETRC 

• provide individually tailorec(evic:lence. ba1>ed treatment interventions to alleviate or treat 
distressing symptoms and prOinote recover}'·· 

• provide a range oflnteryentions to assist progression in developmental tasks which may be 
arresfod secondary to tlJ£>. mental illness 

• provide a 6 month targeted.and phased treatment program that will ultimately assist recovery 
and reintegration back into\he community 

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

The AETRC functions contribute to: 
• targeted treatment incorporating a range of therapeutic interventions delivered by 

appropriately trained staff (in specific cases when the admission exceeds 6 months the case 
must be presented to the intake panel for review following the initial 6 month admission). 

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

• assertive discharge planning to integrate the adolescent back into their community and 
appropriate local treatment services. 
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The AETRC will be able to: 
• provide care in the least restrictive environment appropriate to the adolescent's developmental 

stage 
• provide varying levels of care on the basis of acuity of mental illness associated behaviours; 

with consideration for the safety of self and others and after consideration of the adolescents 
capacity to undertake daily self care activities 

• assist with establishment of care systems for transition to the community 

2. Who is the service for? 
The AETRC is available for Queensland adolescents: 
• who are aged 13 - 17 years 
• who are eligible to attend high school 
• with severe and complex mental illness 
• who have impaired development secondary to their mental ifflless 

124 

• who have persisting symptoms and functional impairm_ent despite previous treatment delivered 
by other components of child and adolescent 111.ental health services including CYMHS 
community clinics, Evolve, day programs and acute inpatient child and youth mental health 
services 

• who will benefit from a range of clinical interventions 
• who may have a range of co-morbidities includiri{F developmental delay and intellectual 

impairment 

Severe and complex mental illness in adolescents occurs ill a number of disorders. Many 
adolescents present with a complex array of co~!Tlprbidities. AETRC typically treats adolescent 
that can be characterised as outlined below: -_ 

• Adolescents with persistent depression, usuaily in the cohtext of childhood abuse. These 
individuals frequently have concomitant sympioms of trauma eg. PTSD, dissociation, recurrent 
self harm and dissociative hallucinoses. 

• Adolescents diagnosed with a range of disorders associated with prolonged inability to attend 
school in spite pf active comrllullitY interventions. These disorders include Social Anxiety 
Disorder, Avoidant Disorder; of Childhood,-_ Separation Anxiety Disorder and Oppositional 
Defiant Disorder. It dqes not include individuals with truancy secondary to Conduct Disorder. 

• Adolescents diagnosed-with complex post traumatic stress disorder. These individuals can 
present with severe challenging behaviour including persistent deliberate self harm and suicidal 
behaviour resistant to treatment within other levels of the service system. 

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

• Adolescents with a persistent eating disorder such that they are unable to maintain weight for 
any period in the community. These typically have co-morbid Social Anxiety Disorder. 
Treatment will have included the input of practitioners with specialist eating disorders 
experience prior to acceptance at AITRC. Previous hospital admissions for treatment of the 
eating disorder may have occurred. Any admission to AETRC of an adolescent with an eating 
disorder will be linked into the Queensland Children's Hospital (QCH) for specialist medical 
treatment. Adolescents requiring nutritional resuscitation will be referred to QCH. For 
adolescents over 15 years of age specialist medical treatment may be met by an appropriate 
adult health facility. 
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Suitability for admission will be undertaken by an intake panel that will consist of: 
• the AETRC director/delegated senior clinical staff 
• referring specialist and/or Team Leader 
• representative from CYMHS in the relevant districts. 
• representative from the QCH CYMHS (interim arrangements may exist) 
• representative from Education Queensland 
• other identified key stakeholders (including local CYMHS as required) 

In making a decision the panel will consider the: 
• likelihood of the adolescent to experience a positive therapeutic outcome 
• potential for treatment at AETRC to assist with developmental progression 
• potential adverse impacts on the adolescent of being admitted to the unit (e.g. isolation from 

existing supports and/or cultural connection; possibility of eo;calation of self harm behaviour) 
posed by the adolescent to other inpatients and staff, this includes· evidence of inappropriate 
sexualised behaviour 

• potential adverse impacts on other adolescents if they yVere to be admitted • 
• possible safety issues 

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

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

" - -- -

• continued admission is likely to produce tlie greatest clinical-outcome in terms of symptom 
reduction and developmental progression · · -

• admission will pose any risk to the safety of otheradoles-Cel"lts ih the AETRC 
-_--,-- _--

Some young people may.pose considerable risk toothers. Admission to AETRC will be decided on 
an individual case basis by a multidisciplinary review panel. 
Admission risks incli.ide but are nohestricted to: 
• 
• 
• 

substantiated forensic history ofoffenc.es of a violent or sexual nature 
adolescents with. Conduct Disorder - - ·-
ongoing significants(Jbstance abuse 

-, :--~- _-.'_ - _- .:-_ _-;_ 

When determining the adlllission of ~c:lol!lscents where recurrent absconding is a significant risk, 
the likelihood that the adolescent will experience a positive therapeutic outcome needs to be 
considered. 

In specific cases When the <idmission exceeds six months the case must be presented to the 
AETRC panel for reviewfollo\11/ing the initial six month admission. 

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

The AETRC is gazetted as an authorised mental health service in accordance with Section 495 of 
the Mental Health Act. 

3. What does the service do? 

The key components of an AETRC are defined here. These components are essential for the 
effective operation of an AETRC. 
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Table 1: Key components and elements of an adolescent extended treatment and rehabilitation 
centre 

Key component 
3.1.0 
Working with other 
service providers 

Draft Model of Service 

Key elements 
3.1.1 
The AETRC will develop and 
maintain strong partnerships with 
other components of the CYMHS 
network. 
3.1.2 
Shared-care with the referrer and 
the community CYMHS will be 
maintained. 

3.1.3 
The AETRC panel will develop and 
maintain partnerships with other 
relevant health services that interact 
with adolescents with severe and 
complex mental illness. 

3.1.4 
AETRC staff will comply with 
Queensland Health (QH) policy 
regarding mandatory reporting of a 
reasonable suspicion of child abuse 
and neglect. 

Author: C & Y Sub Network - BAG Review Work Group 
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Comments 
• At an organisational level, this 

includes participation in the 
Statewide Child and Youth Mental 
Health Sub Network. 

• In the provision of service this 
includes processes for regular 
communication with referrers in all 
phases of care of the adolescent in 
AETRC. 

• This includes formal agreements 
with health service district (HSD) 
facilities (paediatric and adult 
health services) and/or QCH to 
provide medical services for 
treating medical conditions which 
may arise e.g. medical 
management of overdoses; 
surgical management of severe 
lacerations or burns from self 
injury. 

• Dietetic services to liaise with and 
advise on the management of 
eating disorders, adequate 
nutrition, obesity, interactions with 
psychotropic medications etc. 

• This may include developing 
conjoint programs for youth 
with developmental difficulties 
or somatisation disorders 

• This includes but is not limited to 
the Department of 
Communities (Child Safety), 
the Department of 
Communities (Disability 
Services) and the 
Department of Communities 
(Housing & Homelessness) 

and Education Queensland 
• Mandatory child protection 

reporting of a reasonable 
suspicion of child abuse and 
neglect. 

Hyperlink to: 
• meeting the needs of children for 

whom a person with a mental 
illness has care responsibilities 
[http://qheps.health.qld.gov.au/me 
ntalhealth/html/careofchild.htm]. 
child safety policy 
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Key component 

3.2.0 
Referral, access 
and triage 

Draft Model of Service 

Key elements 

3.1.5 
When adolescents have specific 
needs (e.g. sensory impairment, 
transcultural) to ensure effective 
communication, AETRC will engage 
the assistance of appropriate 
services 

3.2.1 
Statewide referrals are accepted for 
planned admissions. 

3.2.2 
Responsibility for the clinical care of 
the adolescent remains with the 
referring service until the 
adolescent is admitted to the 
AETRC. 
3.2.3 
All referrals are made to the Clinical 
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Comments 
[http://qheps.health.qld.gov.au/mh 
alu/documents/policies/child_prote 
ct.pdf]. 

• mental health child protection form 
[http://gheps/health.qld.gov.au/pati 
entsafety/mh/documents/child pro 
tQgf] 

• Certain population groups 
require specific consideration 
and collaborative support. This 
includes people from culturally 
and linguistically diverse 
(CALD) backgrounds and 
Aboriginal and Torres Strait 
Islander people. 

Hyperlinks to: 
• interpreter services 

[http://www.health.qld.gov.au/multi 
cultural/interpreters/QHIS_home.a 
sp] 

• hearing impaired/deafness 
[http://www.health.qld.gov.au/paho 
spital/mentalhealth/docs/damh_co 
n_info.pdf] 

• transcultural mental health 
[http://www.health.qld.gov.au/paho 
spital/qtmhc/default.asp] 

• Aboriginal and Torres Strait 
Islander Cultural Capability 
Framework 2010-2033 
[http://qheps.health.qld.gov.au/atsi 
hb/docs/atsiccf.pdf] 

• Indigenous mental health 
[http://www.health.qld.gov.au/ment 
alhealth/useful_links/indigenous.a 
sp] 

• multicultural mental health 
[http://www.health.qld.gov.au/ment 
alhealth/useful_links/multicultural. 
as ] 

• This supports continuity of care for 
the adolescent. 

• A single point of referral intake 
ensures consistent collection of 
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Key component 

3.3.0 
Assessment 

Draft Model of Service 

Key elements 
Liaison, Clinical Nurse and 
processed through the intake panel. 

3.2.4 
The adolescent is assessed after 
referral either in person or via 
videoconference. 

3.2.5 
If there is a waiting period prior to 
admission, the Clinical Liaison, 
Clinical Nurse will liaise with the 
referrer until the adolescent is 
admitted. 

3.2.6 
Priorities for admission are 
determined on the basis of levels of 
acuity, the risk of deterioration, the 
current mix of adolescents on the 
unit, the potential impact for the 
adolescent and others of admission 
at that time, length of time on the 
waiting list and age at time of 
referral. 
3.3.1 
Assessments will be prompt and 
timely. 
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Comments 
adequate referral data and 
immediate feedback on 
appropriateness. 

• The pre-admission assessment 
enables the adolescent to meet 
some staff and negotiate their 
expectations of admission. 

• This assessment enables further 
determination of the potential for 
therapeutic benefit from the 
admission, the impact on or of 
being with other adolescents and 
some assessment of acuity. 

• This process monitors changes in 
acuity and the need for admission 
to help determine priorities for 
admissions. 

• The Clinical Liaison, Clinical Nurse 
can also advise the referrer 
regarding the management of 
adolescents with severe and 
complex mental illness following 
consultation with the treating team. 

• This expedites an appropriate 
assessment interview and liaison 
with the referrer if there is a period 
of time until the adolescent is 
admitted. 

• Initial assessments of mental 
health, development and family 
are to be completed within two 
weeks of admission. 

Hyperlink to: 
• mental health clinical 

documentation 
[http://qheps.health.qld.gov.au/pati 
entsafety/mh/mhform.htm] 

• All assessment processes will be 
documented and integrated into 
the care plan. 

Hyperlink to: 
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Key component 

3.4.0 
Mental Health 
Assessment 

Draft Model of Service 

Key elements 

3.3.2 
A comprehensive clinical 
formulation is developed from the 
assessment, which is refined and 
updated secondary to ongoing 
assessment processes 
3.4.1 
The AETRC will obtain a detailed 
assessment of the nature of mental 
illness, their behavioural 
manifestations, impact on function 
and development and the course of 
the mental illness. 

3.4.2 
The AETRC intake panel will obtain 
a detailed history of the 
interventions to date for the mental 
illness. 
3.4.3 
Mental Health Act 2000 
assessments will be conducted by 
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Comments 
• child and youth recovery plan form 

fhttp://qheps.health.qld.gov.au/pati 
entsafety/mh/documents/cyms_re 
covery. pd!] 

• The outcome of assessments will 
be promptly communicated to the 
adolescent, the parent or 
guardian, and other stakeholders 
(with consent of the adolescent) 

Hyperlink to: 
• Health Se/Vices Act 1991: 

Confidentiality Guidelines 
[http://qheps.health.qld.gov.au/lalu 
/admin_law/privacy_docs/conf_gui 
delines.pdf]. 

• right to information and 
information privacy 
[http://www.health.qld.gov.au/foi/d 
efault.asp]. 

• information sharing 
[http://qheps.health.qld.gov.au/csu 
flnfoSharing.htm]. 

• carers matter 
[http://www.health.qld.gov.au/mhc 
arer/I. 

• The formulation is reviewed and 
refined at case review meetings 

• Assessment begins with the 
referral and continues throughout 
the admission. 

• mental health clinical 
documentation 
[http://qheps.health.qld.gov.au/pati 
entsafety/mhfmhform.htm] 

• adolescent assessment form child 
and youth 
[http:qheps.health.qld.gov.au/patie 
ntsafety/mh/documents/cyms_con 
ass.pd!]. 

• This is obtained by the time of 
admission. 

Hyperlink to: 
• Mental Health Act 2000 

[http://www.legislation.qld.gov.au/ 
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Key component Key elements 
Authorised Mental Health 
Practitioner and/or authorised 
doctor. 
3.5.1 

Comments 
LEG ISL TN/CURRENT/M/MentalH 
ealAOO.pdf]. 

3.5.0 
Family/Carers 
Assessment 

AETRC will obtain a detailed history • 
of family structure and dynamics, or 
history of care if the adolescent is in 

This process begins with the 
referral and continues throughout 
the admission. 

3.6.0 
Developmental 
Assessment 

3.7.0 
Functional 
Assessment 

3.8.0 
Physical and Oral 
Health 
Assessments 

3.9.0 

Draft Model of Service 

care. 

3.6.1 
The AETRC will obtain a 
comprehensive understanding of 
developmental disorders and their 
current impact. 
3.6.2 
The AETRC will obtain information 
on schooling as it is available. 
3.7.1 
The AETRC will obtain assessments 
on an adolescent's function in tasks 
appropriate to their stage of 
development. 
3.8.1 
Routine physical examination will 
occur on admission. 

3.8.2 
Physical and oral health will be 
routinely assesses and monitored 
throughout the admission. 
Additional resources, education and 
training to improve the physical and 
oral health management of 
adolescents with mental illness is 
available at: 
Hyperlink to: 
• activate: mind & body 
[http://www.activatemindandbody.co 
m.au/] 

3.9.1 
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• This process begins with available 
information on referral and during 
the admission. 

• This occurs upon admission. 

• This assessment occurs 
throughout the admission. 

• Appropriate physical 
investigations should be informed 
as necessary. 

Hyperlink to: 
• physical examination and 

investigations form 
[http://gheps.health.qld.qov.au/pati 
entsafety/mh/documents/cyms ph 
ysical.pdf]. 
Link to: 

m 
rretabolK: rronitoring 

form 

• Documented evidence of the 
physical and oral health 
assessment will be included in the 
adolescent clinical record. 

• Outcomes of physical health 
assessments will be incorporated in 
recovery planning. 

• All efforts will be made to ensure 
100% of adolescents have a 
nominated GP. 

• Potential physical and oral health 
problems will be identified and 
discussed with the GP and/or other 
primary health care provider 

• All risk assessments will be 
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Key component Key elements 
Risk Assessments A key function of the panel will be to 

assess risk prior to admission. 

3.10.0 
Alcohol 
Drug 

3.9.2 
Risk assessments will be initially 
conducted on admission and 
ongoing risk assessments will occur 
at a frequency as recommended by 
the treating team and updated at 
case review. 

3.10.1 
and Other Assessments of alcohol and drug 

use will be conducted with the 
adolescent on admission and 
routinely throughout ongoing contact 
with the service. 

3.11.0 3.11.1 
Recovery Planning An initial Recovery Plan is 

developed in consultation with the 
adolescent and their family/carers 
on admission. 
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Comments 
recorded in the patient charts and 
electronic clinical record (CIMHA). 

• Risk assessment will be in 
accordance with the risk 
assessment contained in the 
statewide standardised clinical 
documentation. 

• The outcome of assessments will 
be promptly communicated to the 
adolescent, the parent or guardian 
and other stakeholders (if the 
adolescent consents) 

Hyperlink to: 
• CYMHS Risk Screening Tool 

[http://q heps. health. q Id. gov. a u/pati 
entsafety/mh/documents/cyms_sc 
reen.pdf] 

• Documentation of all past history of 
deliberate self harm will be included 
in assessment of current risk. 

• Will include a formalised suicide 
risk assessment. 

• The frequency of review of risk 
assessments will vary according to 
the levels of acuity for the various 
risk behaviours being reviewed, 
with a minimum of weekly reviews 
to occur. 

Hyperlink to: 
• Drug Assessment Problem List 

[http://qheps.health.qld.gov.au/pati 
entsafety/mh/documents/cyms_dr 
ug.pdf] 

• dual diagnosis policy 2008 
[http://www.health.qld.gov.au/mh/d 
ocs/ddpolicy _final. pdf]. 

• Interventions range from evidenced 
for substance use disorders to 
treatment of primary mental illness 
and incorporated in their recovery 
plan. 

• During admission, adolescents 
have access to a range of least 
restrictive, therapeutic 
interventions determined by 
evidenced based practice and 
developmentally appropriate 
programs to optimise their 
rehabilitation and recovery. 

• Continual monitoring and review 
of the adolescent's progress 
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Key component 

3.12.0 
Clinical 
interventions 

Draft Model of Service 

Key elements 

3.11.2 
Every effort will be made to ensure 
that treatment care planning focuses 
on the adolescent's own goals 

3.12.1 
Clinical interventions will be 
individualised according to the 
adolescent's treatment needs. 
All interventions must demonstrate 
attention to developmental 
frameworks and will be evidence 
based. 

Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
Page 12 of 26 

Comments 
towards their Recovery Planning 
is reviewed regularly through 
collaboration between the treating 
team, adolescents, the referrers 
and other relevant agencies. 

• recovery plan 
[http:/fqheps.health.qld.gov.au/pati 
entsafety/mh/documents/amhs re 
cplan.pdfJ. 

• sharing responsibility for recovery: 
creating and sustaining recovery 
orientated systems of care for 
mental health 
[http:qheps.health.qld.gov.au/ment 
alhealth/docs/Recovery.pdf]. 

• Where conflicting goals exist they 
will be clearly outlined and 
addressed in a way that is most 
consistent with the adolescent's 
own goals and values. 

• Therapists will receive recognised, 
specific training in the mode of 
therapy identified. 

• The therapy is modified according 
to the capacity of the adolescent to 
utilise the therapy, developmental 
considerations and stage of change 
in the illness. 

• The therapist will have access to 
regular supervision. 
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Key component 
3.13.0 
Psychotherapeutic 
Interventions 

3.14.0 
Behavioural 
Interventions 

3.15.0 
Psycho-education 
interventions 

3.16.0 
Family 
Interventions 

Draft Model of Service 

Key elements 
3.13.1 
Psychotherapeutic Interventions can 
include: 
• individual verbal therapeutic 

interventions utilising a 
predominant therapeutic 
framework (e.g. Cognitive 
Therapy) 

• individual non-verbal therapeutic 
interventions within established 
therapeutic framework (e.g. sand 
play, art, music therapies etc.) 

• individual supportive verbal or 
non-verbal or behavioural 
therapeutic interventions utilising 
research from a number of 
specific therapeutic frameworks 
(e.g. Trauma Counselling, 
facilitation of art therapy) 

• psychotherapeutic group 
interventions utilising specific or 
modified Therapeutic 
Frameworks (e.g. Dialectical 
Behaviour Therapy). 

3.14.1 
Behavioural 
include: 

Interventions can 

• individual specific behavioural 
intervention (e.g. desensitisation 
program for anxiety) 

• individual general behavioural 
interventions to reduce specific 
behaviours (e.g. self harm) 

group general or specific 
behavioural interventions 
3.15.1 
Psychoeducation includes general 
specific or general psycho­
education on mental illness. 
3.16.1 
Family interventions are offered to 
support the family/carer while the 
adolescent is in the AETRC. 

Author: C & Y Sub Network - BAG Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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Comments 
• Specific therapies will incorporate 

insights from other frameworks 
(e.g. Cognitive Therapy will 
incorporate understanding from 
Psychodynamic Therapies with 
respect to relationships). 

• Supportive therapies will be 
integrated into the overall 
therapeutic approaches to the 
adolescent. 

• Can be used at times when the 
adolescent is distressed or to 
generalise strategies to the day to 
day environment 

• staff undertaking supportive 
interventions will receive training in 
the limited use of specific 
modalities of therapy and have 
access to clinical supervision 

• Behavioural programs are 
constructed under appropriate 
supervision. 

• Evidence for effectiveness of 
intervention will be monitored. 

• Effectiveness of behavioural 
program at individual and Centre 
level will be reviewed. 

• Available to adolescents and their 
parents/carers 

• This will include and allows for: 
- psycho education for 

parents/carers 
- monitoring of mental health of 

parents/carers and supporting access 
to appropriate mental health care as 
needed 

- monitoring the risk of abuse or 
neglect, and fulfilling statutory 
obligations if child protection 
concerns are identified 
- promoting qualities of care which 
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Key component 

3.17.0 
Interventions 
Facilitate Tasks 
Adolescent 
Development 

3.18.0 
Pharmacological 
Interventions 

Key elements 

3.16.2 
Supportive family interventions will 
be integrated into the overall 
therapeutic approaches to the 
adolescent. 
3.17.1 

to Interventions are provided to 
of promote appropriate development in 

a safe and validating environment. 

Comments 
enable reflection of qualities of 
home 
- support clinicians in reviewing 
interactions with and attitudes 
towards adolescents. 

• Evidence for effectiveness of the 
intervention and interactions with 
staff will be reviewed. 

• Therapist will have recognised 
training in family therapy and 
access to continuing supervision. 

• Individual based interventions are 
provided to promote an aspect of 
adolescent development. 

• Group based interventions are 
individualised according to 
adolescents in the group which 
promote aspects of adolescent 
development which may include 
adventure based and recreational 
activities. 

• Interventions are provided under 
the clinical direction of a 
nominated clinician and have 
defined oals. 

3.18.1 • Across all treatment settings all 
Medication will be administered, prescriptions, dispensing and 
prescribed and monitored as administration of medicines will 
indicated by clinical need, and will comply with Queensland Health 
involve shared decision making policies, guidelines and standards. 
processed between the treating Hyperlink to: 
team and the adolescent and their • National Inpatient Medication 
family/carers. Chart 

Administration of psychotropic [http://www.safetyandquality.gov.a 
medications will occur under the u/internet/safety/publishing.nsf/Co 
direction of the consultant ntent/DODABD9912D44A14CA25 
psychiatrist. 7516000FDABB/ 

Administration of non- $File/20795.pdf]. 
psychotropic medications (including • clinical guidelines 
medications for general health) will [http://gheps.health.qld.gov.au/me 
occur under medical supervision ntalhealth/guidelines.htm]. 

• medication liaison on discharge 
[http://qheps.health.qld.gov.au/me 
dicines/documents/general_policie 
s/medic_liaison_discrg.pdf]. 

• safe medication practice unit 

Draft Model of Service 
Author: C & Y Sub Network - BAG Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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Key component 

3.19.0 
Other Interventions 

3.20.0 

Draft Model of Service 

Key elements 

3.19.1 
Sensory Modulation is an approach 
aimed at teaching clients to learn to 
use their sensory systems to 
modulate their responses, in order 
to improve participation in 
meaningful life activities. 
3.19.2 
Electroconvulsive therapy (ECT) will 
be available where indicated and 
will be provided according to 
Queensland Health guidelines. 

3.20.1 

Author: C & Y Sub Network - BAG Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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Comments 
[http://qheps.health.qld.gov.au/me 
dicines/]. 

• therapeutic guidelines­
psychotropic 
[https://online-tg-org­
au.cknservices.dotsec.com/ip/]. 

• Queensland Health Medication 
Management Plan 
[http://www.safetyandquality.gov.a 
u/internet/safety/publishing.nsf/Co 
ntent/OAAD5CC37045BF99CA257 
751001 C2543/$File/medicationsaf 
etyplan.PDF] 

• Education is given to the 
adolescent and parent(s)/carer 
about medication and potential 
adverse effects. 

• The medication goals of the 
adolescent/guardian will be 
integrated with evidence based 
clinical treatment guidelines. 

• Where needed, strategies focussed 
on medication adherence will be in 
place. 

• Side effect monitoring will be 
routinely conducted with particular 
emphasis on metabolic 
complications of 
psychopharmacological treatment. 

• Regular administration and 
supervision of psychotropic 
medications occurs. 

• Sensory modulation is utilised 
under the supervision of trained 
staff. 

• Effectiveness of the approach is 
monitored. 

• ECT is subject to a specific policy 
compliance with Australian clinical 
practice guidelines, and is 
administered in accord with the 
Mental Health Act 2000 

Hyper/ink to: 
• electroconvulsive therapy 

guidelines 
[http://qheps.health.qld.gov.au/me 
ntalhealth/docs/ect_guidelines_31 
960.pdf]. 

• The Care Coordinator can be a 
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Key component 
Care Coordination 

Draft Model of Service 

Key elements 
Prior to admission, a Care 
Coordinator will be appointed for 
each adolescent. 
3.20.2 
The Care coordinator will be 
responsible for: 
• providing centre orientation to 

the adolescent and their 
parent( s )/carer( s) 

• monitoring the adolescent's 
mental state and level of 
function in developmental tasks 

• assisting the adolescent to 
identify and implement goals for 
their care plan 

• acting as the primary liaison 
person for the parent(s)/carer 
and external agencies during the 
period of admission and during 
the discharge process 

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

• providing a detailed report of the 
adolescent's progress for the 
care planning meeting. 

Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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Comments 
member of the AETRC treating 
team and is appointed by the 
AETRC director 

• An orientation information pack will 
be available to adolescents and 
their parent(s)/carer(s). 

• The care coordinator will be noted 
on CIMHA as principal service 
provider. ???? 

Hyperlink cimha business rules 
Statement on documentatation 

All adolescents have a designated 
psychiatrist on CIMHA 

• The frequency of monitoring will 
depend on the levels of acuity. 

• Adolescents at high risk and 
require higher levels of 
observations will be reviewed daily 

• Monitoring will integrate information 
from individual and group 
interventions and observations. 

• This includes daily reviews by the 
registrar, and twice weekly reviews 
by the consultant psychiatrist. 
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Key component 
3.21.0 
Clinical Review 

Draft Model of Service 

Key elements 
3.21.1 
Continual monitoring of the 
adolescent's progress towards their 
recovery plan goals will occur 
through a process of structured 
clinical reviews involving the 
AETRC multi-disciplinary team and 
relevant external community 
agencies. 

3.21.2 
Ad hoc case review meetings may 
be held at other times if clinically 
indicated 

Author: C & Y Sub Network - BAG Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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Comments 
• Care Plans are formally reviewed 

and updated at intervals ideally of 
two months, but not more than 
three months. 

• There will be an established 
agenda for discussion of cases, 
with concise documentation of the 
content of the discussion and the 
ongoing plan of care recorded on 
the adolescent integrated mental 
health application (CIMHA) and on 
the adolescent care review 
summary. A copy is to be 
downloaded and included in the 
clinical file. 

• Outcome measures and the 
adolescent's progress will be 
reviewed. 

• The summation should include 
attendees, clinical issues raised, 
treatment care plan, requirements 
for additional collateral and those 
responsible for actions. 

• The Community Liaison Clinical 
Nurse is responsible to ensure 
adolescents are reviewed 

• The adolescent, referring agencies 
and other key stakeholders will 
participate in the Clinical Review 
process. 

• All members of the clinical team 
who provide interventions for the 
adolescent will have input into the 
case review. 

• The consultant psychiatrist will 
chair the case review meeting and 
take responsibility for ensuring that 
assessments and management 
plans are adequate, and for 
decisions taken during formal case 
reviews. 

• Annual audits will ensure that 
reviews are being conducted 

• These will be initiated after 
discussion at the case conference 
or at the request of the adolescent, 
or may be required to address 
complex clinical issues and 
following a critical event. 

Hyperlink to: 
• Clinical Incident management 
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Key component 

3.22.0 
Case Conference 

3.23.0 
Collection of data, 
record keeping and 
documentation 

Draft Model of Service 

Key elements 

• a weekly case conference will be 
held to integrate information from 
and about the adolescent 
interventions that have occurred, 
and to review progress within the 
context of the case plan 

Comments 
implementation standard 
[http://www.health.qld.gov.au/patie 
ntsafety/documents/cimist.pdf]. 

• child and youth recovery plan form 
[http://gheps.health.qld.gov.au/pati 
entsafety/mh/documents/cyms re 
covery.pdf] 

• CIMHA business rule 
[http://qheps.health.qld.gov.au/me 
ntalhealth/cimha/factsheets.htm]. 

• child adolescent care review 
summary form 
[http://qheps.health.qld.gov.au/pati 
entsafety/mh/documents/cyms_cr 
eview. df] 

• available members of the treating 
team should attend each case 
conference 

3.23.1 Hyperlink to: 
AETRC will enter and review all • CIMHA business rule 
required information into the CIMHA [http://qheps.health.qld.gov.au/me 
in accordance with approved ntalhealth/cimha/factsheets.htm]. 
statewide and district business • progress notes will be consecutive 
rules. within the clinical record according 

3.23.2 
All clinical record keeping will 
comply with legislative and local 
policy requirements 

to date 
• personal and demographic details 

of the adolescent, their 
parent/carer(s) and other health 
service providers will be up to date 

• clinical records will be kept legible 
and up to date, with clearly 
documented dates, author/s (name 
and title) and clinical progress 
notes 

• all contacts, clinical processes and 
care planning, including case 
review, will be documented in the 
adolescent's clinical record 

• there will be a single clinical record 
for each adolescent which will align 
with any electronic record 

Hyperlink to: 
• retention and disposal of clinical 

records 
[http://qheps.health.qld.gov.au/poli 
cy/docs/pol/qh-pol-280.pdf]. 

Author: C & Y Sub Network - BAG Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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Key component 

3.24.0 
Discharge 
Planning 

Draft Model of Service 

Key elements 

3.23.3 
AETRC utilise the range of routine 
outcome measures mandated 
through the National Outcomes and 
Casemix Collection (NOCC), 
including the Health of the Nation 
Outcomes Scale for Children and 
Adolescents (HoNOSCA), the 
Children's Global Assessment Scale 
(CGAS) and the Strengths and 
Difficulties Questionnaire (SDQ). 
3.24.1 
Planning for discharge from AETRC 
should commence at time of 
admission with key stakeholders 
and the adolescent being actively 
involved. 

3.24.2 
Discharge planning will involve 
multiple processes at different times 
that attend to therapeutic needs, 
developmental tasks and 
reintegration into the family 
3.24.3 
Discharge summaries need to be 
comprehensive and indicate 
diagnosis, treatment and 
interventions provided, progress of 
care, recommendation for ongoing 
care and procedures for re-referral. 

Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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Comments 

Clinical 
Docurrentatlon 

Accepted 
Terninology 

• Routine outcomes data is utilised at 
all formal case reviews 

• Results of routine outcomes data 
will be discussed with adolescents 
and their family/carers to consider 
and monitor changes in symptoms 
and functioning 

• Outcomes data is used in 
developing and reviewing recovery 
plans. 

• Discharge planning should address 
potential significant obstacles e.g. 
accommodation, engagement with 
another mental health service. 

• The decision to discharge is at the 
discretion of the consultant 
psychiatrist in consultation with the 
multidisciplinary team. 

• The AETRC School will be primarily 
responsible for and support school 
reintegration. 

• The Registrar and Care 
Coordinator will prepare this letter 
and the consultant psychiatrist is 
responsible for ensuring that 
discharge summaries are sent to 
key health service providers (E.g. 
GP) on the day of discharge. 

• Follow up direct contact with 
ongoing key health service 
providers (e.g. GP) will occur to 
ensure discharge information was 
received. 

• Discharge summary should identify 
relapse patterns and risk 
assessment/ management 
information. 

• this will be prepared by the 
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Key component Key elements 

3.24.4 
If events necessitate an unplanned 
discharge, the AETRC will ensure 
the adolescent's risk assessments 
were reviewed and they are 
discharged or transferred in accord 
with their risk assessments. 

3.25.0 3.25.1 
Transfer/Transition All appropriate community based 
of care support will be co-ordinated prior to 

discharge. The adolescent's 
community treating team will be 
identified in the clinical record and 
communication will be maintained 
during the transition period. 

3.26.0 
Continuity of Care 

Draft Model of Service 

3.25.2 
Depending on individual needs and 
acuity some adolescents may 
require transfer to another child or 
adolescent inpatient unit. 

3.25.3 
Transfer to an adult inpatient unit or 
community care unit may be 
required for adolescents who reach 
their 13th birthday and the AETRC is 
no longer able to meet their needs. 

3.26.1 
Referrers and significant stake 
holders in the adolescent's life will 
be included in the development of 
Care Planning throughout the 
admission. Local CYMHS may 
remain as other service providers. 
Responsibility for emergency 
contact will be clearly defined when 

Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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Comments 
clinicians involved in direct 
Interventions 

• Guidelines for internal transfers will 
be clearly written, and receiving 
teams will make contact before 
transfer is concluded. A written 
and verbal handover will be 
provided with every 
transfer/discharge process. 

• During the transition phase there 
will be an appropriate plan to 
ensure smooth transition of care. 
This will support continuity of care 
for the adolescent and ensure the 
early engagement of all service 
providers in ongoing care. 

• The AETRC will ensure 
adolescents have appropriate 
accommodation to be discharge to, 
and that external services will 
follow up in a timely fashion. 

• Transfer procedures will be 
discussed with adolescents, their 
family and carers. 

• Processes for admission into an 
adolescent acute inpatient unit will 
be followed, with written and verbal 
handover provided. 

• Transfer procedures will be 
discussed with adolescents, their 
family and carers. 

• Processes for admission into an 
adult acute mental health inpatient 
unit will be followed, with written 
and verbal handover provided. 

• Referrers and significant stake 
holders are invited to participate in 
the Case Review meetings 

• The Care Coordinator will liaise 
more frequently with others as 
necessary 

• This will be negotiated between the 
AETRC and the local CYMHS 
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Key component Key elements 

3.27.0 

an adolescent is on extended leave. 
3.27.2 
Specifically defined joint therapeutic 
interventions between the AETRC 
and the Referrer can be negotiated 
either when the adolescent is 
attending the Centre or on periods 
of extended leave 

3.27.1 
Team Approach A multidisciplinary team approach to 

care is provided. 

3.28.0 
Working 
families, 
and friends 

3.27.4 
Staff employed by the Department 
of Education and Training will be 
regarded as part of the team. 
3.28.1 

with Adolescents and carers will 
carers contribute to continued practice 

improvement of the service. 

3.28.2 
Every effort will be made to contact 
family, carers and significant others 
promptly on acceptance into 

Comments 

• Joint interventions can only occur if 
clear communication between the 
AETRC and external clinician can 
be established 

• An example would include the 
referrer providing parent support 
while the adolescent is in the 
A ET RC 

• Adolescents and family/carers will 
be informed of the multidisciplinary 
approach to mental health care on 
admission to AETRC. 

• The discipline specific skills of the 
multidisciplinary team will be 
utilised as appropriate in all aspects 
of service provision. 

Department of Education and Training 
supports the AETRC in providing 
teaching and resource staff for the 
school. 
• This will occur via: 

-consume and carer 
participation in collaborative 
treatment planning 
- adolescent and carer feedback 
tools 
- adolescent and carers will 

inform 
staff training. 

• Information sharing will occur in 
every case unless a significant 
barrier arises, such as inability to 
gain appropriate lawful consent. 
The family/carer is identified in the 
adolescent clinical record and 

EATRC. Family/carers/significant • 

Draft Model of Service 

others will be involved in the mental 
health care as much as possible. 
Significant effort will be made to 
support this involvement. 

Author: C & Y Sub Network - BAG Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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where relevant, it is clearly 
identified that they understand the 
treatment plan and agree to 
support the provision of ongoing 
care to the adolescent in the 
AETRC. 

• Adolescent/guardian consent to 
disclose information to and to 
involve the family/carers in the 
care will be sought in every case. 

Hyperlink to: 
• Health Services Act 1991: 

Confidentiality Guidelines 
[http://qheps.health.qld.gov.au/lalu 
/admin_law/privacy_docs/conf_gui 
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Key component 

Draft Model of Service 

Key elements Comments 
delines.pdfl 

• right to information and 
information privacy 
[http://www.health.qld.gov.au/foi/d 
efault.asp]. 

• information sharing 
[http://qheps. health. qld. gov. au/csu 
/I nfoSharing. htm]. 

• Guardianship and Administration 
Act (Q/d) 2000 
[http://www.Jegislation.qld.gov.au/ 
LEGISL TN/CURRENT/G/GuardAd 
minAOO.pdf]. 

• Decision making for children and 
young people 
[http://www.childsafety.qld.gov.au/ 
right-to­
information/publications/viewpubli 
cation.aspx?publication=94]. 

3.28.3 • Identification of family/carers and 
Parents/carers will have their needs their need is part of the 
assessed as indicated or requested. assessment process and is 
If parent/carer mental health needs included in care planning. 
are identified the AETRC will Hyperlink to: 
attempt to meet these needs and if • carers matter 
necessary refer to an adult mental [http://access.health.gld.qov.au/hid/ 
health service. MentalHealth/Carerlnformation/car 

3.28.4 
Support services will be offered to 
families and carers. 

ersMatterYoureNotAJone is.asp 
• Adolescent consent is not required 

to offer family/carers education 
and support. 

• Support may be provided by a 
member of the MHS or another 
organisation. 

3.28.5 Hyperlink to: 
Adolescents of parents with a • Child Protection Act 1999 
mental illness will be routinely [http://www.Jegislation.qld.gov.au/ 
considered as part of all LEG ISL TN/CURRENT/C/ChildPro 
assessments, and interventions tectA99.pdf]. 
provided/facilitated if needed. • child safety policy 

[http://qheps.health.qld.gov.au/mh 
alu/documents/policies/child_prote 
ct.pdf]. 

• meeting the needs of children for 
whom a person with a mental 
illness has care responsibilities 
[http://qheps.health.qld.gov.au/me 
ntal health/him I/ careofchild. htm]. 

• mental health child protection form 
[http://qheps/health.qld.gov.au/pati 
entsafety/mh/documents/child pro 

Author: C & Y Sub Network - BAG Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
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Key component Key elements Comments 
t. pdf]. 

• Family Support Form 
http://qheps.health.qld.qov.au/pati 
entsafety/mh/documents/family s 
upp.pdf 

3.29.0 3.29.1 
Mental Health Peer All adolescents will be offered 
Support Services information and assistance to 

access local peer support services 

4. Related services 

• information sharing 
[http://qheps.health.qld.gov.au/csu 
/lnfoSharing.htm]. 

• Peer support services may be 
provided by internal or external 
services. 

The AETRC is part of the CYMHS network of services in Queensla~d and as such 
maintains strong operational and strategic links t6J.he CYMHS network. AETRC provides 
education and training to health professionals wit~in CYMHS on thEl provision of 
comprehensive mental health care to adolescents with severe and complex disorder. 

AETRC operate in a complex, multi-system E;;nvironment illitolving crucial interactions with 
education providers, the Department of Communities (includir1g Child Safety, Disability 
Services, and Housing and Homelessness servii:::es),child health services, alcohol and 
other drugs services. AETRC will establish 8.lld ma.intain effective, collaborative 
partnerships with general health services, inparticularCYMHS and services to support 
young people eg Child Safety Services. AETRC will develop Memorandums of 
Understanding to facilitate these relationships. 

??statement about AETRC school • ··.··.···: _ .• .... · 
Check if all)isted t)elow are correct, or-is soii]e missing 

The AETRC will developthe capacity for research into effective interventions for young 
people with severe and complex disorder who present to an intensive and longer term 
facility such as AETRC. Strong links with universities will be developed to support this 
process. 

Key internal relationships irii:::lude 
• Child and Youth Mental Health Services (CYMHS) 
• Specialist child and youth mental health services (e.g. forensic services and Evolve, 

Early Psychosis) 
• Acute inpatient mental health teams (child and youth, adolescent, adult) 
• Adult mental health services 
• Acute Care Teams 
• Community Care Units 

Effective relationships (and a working knowledge of the service they provide) will also be 
developed with other internal service providers including (but not limited to): 

• Aboriginal and Torres Strait Islander mental health services 
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• Queensland Transcultural Mental Health services 

• 
Key external (district) relationships include: 

• Department of Communities 
• The Adult Guardian 
• Queensland Public Trustee 
• Primary Care Providers 
• Department of Education (in particular AETRC School) 

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

Under normal circumstances, care coordination wilt not be provided by students or staff 
appointed less than 0.5 FTE. Typically Care Coord_ii"lators are nursing staff, 

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

Administrative support is essential for the efficient operation of the AETRC. 

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

7. Team clinical governance .. :.· .. ·· ·.· _.·· 
Clinical decision making andclinicalapcqu11tability will be the ultimate responsibility of the 
appointed Consultant Psychiatrist - Director. At a local level, the centre is managed by a 
core te;:irr'rlnduding the Nurse Unit Manager, Senior Health Professional, the Consultant 
Psychiatfist, an Adolescent Advocate, a Parent Representative and the School Principal. 
This foam will meet regularly in meetings chaired by the Consultant Psychiatrist. 

The centre Will be directly responsible to the corporate governance of the Health Service 
District within which the AETRC is located. The operation of this corporate governance 
structure will occur through the AETRC clinical director reporting directly to the Director, 
Child and Adolescent Mental Health Services, within the relevant Health Service District. 
Interim line management arrangements may be required. 

8. Hours of operation 
The AETRC provide a 24 hour service, with nursing staff rostered to cover these shifts. 
An on-call consultant child and adolescent psychiatrist is available 24 hours, 7 days per 
week. 
Access to the full multidisciplinary team will be provided weekdays during business hours 
and after hours by negotiation with individual staff 
24 hours, 7 days a week telephone crisis support will be available to adolescents on leave 
is available. A mobile response will not be available. 
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While some variation may occur, routine assessments and interventions will be scheduled 
during business hours (9am -5pm) 7 days a week. 

9. Staff training 
Staff will be provided with continuing clinical education opportunities, mandatory training, 
clinical supervision, and other support mechanisms to ensure that they are clinically 
competent. All training and education will be based on best practice principles and 
evidence-based treatment guidelines, and will be underpinned by the Queensland 
Government Recovery Framework. 

Education and training will include a focus on strategies and mechanisms to foster 
meaningful adolescent and carer participation across all levels of service delivery, 
implementation and evaluation. Adolescents and carers need to be involved in the 
development and delivery of education to staff and other $ervice providers. 

Education and training should include (but will not bE! lirnited to): ... 
• Queensland Health mandatory training requirements (fire safety, etc) 
• AETRC orientation training 
• CYMHS Key Skills training 
• clinical and operational skills/knowledge developme[lt 
• team work . .. · .... · 
• principles of the service (including cultural awareness and training, safety, etc.) 

145 

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

• medication management 
• Mental Health Act 2000 . 
• developmentally appropriElteassessment and treatment 
• engaging and intE!racting with.other service providers and 
• risk and suicide riskassessmellt and management. 

Staff from thE! AEJR.C will engage in CYl\ilHS training. On occasion AETRC will deliver 
training to pthercornponents ofthe CYMHSwhere appropriate. 

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

10. The AETRC functions best when: 
• there is an·. adE!quate skill mix, with senior level expertise and knowledge being 

demonstrated by the. majority of staff 
• strong internal and external partnerships are established and maintained 
• clear and strong clinical and operational leadership roles are provided 
• all staff are provided with regular supervision, professional support and training 
• AETRC is seen by all CYMHS staff as integral and integrated with the CYMHS 

continuum of service 
• there is an explicit attitude that adolescents can and do recover from mental illness 
• service evaluation and research are prioritised appropriately 
• adolescents and their family/carers are involved in all aspects of care. 
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Adolescent extended treatment and rehabilitation centre 

model of service 

1. What does the service intend to achieve? 
Mental disorders are the most prevalent illnesses in adolescence and they have the potential to 
carry the greatest burden of illness into adult life. 

The Child and Youth Mental Health Service (CYMHS) Adolescent Extended Treatment and 
Rehabilitation Centre (AETRC) is a statewide service providing specialist multidisciplinary 
assessment and integrated treatment and rehabilitation to adolescents be(Vifeen 13 and 17 years of 
age with severe, persistent mental illness/es. The majorify of adolescents· present with severe 
psychosocial impairment as a result of their mental illness/es, and presentations are often 
complicated by developmental co-morbidities. Many also experience chronic farn,ily qysfunction, 
which serves to exacerbate the severity and persis!enc;e of the digorder and associated disabilities. 

The AETRC is part of the Statewide CYMHS continuurn of care that includes community based 
treatment teams, Adolescent Day Programs and Acute Chilcfarid Adolescent Inpatient units. 

The key functions of an AETRC are: , .• . .. .. . . .. 
• to plan an admission to accommodate the individual characteristics of adolescent. 
• ensure a level of admission consistent with leasfrestrictive care and capacity to access the 

service. Level of admission will range from dayadlTlissiopto partial hospitalisation to providing 
24-hour inpatient care for adolescents with high acuity in a safe, structured, highly supervised 
and supportive envirohlTlellt. ... 

• build upon existing> comprehensive assessment of the adolescent (obtaining a thorough 
treatment history fromservice providers and carers) with a view to assessing the likelihood of 
therapeutic gains by attending AETR..C 

• flexible and targ~ted pro(frams thafcan be c:lelivered in a range of contexts including individual, 
school, co1Tlmul1itx .. group andfamily. 

• provi.d_e 
·· . o individually tailored, 

targeted, ··· 
o phased, 
0 evidence based . 

treatment interventions to alleviate or treat distressing symptoms and that will ultimately assist 
recovery and reintegration back into the community 

• provide a range of inter.tentions to assist progression in developmental tasks which may be 
arrested secondary to the mental illness 

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

The AETRC functions contribute to: 
• targeted, phased treatment and rehabilitation incorporating a range of therapeutic interventions 

delivered by appropriately trained staff. 
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• assertive discharge planning to integrate the adolescent back into their community and 
appropriate local treatment services. 

The AETRC will be able to: 
• provide care in the least restrictive environment appropriate to the adolescent's developmental 

stage 
• develop treatment and rehabilitation programs in partnership with adolescents and where 

appropriate their parents or carers. 
• provide treatment and rehabilitation with an appropriate timeframe. (In specific cases when the 

admission exceeds 6 months the case must be presented to the intake panel for review 6 
month after admission). 

• provide varying levels of care on the basis of acuity of behaviours associated with mental 
illness; with consideration for the safety of self and others and after consideration of the 
adolescents capacity to undertake daily self care activities 

• assist with establishment of care systems for transition to the community 

2. Who is the service for? 
The AETRC is available for Queensland adolescents:. 
• who are aged 13 - 17 years 
• who are eligible to attend high school 
• with severe and complex mental illness . ___ _ 
• who have impaired development secondary to their mental. illness 
• who have persisting symptoms and fllncti.onal impairmenfdespite previous treatment delivered 

by other components of child and aqolescent mental hEfalth services including CYMHS 
community clinics, Evolve, day program~ and acute inpatient child and youth mental health 
services 

• who will benefit from a range of clinical intel"yentiof1s -
• who may have a range of_ co-morbidities including developmental delay and intellectual 

impairment 

Severe and complex mental illness in adolescents occurs in a number of disorders. Many 
adolescents present with ac;omplex arrayof co-morbidities. AETRC typically treats adolescent 
that can be characterised as outlined below: -· 

• Adolescents with persistent depression, usually in the context of childhood abuse. These 
individuals frequently nave concomitant symptoms of trauma eg. PTSD, dissociation, recurrent 
self harm and dissociatille hallucinoses. 

• Adolescenfs_diagnosed with a range of disorders associated with prolonged inability to attend 
school in spit~~ of active eommunity interventions. These disorders include Social Anxiety 
Disorder, AvoidahtDisqrder of Childhood, Separation Anxiety Disorder and Oppositional 
Defiant Disorder. It does not include individuals with truancy secondary to Conduct Disorder. 

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

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

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

Suitability for admission will be undertaken by an intake panel that will consist of: 
• the AETRC director/delegated senior clinical staff 
• referring specialist and/or Team Leader 
• representative from CYMHS in the relevant districts. 
• representative from the QCH CYMHS (interim arrangements may exist) 
• representative from Education Queensland 
• other identified key stakeholders (including local CYMHS as required) 

In making a decision the panel will consider the: 
• likelihood of the adolescent to experience a positive tberapeutic outcome 
• potential for treatment at AETRC to assist with developmental progression ...•.. . 
• potential adverse impacts on the adolescentofpeing admitted to the unit (e:g. isoiation from 

existing supports and/or cultural connection;· possfbility of escal.ation of self harin behaviour) 
posed by the adolescent to other inpatients and staffiJtiis ihcludes evidence of inappropriate 
sexualised behaviour · · · · - · 

• potential adverse impacts on other adolescents if they were tti be admitted 
• possible safety issues 

,- -- -- ' _-_ 
--- -- - --
-- -- - --- - -

A comprehensive recovery and discharge manageinentplan. that incllldes community reintegration 
will be in place prior to admission for all adolescl'nts._ · · · 

Adolescents who reach their18!b birthday duringadmission will be assessed on a case by case 
basis by the panel. The panel will (:()~sider whethei:. 

• continued admission is' likely to produce the greatest clinical outcome in terms of symptom 
reduction and developmentalprclgressi6n· . -

• admissionwillpose a11y risld()the safety ofother adolescents in the AETRC 
:-: -: - -_, ,- :- - :_- - ---_ - :- --~ -_-

Some yoi:mg people may pOse. considerable risk to others. Admission to AETRC will be decided on 
an indillidual case basis by a multidisciplinary review panel. 
Admission risks include but are not restricted to: 
• substantiatedcf()rensic hist()ry of offences of a violent or sexual nature 
• adolescents With Conduct Disorder 
• ongoing significant substance abuse 

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

In specific cases when the admission exceeds six months the case must be presented to the 
AETRC panel for review following the initial six month admission. 

AETRC will provide a range of evidence based treatments tailored to meet the individual's mental 
health needs. Interventions will be delivered by appropriately skilled multidisciplinary staff that has 
access to professional development and clinical supervision. 
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The AETRC is gazetted as an authorised mental health service in accordance with Section 495 of 
the Mental Health Act 

3. What does the service do? 

The key components of an AETRC are defined here. These components are essential for the 
effective operation of an AETRC. 

Table 1: Key components and elements of an adolescent extended treatment and rehabilitation 
centre 

Key component 
3.1.0 
Working with other 
service providers 

Key elements 
3.1.1 
The AETRC will develop and 
maintain strong partnerships with 
other components of the CYMHS 
network. 
3.1.2 
Shared-care with the referrer and 
the community CYMHS will be 
maintained. 

Comments 
• At an organisational level, this 

includes participation in the 
Statewide Child and Youth Mental 
Health Sub Network. 

• In the provision of service this 
includes processes for regular 
communication with referrers in all 
phases of care of the adolescent in 
AETRC. 

3.1.3 • This includes formal agreements 
with health service district (HSD) 
facilities (paediatric and adult 
health services) and/or QCH to 
provide medical services for 
treating medical conditions which 
may arise e.g. medical 
management of overdoses; 
surgical management of severe 
lacerations or burns from self 
injury. 

Draft Model of Service 

The AETRC panel will develop and 
maintain partnerships with other 
relevant health services that interact 
with adolescents with severe and 
complex mental illness. 

3.1.4 
AETRC staff will comply with 
Queensland Health (QH) policy 
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• Dietetic services to liaise with and 
advise on the management of 
eating disorders, adequate 
nutrition, obesity, interactions with 
psychotropic medications etc. 

• This may include developing 
conjoint programs for youth 
with developmental difficulties 
or somatisation disorders 

• This includes but is not limited to 
the Department of 
Communities (Child Safety), 
the Department of 
Communities (Disability 
Services) and the 
Department of Communities 
(Housing & Homelessness) 

and Education Queensland 
• Mandatory child protection 

reporting of a reasonable 
suspicion of child abuse and 
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Key component 

3.2.0 
Referral, access 
and triage 

Draft Model of Service 

Key elements 
regarding mandatory reporting of a 
reasonable suspicion of child abuse 
and neglect. 
3.1.5 
When adolescents have specific 
needs (e.g. sensory impairment, 
transcultural) to ensure effective 
communication, AETRC will engage 
the assistance of appropriate 
services 

3.2.1 
Statewide referrals are accepted for 
planned admissions. 

3.2.2 
Responsibility for the clinical care of 
the adolescent remains with the 
referring service until the 
adolescent is admitted to the 
AETRC. 
3.2.3 
All referrals are made to the Clinical 
Liaison, Clinical Nurse and 
processed through the intake panel. 

3.2.4 
The adolescent is assessed after 
referral either in person or via 
videoconference. 

3.2.5 
If there is a waiting period prior to 
admission, the Clinical Liaison, 
Clinical Nurse will liaise with the 
referrer until the adolescent is 
admitted. 
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Comments 
neglect. 

• 

• Certain population groups 
require specific consideration 
and collaborative support. This 
includes people from culturally 
and linguistically diverse 
(CALO) backgrounds and 
Aboriginal and Torres Strait 
Islander people. 

• This supports continuity of care for 
the adolescent. 

• A single point of referral intake 
ensures consistent collection of 
adequate referral data and 
immediate feedback on 
appropriateness. 

• The pre-admission assessment 
enables the adolescent to meet 
some staff and negotiate their 
expectations of admission. 

• This assessment enables further 
determination of the potential for 
therapeutic benefit from the 
admission, the impact on or of 
being with other adolescents and 
some assessment of acuity. 

• This process monitors changes in 
acuity and the need for admission 
to help determine priorities for 
admissions. 

• The Clinical Liaison, Clinical Nurse 
can also advise the referrer 
regarding the management of 
adolescents with severe and 
complex mental illness following 
consultation with the treating team. 

• This expedites an appropriate 
assessment interview and liaison 
with the referrer if there is a period 
of time until the adolescent is 
admitted. 
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Key component 

3.3.0 
Assessment 

3.4.0 
Mental Health 
Assessment 

3.5.0 
Family/Carers 
Assessment 

Draft Model of Service 

Key elements 
3.2.6 
Priorities for admission are 
determined on the basis of levels of 
acuity, the risk of deterioration, the 
current mix of adolescents on the 
unit, the potential impact for the 
adolescent and others of admission 
at that time, length of time on the 
waiting list and age at time of 
referral. 

Comments 

3.3.1 • Initial assessments of mental 
health, development and family 
are to be completed within two 
weeks of admission. 

Assessments will be prompt and 
timely. 

• All assessment processes will be 
documented and integrated into 
the care plan. 

• The outcome of assessments will 
be promptly communicated to the 
adolescent, the parent or 
guardian, and other stakeholders 
(with consent of the adolescent) 

3.3.2 • The formulation is reviewed and 
refined at case review meetings A comprehensive clinical 

formulation is developed from the 
assessment, which is refined and 
updated secondary to ongoing 
assessment processes 
3.4.1 • 
The AETRC will obtain a detailed 
assessment of the nature of mental 
illness, their behavioural 
manifestations, impact on function 
and development and the course of 
the mental illness. 
3.4.2 • 
The Consultation Liaison Clinical 
Nurse AETRC intake panel will 
obtain a detailed history of the 
interventions to date for the mental 
illness. 
3.4.3 
Mental Health Act 2000 
assessments will be conducted by 
Authorised Mental Health 
Practitioner and/or authorised 
doctor. 
3.5.1 • 
AETRC will obtain a detailed history 
of family structure and dynamics, or 

Assessment begins with the 
referral and continues throughout 
the admission. 

This is obtained by the time of 
admission. 

This process begins with the 
referral and continues throughout 
the admission. 
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Key component Key elements Comments 

3.6.0 
Developmental 
Assessment 

3.7.0 
Functional 
Assessment 

3.8.0 
Physical and Oral 
Health 
Assessments 

3.9.0 
Risk Assessments 

Draft Model of Service 

history of care if the adolescent is in 
care. 

3.6.1 
The AETRC will obtain a 
comprehensive understanding of 
developmental disorders and their 
current impact. 
3.6.2 
The AETRC will obtain information 
on schooling as it is available. 
3.7.1 
The AETRC will obtain assessments 
on an adolescent's function in tasks 
appropriate to their stage of 
development. 
3.8.1 
Routine physical examination will 
occur on admission. 

3.8.2 
Physical and oral health will be 
routinely assesses and monitored 
throughout the admission. 
Additional resources, education and 
training to improve the physical and 
oral health management of 
adolescents with mental illness is 
available at: 

3.9.1 
A key function of the panel will be to 
assess risk prior to admission. 

3.9.2 
Risk assessments will be initially 
conducted on admission and 
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• 

• 

• 

• 

This process begins with available 
information on referral and during 
the admission. 

This occurs upon admission and 
will primarily be obtained by the 
AETRC school. 
This assessment occurs 
throughout the admission. 

Appropriate physical 
investigations should be informed 
as necessary. 

• Documented evidence of the 
physical and oral health 
assessment will be included in the 
adolescent clinical record. 

• Outcomes of physical health 
assessments will be incorporated in 
recovery planning. 

• All efforts will be made to ensure 
100% of adolescents have a 
nominated GP. 

• Potential physical and oral health 
problems will be identified and 
discussed with the GP and/or other 
primary health care provider 

• All risk assessments will be 
recorded in the patient charts and 
electronic clinical record (CIMHA). 

• Risk assessment will be in 
accordance with the risk 
assessment contained in the 
statewide standardised clinical 
documentation. 

• The outcome of assessments will 
be promptly communicated to the 
adolescent, the parent or guardian 
and other stakeholders (if the 
adolescent consents) 

• Documentation of all past history of 
deliberate self harm will be included 
in assessment of current risk. 
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Key component 

3.10.0 
Alcohol and Other 
Drug 

3.11.0 
Recovery Planning 

Key elements 
ongoing risk assessments will occur 
at a frequency as recommended by 
the treating team and updated at 
case review. 

3.10.1 
Assessments of alcohol and drug 
use will be conducted with the 
adolescent on admission and 
routinely throughout ongoing contact 
with the service. 
3.11.1 
An initial Recovery Plan is 
developed in consultation with the 
adolescent and their family/carers 
on admission. 

Comments 
• Will include a formalised suicide 

risk assessment. 
• The frequency of review of risk 

assessments will vary according to 
the levels of acuity for the various 
risk behaviours being reviewed, 
with a minimum of weekly reviews 
to occur. 

• Interventions range from evidenced 
for substance use disorders to 
treatment of primary mental illness 
and incorporated in their recovery 
plan. 

• During admission, adolescents 
have access to a range of least 
restrictive, therapeutic 
interventions determined by 
evidenced based practice and 
developmentally appropriate 
programs to optimise their 
rehabilitation and recovery. 

• Continual monitoring and review 
of the adolescent's progress 
towards their Recovery Planning 
is reviewed regularly through 
collaboration between the treating 
team, adolescents, the referrers 
and other relevant agencies. 

3.11.2 • Where conflicting goals exist they 
will be clearly outlined and 
addressed in a way that is most 
consistent with the adolescent's 
own goals and values. 

3.12.0 
Clinical 
interventions 

Draft Model of Service 

Every effort will be made to ensure 
that treatment care planning focuses 
on the adolescent's own goals 

3.12.1 
Clinical interventions will be 
individualised according to the 
adolescent's treatment needs. 
All interventions must demonstrate 
attention to developmental 
frameworks and will be evidence 
based. 
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• Therapists will receive recognised, 
specific training in the mode of 
therapy identified. 

• The therapy is modified according 
to the capacity of the adolescent to 
utilise the therapy, developmental 
considerations and stage of change 
in the illness. 

• The therapist will have access to 
regular supervision. 
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Key component 
3.13.0 
Psychotherapeutic 
Interventions 

3.14.0 
Behavioural 
Interventions 

Draft Model of Service 

Key elements 
3.13.1 
Psychotherapeutic Interventions can 
include: 
• individual verbal therapeutic 

interventions utilising a 
predominant therapeutic 
framework (e.g. Cognitive 
Therapy) 

• individual non-verbal therapeutic 
interventions within established 
therapeutic framework (e.g. sand 
play, art, music therapies etc.) 

• individual supportive verbal or 
non-verbal or behavioural 
therapeutic interventions utilising 
research from a number of 
specific therapeutic frameworks 
(e.g. Trauma Counselling, 
facilitation of art therapy) 

• psychotherapeutic group 
interventions utilising specific or 
modified Therapeutic 
Frameworks (e.g. Dialectical 
Behaviour Therapy). 

3.14.1 
Behavioural Interventions can 
include: 
• individual tailored behavioural 

intervention for a specific clinical 
problem (e.g. desensitisation 
program for anxiety) 

• group tailored behavioural 
interventions for a group of 
adolescents manifesting a 
common problem 

• individual general behavioural 
interventions to reduce specific 
behaviours (e.g. absconding). 
These general behavioural 
interventions will be tailored to 
individual circumstances 

• general or specific behavioural 
interventions to modify the 
behaviours of a number of 
adolescents involved in group 
behaviours 

3.14.2 
Behavioural interventions for self 
harm behaviours include: 
• using questionnaires to determine 

the reasons for the incident of self 
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Comments 
• Specific therapies will incorporate 

insights from other frameworks 
(e.g. Cognitive Therapy will 
incorporate understanding from 
Psychodynamic Therapies with 
respect to relationships). 

• Supportive therapies will be 
integrated into the overall 
therapeutic approaches to the 
adolescent. 

• Can be used at times when the 
adolescent is distressed or to 
generalise strategies to the day to 
day environment 

• staff undertaking supportive 
interventions will receive training in 
the limited use of specific 
modalities of therapy and have 
access to clinical supervision 

• Behavioural programs are 
constructed under appropriate 
supervision. 

• Evidence for effectiveness of 
intervention will be monitored. 

• Effectiveness of behavioural 
program at individual and Centre 
level will be reviewed. 

• Group based interventions are 
individualised according to 
adolescents in the group with 
common issues and may include 
adventure based and community 
based activities 

• All staff should be familiar with 
specific policy and practice 
guidelines related to the 
management of acute behavioural 
disturbance within the AETRC. 

• A specific management plan will 
address the adolescents distress 
and any associated behavioural 
disturbance. The plan will include 
predictors, triggers, signs and 
symptoms of increasing 
agitation/impending aggression, 
and will be developed for every 
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Key component Key elements 
harm 

• increased visual observations 
• restricting access to areas of the 

ward where an adolescent can be 
observed 

• use of the de-escalation area 
ranging from an area to which an 
adolescent voluntarily withdraws 
as a safe place up to restraint 
and seclusion as a last resort 

• use of medication if indicated 
The adolescent is informed of and 
encouraged to utilise strategies to 
use alternatives to self harm, e.g. 
talking with staff, use of the sensory 
room, utilising non-verbal therapies. 
3.14.3 

Behavioural interventions for 
behaviours which cause harm to 
others include: 
• verbal de-escalation 
• use of outside environment where 

safe 
• use of safe forms of reducing 

aggression e.g. sensory room, 
punching bag 

• use of the de-escalation area 
ranging from an area to which an 
adolescent voluntarily withdraws 
as a safe place up to restraint 
and seclusion as a last resort 

• use of medication if indicated 
• review of precipitants to 

aggression 
The adolescent is informed of and 
encouraged to utilise strategies to 
use alternatives to aggression, e.g. 
talking with staff, use of the sensory 
room, utilising non-verbal therapies. 

Comments 

• 
• 
• 

• 

• 

• 

adolescent whose risk 
assessment identifies actual or 
potential aggression as an issue. 
The plan will list preventative 
strategies and de-escalation 
strategies. Intervention strategies 
will include: 
increased visual observation 
de-escalation techniques 
development of a management 
plan targeting the specific 
behaviour/symptom 
service provision in a designated 
de-escalation area with the 
capacity for high dependency and 
seclusion 
use of medication to relieve 
agitation/aggression 
Only when all other interventions 
have not had a therapeutic effect, 
restraint and/or seclusion will be 
utilised. These interventions are 
delivered by qualified staff 
following a comprehensive risk 
assessment. 

3.15.0 
Psycho-education 
interventions 

3.15.1 • Available to adolescents and their 

Draft Model of Service 

Psychoeducation includes general 
specific or general psycho­
education on mental illness. 

Author: C & Y Sub Network - BAG Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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parents/carers 
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Key component 
3.16.0 
Family 
Interventions 

3.17.0 
Interventions 
Facilitate Tasks 
Adolescent 
Development 

3.18.0 
Pharmacological 
Interventions 

Key elements 
3.16.1 
Family interventions are offered to 
support the family/carer while the 
adolescent is in the AETRC. 

3.16.2 
Supportive family interventions will 
be integrated into the overall 
therapeutic approaches to the 
adolescent. 
3.17.1 

to Interventions are provided to 
of promote appropriate development in 

a safe and validating environment. 

3.18.1 
Medication will be administered, 
prescribed and monitored as 

Draft Model of Service 
Author: C & Y Sub Network - BAG Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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Comments 
• This will include and allows for: 

- psycho education for 
parents/carers 

- monitoring of mental health of 
parents/carers and supporting access 
to appropriate mental health care as 
needed 

- monitoring the risk of abuse or 
neglect, and fulfilling statutory 
obligations if child protection 
concerns are identified 
- promoting qualities of care which 
enable reflection of qualities of 
home 
- support clinicians in reviewing 
interactions with and attitudes 
towards adolescents. 

• Evidence for effectiveness of the 
intervention and interactions with 
staff will be reviewed. 

• Therapist will have recognised 
training in family therapy and 
access to continuing supervision. 

• Individual based interventions are 
provided to promote an aspect of 
adolescent development. 

• Group based interventions are 
individualised according to 
adolescents in the group which 
promote aspects of adolescent 
development which may include 
adventure based and recreational 
activities. 

• Interventions are provided under 
the clinical direction of a 
nominated clinician and have 
defined goals. 

• Schooling is individualised 
according to an adolescent's 
current school curriculum, 
academic capacities and mental 
state. 

• The school program is determined 
by the School Principal after 
continuing consultations with 
clinicians. 

• Across all treatment settings all 
prescriptions, dispensing and 
administration of medicines will 
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Key component 

3.19.0 
Other Interventions 

Key elements 
indicated by clinical need, and will 
involve shared decision making 
processed between the treating 
team and the adolescent and their 
family/carers. 

Administration of psychotropic 
medications will occur under the 
direction of the consultant 
psychiatrist. 

Administration of non-
psychotropic medications (including 
medications for general health) will 
occur under medical supervision 

3.19.1 
Sensory Modulation is an approach 
aimed at teaching clients to learn to 
use their sensory systems to 
modulate their responses, in order 
to improve participation in 
meaningful life activities. 
3.19.2 
Electroconvulsive therapy (ECT) will 
be available where indicated and 
will be provided according to 
Queensland Health guidelines. 

3.20.0 3.20.1 
Care Coordination Prior to admission, a Care 

Coordinator will be appointed for 

Draft Model of Service 
Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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Comments 
comply with Queensland Health 
policies, guidelines and standards. 

• Education is given to the 
adolescent and parent(s)/carer 
about medication and potential 
adverse effects. 

• The medication goals of the 
adolescent/guardian will be 
integrated with evidence based 
clinical treatment guidelines. 

• Where needed, strategies focussed 
on medication adherence will be in 
place. 

• Side effect monitoring will be 
routinely conducted with particular 
emphasis on metabolic 
complications of 
psychopharmacological treatment. 

• Regular administration and 
supervision of psychotropic 
medications occurs. 

• Sensory modulation is utilised 
under the supervision of trained 
staff. 

• Effectiveness of the approach is 
monitored. 

• ECT is subject to a specific policy 
compliance with Australian clinical 
practice guidelines, and is 
administered in accord with the 
Mental Health Act 2000 

• All staff will have ABM training at 
the level deemed appropriate 
within AETRC 

7 Refer: High Dependency Unit 
Guidelines?/hyperlink to policy 
statement on reducing and where 
possible eliminating restraint and 
seclusion in Queensland Mental 
Health servicesNisual observations 
policy/occupational violence 
prevention training 

7 Parents/carers are immediately 
informed of changes in a child I s 
behavioural presentation. 

• The Care Coordinator can be a 
member of the AETRC treating 
team and is appointed by the 
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Key component 

Draft Model of Service 

Key elements 
each adolescent. 
3.20.2 
The Care coordinator will be 
responsible for: 
• providing centre orientation to 

the adolescent and their 
parent(s )/carer( s) 

• monitoring the adolescent's 
mental state and level of 
function in developmental tasks 

• assisting the adolescent to 
identify and implement goals for 
their care plan 

• acting as the primary liaison 
person for the parent(s)/carer 
and external agencies during the 
period of admission and during 
the discharge process 

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

• providing a detailed report of the 
adolescent's progress for the 
care planning meeting. 

Author: C & Y Sub Network - BAG Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
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Comments 
AETRC director 

• An orientation information pack will 
be available to adolescents and 
their parent(s)fcarer(s). 

• The care coordinator will be noted 
on CIMHA as principal service 
provider. 

Hyperlink cimha business rules 
Statement on documentation 

All adolescents have a designated 
psychiatrist on CIMHA 

• The frequency of monitoring will 
depend on the levels of acuity. 

• Adolescents at high risk and 
require higher levels of 
observations will be reviewed daily 

• Monitoring will integrate information 
from individual and group 
interventions and observations. 

• This includes daily reviews by the 
registrar, and twice weekly reviews 
by the consultant psychiatrist. 
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Key component 
3.21.0 
Clinical Review 

Draft Model of Service 

Key elements 
3.21.1 
Continual monitoring of the 
adolescent's progress towards their 
recovery plan goals will occur 
through a process of structured 
clinical reviews involving the 
AETRC multi-disciplinary team and 
relevant external community 
agencies. 

3.21.2 
Ad hoc case review meetings may 
be held at other times if clinically 
indicated 

Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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Comments 
• Care Plans are formally reviewed 

and updated at intervals ideally of 
two months, but not more than 
three months. 

• There will be an established 
agenda for discussion of cases, 
with concise documentation of the 
content of the discussion and the 
ongoing plan of care recorded on 
the adolescent integrated mental 
health application (CIMHA) and on 
the adolescent care review 
summary. A copy is to be 
downloaded and included in the 
clinical file. 

• Outcome measures and the 
adolescent's progress will be 
reviewed. 

• The summation should include 
attendees, clinical issues raised, 
treatment care plan, requirements 
for additional collateral and those 
responsible for actions. 

• The Community Liaison Clinical 
Nurse is responsible to ensure 
adolescents are reviewed 

• The adolescent, referring agencies 
and other key stakeholders will 
participate in the Clinical Review 
process. 

• All members of the clinical team 
who provide interventions for the 
adolescent will have input into the 
case review. 

• The consultant psychiatrist will 
chair the case review meeting and 
take responsibility for ensuring that 
assessments and management 
plans are adequate, and for 
decisions taken during formal case 
reviews. 

• Annual audits will ensure that 
reviews are being conducted 

• These will be initiated after 
discussion at the case conference 
or at the request of the adolescent, 
or may be required to address 
complex clinical issues and 
following a critical event. 

Hyperlink to: 
• Clinical Incident management 
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Key component 

3.22.0 
Case Conference 

3.23.0 
Collection of data, 
record keeping and 
documentation 

Draft Model of Service 

Key elements 

• a weekly case conference will be 
held to integrate information from 
and about the adolescent , 
interventions that have occurred, 
and to review progress within the 
context of the case plan 

Comments 
implementation standard 
[http://www.health.qld.gov.au/patie 
ntsafety/documents/cimist.pdf]. 

• child and youth recovery plan form 
[http://gheps.health.gld.qov.au/pati 
entsafety/mh/documents/cyms re 
coverv.pdfl 

• CIMHA business rule 
[http://qheps.health.qld.qov.au/me 
ntalhealth/cimha/factsheets.htm]. 

• child adolescent care review 
summarv form 
[http://qheps.health.qld.gov.au/pati 
entsafety/mh/documents/cyms_cr 
eview. df 

• available members of the treating 
team should attend each case 
conference 

3.23.1 Hyperlink to: 
AETRC will enter and review all • CIMHA business rule 
required information into the CIMHA [http://qheps.health.qld.gov.au/me 
in accordance with approved ntalhealth/cimha/factsheets.htm]. 
statewide and district business • progress notes will be consecutive 
rules. within the clinical record according 

3.23.2 
All clinical record keeping will 
comply with legislative and local 
policy requirements 

to date 
• personal and demographic details 

of the adolescent, their 
parent/carer(s) and other health 
service providers will be up to date 

• clinical records will be kept legible 
and up to date, with clearly 
documented dates, author/s (name 
and title) and clinical progress 
notes 

• all contacts, clinical processes and 
care planning, including case 
review, will be documented in the 
adolescent's clinical record 

• there will be a single clinical record 
for each adolescent which will align 
with any electronic record 

Hyperlink to: 
• retention and disposal of clinical 

records 
[http://qheps.health.qld.gov.au/poli 
cy /docs/pol/q h-pol-280. pdf]. 

Author: C & Y Sub Network - BAG Review Work Group 
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Key component 

3.24.0 
Discharge 
Planning 

Draft Model of Service 

Key elements 

3.23.3 
AETRC utilise the range of routine 
outcome measures mandated 
through the National Outcomes and 
Casemix Collection (NOCC), 
including the Health of the Nation 
Outcomes Scale for Children and 
Adolescents (HoNOSCA), the 
Children's Global Assessment Scale 
(CGAS) and the Strengths and 
Difficulties Questionnaire (SDQ). 
3.24.1 
Planning for discharge from AETRC 
should commence at time of 
admission with key stakeholders 
and the adolescent being actively 
involved. 

3.24.2 
Discharge planning will involve 
multiple processes at different times 
that attend to therapeutic needs, 
developmental tasks and 
reintegration into the family 
3.24.3 
Discharge summaries need to be 
comprehensive and indicate 
diagnosis, treatment and 
interventions provided, progress of 
care, recommendation for ongoing 
care and procedures for re-referral. 

Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
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Comments 

Clinical 
Docum=ntation 

Accepted 
Terminology 

• Routine outcomes data is utilised at 
all formal case reviews 

• Results of routine outcomes data 
will be discussed with adolescents 
and their family/carers to consider 
and monitor changes in symptoms 
and functioning 

• Outcomes data is used in 
developing and reviewing recovery 
plans. 

• Discharge planning should address 
potential significant obstacles e.g. 
accommodation, engagement with 
another mental health service. 

• The decision to discharge is at the 
discretion of the consultant 
psychiatrist in consultation with the 
multidisciplinary team. 

• The AETRC School will be primarily 
responsible for and support school 
reintegration. 

• The Registrar and Care 
Coordinator will prepare this letter 
and the consultant psychiatrist is 
responsible for ensuring that 
discharge summaries are sent to 
key health service providers (E.g. 
GP) on the day of discharge. 

• Follow up direct contact with 
ongoing key health service 
providers (e.g. GP) will occur to 
ensure discharge information was 
received. 

• Discharge summary should identify 
relapse patterns and risk 
assessment/ management 
information. 

• this will be prepared by the 
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Key component Key elements 

3.24.4 
If events necessitate an unplanned 
discharge, the AETRC will ensure 
the adolescent's risk assessments 
were reviewed and they are 
discharged or transferred in accord 
with their risk assessments. 

3.25.0 3.25.1 
Transfer/Transition All appropriate community based 
of care support will be co-ordinated prior to 

discharge. The adolescent's 
community treating team will be 
identified in the clinical record and 
communication will be maintained 
during the transition period. 

3.26.0 
Continuity of Care 

Draft Model of Service 

3.25.2 
Depending on individual needs and 
acuity some adolescents may 
require transfer to another child or 
adolescent inpatient unit. 

3.25.3 
Transfer to an adult inpatient unit or 
community care unit may be 
required for adolescents who reach 
their 18th birthday and the AETRC is 
no longer able to meet their needs. 

3.26.1 
Referrers and significant stake 
holders in the adolescent's life will 
be included in the development of 
Care Planning throughout the 
admission. Local CYMHS may 
remain as other service providers. 
Responsibility for emergency 
contact will be clearly defined when 

Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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Comments 
clinicians involved in direct 
Interventions 

• Guidelines for internal transfers will 
be clearly written, and receiving 
teams will make contact before 
transfer is concluded. A written 
and verbal handover will be 
provided with every 
transfer/discharge process. 

• During the transition phase there 
will be an appropriate plan to 
ensure smooth transition of care. 
This will support continuity of care 
for the adolescent and ensure the 
early engagement of all service 
providers in ongoing care. 

• The AETRC will ensure 
adolescents have appropriate 
accommodation to be discharge to, 
and that external services will 
follow up in a timely fashion. 

• Transfer procedures will be 
discussed with adolescents, their 
family and carers. 

• Processes for admission into an 
adolescent acute inpatient unit will 
be followed, with written and verbal 
handover provided. 

• Transfer procedures will be 
discussed with adolescents, their 
family and carers. 

• Processes for admission into an 
adult acute mental health inpatient 
unit will be followed, with written 
and verbal handover provided. 

• Referrers and significant stake 
holders are invited to participate in 
the Case Review meetings 

• The Care Coordinator will liaise 
more frequently with others as 
necessary 

• This will be negotiated between the 
AETRC and the local CYMHS 
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Key component 

3.27.0 
Team Approach 

Key elements 
an adolescent is on extended leave. 
3.27.2 
Specifically defined joint therapeutic 
interventions between the AETRC 
and the Referrer can be negotiated 
either when the adolescent is 
attending the Centre or on periods 
of extended leave 

3.27.1 
A multidisciplinary team approach to 
care is provided. 

Comments 

• Joint interventions can only occur if 
clear communication between the 
AETRC and external clinician can 
be established 

• An example would include the 
referrer providing parent support 
while the adolescent is in the 
A ET RC 

• Adolescents and family/carers will 
be informed of the multidisciplinary 
approach to mental health care on 
admission to AETRC. 

• The discipline specific skills of the 
multidisciplinary team will be 
utilised as appropriate in all aspects 
of service provision. 

3.27.4 Department of Education and Training 
Staff employed by the Department supports the AETRC in providing 
of Education and Training will be teaching and resource staff for the 
regarded as part of the team. school. 
3.28.1 • This will occur via: 3.28.0 

Working 
families, 
and friends 

with Adolescents and carers will -consume and carer 
carers contribute to continued practice participation in collaborative 

Draft Model of Service 

improvement of the service. treatment planning 
- adolescent and carer feedback 
tools 
- adolescent and carers will 

inform 
staff training. 

3.28.2 • Information sharing will occur in 
Every effort will be made to contact every case unless a significant 
family, carers and significant others barrier arises, such as inability to 
promptly on acceptance into gain appropriate lawful consent. 
EATRC. Family/carers/significant • The family/carer is identified in the 
others will be involved in the mental adolescent clinical record and 
health care as much as possible. where relevant, it is clearly 
Significant effort will be made to identified that they understand the 
support this involvement. treatment plan and agree to 

support the provision of ongoing 
care to the adolescent in the 
AETRC. 

• Adolescent/guardian consent to 
disclose information to and to 
involve the family/carers in the 
care will be sought in every case. 

Hyperlink to: 
• Health Seivices Act 1991: 

Confidentiality Guidelines 
[http://qheps.health.qld.gov.au/lalu 
/admin_law/privacy_docs/conf_gui 

Author: C & Y Sub Network - BAC Review Work Group 
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Key component 

Draft Model of Service 

Key elements Comments 
delines.pdf]. 

• right to information and 
information privacy 
[http://www.health.qld.gov.au/foi/d 
efault.asp]. 

• information sharing 
[http://qheps.health.qld.gov.au/csu 
/lnfoSharing.htm]. 

• Guardianship and Administration 
Act {Q/d) 2000 
[http://www.legislation.qld.gov.au/ 
LEG ISL TN/CURRENT/G/GuardAd 
minAOO.pdf]. 

• Decision making for children and 
young people 
[http://www.childsafety.qld.gov.au/ 
right-to­
information/publications/viewpubli 
cation.aspx?publication=94]. 

3.28.3 • Identification of family/carers and 
Parents/carers will have their needs their need is part of the 
assessed as indicated or requested. assessment process and is 
If parent/carer mental health needs included in care planning. 
are identified the AETRC will Hyperlink to: 
attempt to meet these needs and if • carers matter 
necessary refer to an adult mental [http://access.health.gld.gov.au/hid/ 
health service. MentalHealth/Carerlnformation/car 

3.28.4 
Support services will be offered to 
families and carers. 

ersMatterYoureNotAlone is.asp 
• Adolescent consent is not required 

to offer family/carers education 
and support. 

• Support may be provided by a 
member of the MHS or another 
organisation. 

3.28.5 Hyperlink to: 
Adolescents of parents with a • Child Protection Act 1999 
mental illness will be routinely [http://www.legislation.qld.gov.au/ 
considered as part of all LEGISL TN/CURRENT/C/ChildPro 
assessments, and interventions tectA99.pdf]. 
provided/facilitated if needed. • child safety policy 

[http://qheps.health.qld.gov.au/mh 
alu/documents/policies/child_prote 
ct.pd!]. 

• meeting the needs of children for 
whom a person with a mental 
illness has care responsibilities 
[http://qheps.health.qld.gov.au/me 
ntalhealth/html/careofchild.htm]. 

• mental health child protection form 
[http://qheps/health.qld.gov.au/pati 
entsafety/mh/documents/child pro 
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Key component Key elements Comments 
t.pdf]. 

• Family Support Form 
http://qheps.health.qld.qov.au/pati 
entsafety/mh/documents/family s 
upp.pdf 

3.29.0 3.29.1 
Mental Health Peer All adolescents will be offered 
Support Services information and assistance to 

access local peer support services 

4. Related services 

• information sharing 
[http://qheps.health.qld.qov.au/csu 
/I nfoSharing. htm]. 

• Peer support services may be 
provided by internal or external 
services. 

The AETRC is part of the CYMHS network df services in Queensland and as such 
maintains strong operational and strategic links toJh.e CYMHS network. AETRC provides 
education and training to health professionals within CYl\ilHS on the provision of 
comprehensive mental health care to adolescents witWsevere and complex disorder. 

AETRC operate in a complex, multi-system environment involving crucial interactions with 
education providers, the Department 6(Coin111u11ities (including Child Safety, Disability 
Services, and Housing and Homelessness services), child health services, alcohol and 
other drugs services. AETRC will establish and maintain effective, collaborative 
partnerships with general nealth services, in particular CYMHS and services to support 
young people eg Child ·· Safety Services: . AETRC will develop Memorandums of 
Understanding to facilitate these relationships. 

??statement about AETRC school 
Check if all. listed belO\N are correct, or is some missing 

The AETRC will develop the capacity for research into effective interventions for young 
people with severe and complex disorder who present to an intensive and longer term 
facility such as AETRC. Strong links with universities will be developed to support this 
process. 

Key internal relationships include 
• Child and Youth Mental Health Services (CYMHS) 
• Specialist child and youth mental health services (e.g. forensic services and Evolve, 

Early Psychosis) 
• Acute inpatient mental health teams (child and youth, adolescent, adult) 
• Adult mental health services 
• Acute Care Teams 
• Community Care Units 

Effective relationships (and a working knowledge of the service they provide) will also be 
developed with other internal service providers including (but not limited to): 

• Aboriginal and Torres Strait Islander mental health services 

Draft Model of Service 
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" Queensland Transcultural Mental Health services 

• 
Key external (district) relationships include: 

• Department of Communities 
• The Adult Guardian 
• Queensland Public Trustee 
• Primary Care Providers 
• Department of Education (in particular AETRC School) 

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

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

6. Workforce 
The staffing profile will incorporate the child and ad9lescent expertise and skills of 
psychiatry, nursing, psychology, social work, occupational therapy, speech pathology and 
other specialist CYMHS staff. While there is a typical §:taff establishment, this may be 
altered according to levels of acuity and the need for specific therapeutic skills. 

Administrative support is essential for the efficient operation ofttie AETRC. 

All permanently appointed medical and senior nursing staff appointed (or working towards 
becoming) authorised lllental he<]lth practitioners. 

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

The centre will be directly responsible to the corporate governance of the Health Service 
District within which the AEIRC is located. The operation of this corporate governance 
structure will occur through the AETRC clinical director reporting directly to the Director, 
Child and Adolescent Mental Health Services, within the relevant Health Service District. 
Interim line management arrangements may be required. 

8. Hours of operation 
The AETRC provide a 24 hour service, with nursing staff rostered to cover these shifts. 
An on-call consultant child and adolescent psychiatrist is available 24 hours, 7 days per 
week. 
Access to the full multidisciplinary team will be provided weekdays during business hours 
and after hours by negotiation with individual staff 
24 hours, 7 days a week telephone crisis support will be available to adolescents on leave 
is available. A mobile response will not be available. 
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While some variation may occur, routine assessments and interventions will be scheduled 
during business hours (9am -5pm) 7 days a week. 

9. Staff training 
Staff will be provided with continuing clinical education opportunities, mandatory training, 
clinical supervision, and other support mechanisms to ensure that they are clinically 
competent. All training and education will be based on best practice principles and 
evidence-based treatment guidelines, and will be underpinned by the Queensland 
Government Recovery Framework. 

Education and training will include a focus on strategies and mechanisms to foster 
meaningful adolescent and carer participation across all levels qf service delivery, 
implementation and evaluation. Adolescents and carers needfo be involved in the 
development and delivery of education to staff and other service providers. 

Education and training should include (but will not be limited to): 
• Queensland Health mandatory training requirements (fire safety, etc) 
• AETRC orientation training 
• CYMHS Key Skills training 
• clinical and operational skills/knowledge development 
• team work 
• principles of the service (including cultural awareness and training, safety, etc.) 
• principles and practice of other CYMHS entities; community clinics, inpatient and day 

programs 
• medication management 
• Mental Health Act 2000 
• developmentally appropriate assessment and treatment 
• engaging and interacting with other service providers and 
• risk and suicide riskassessment and management. 

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

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

10. The AETRCfunctions best when: 
• there is an adequate skill mix, with senior level expertise and knowledge being 

demonstrated by the majority of staff 
• strong internal and external partnerships are established and maintained 
• clear and strong clinical and operational leadership roles are provided 
• all staff are provided with regular supervision, professional support and training 
• AETRC is seen by all CYMHS staff as integral and integrated with the CYMHS 

continuum of service 
• there is an explicit attitude that adolescents can and do recover from mental illness 
• service evaluation and research are prioritised appropriately 
• adolescents and their family/carers are involved in all aspects of care. 
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The model of service template - Queensland public mental health 
services 

• The model of service (MOS) template used in the development of this service 
component is part of a larger document that will describe public mental health services 
in Queensland. 

• The template for the individual MOS has been developed utilising the UK Department 
of Health document 'Mental Health Policy Implementation Guide c Community Mental 
Health Teams' 
[http:/lwww.dh.gov.uk/prod consum dh/groups/dh digitalassets/@dh/@en/@ps/docu 
ments/digitalasset/dh 085652.pdf] 

• A model of service is being developed to describe.each team/service component of the 
public mental health service in Queensland. It is a 'living' document. 

• At this time there are 30 MOS in various stages of development. 

• The finalised MOS will: 
o be visionary - the aim is not to describe whatcurrently happens in services 

but describe whatservices shollld be aiming towards in the next five years 
(2015) .. . . 

o include content thatdescribes evidence based best practice 
o include content that is clinically driVen, positive and inclusive 
o glearly state targets tel mea~Uri? change and provide a benchmark. 

' -----

• The attached 10pointtemplate .must be used when completing a draft MOS for a 
service component orteam. 

• The keyto.mponents in the table can be adapted to describe the key functions of a 
particular service. Language that is definitive, succinct and action focussed should be 
used. Dot points are fine. 

• Generic information regarding the Queensland public mental health service will be 
addressed in the introduction to the MOS document e.g. role descriptions, where to find 
a service, policy and practice frameworks. 

Please note that all drafts need to be forwarded to Leianne McArthur prior to broad 
dissemination. 

For more information, please contact the A/Manager of the Model of Service Project -
Leianne McArthur at

Draft Model of Service 
Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
Page 2 of 34 

EXHIBIT 189



DTZ.900.003.0176

ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE 

Adolescent extended treatment and rehabilitation centre 

model of service 

1. What does the service intend to achieve? 

172 

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

The Child and Youth Mental Health Service (CYMHS) Adolescent Extended Treatment and 
Rehabilitation Centre (AETRC) is a statewide service providing specialist multidisciplinary 
assessment and integrated treatment and rehabilitation to adolescents between 13 and 17 years of 
age with severe, persistent mental illness/es. The majorit;i of adolescents present with severe 
psychosocial impairment as a result of their mental illness/es. Their presentations are often 
complicated by developmental co-morbidities. Many 1Ilso experience chronic tarriily dysfunction, 
which serves to exacerbate the severity and persistence of the disorder and associated disabilities. 

The AETRC is part of the Statewide CYMHS continuum bfcareJfiat includes community based 
treatment teams, Adolescent Day Programs and Acute Child.and Adolescent Inpatient units. This 
continuum of care ensures that adolesce'ilts are treated in the le<)st restrictive environment 
possible, which recognises the need for safety, with the minimum possible disruption to their 
family, educational, social and community netWOrks. _ ···· ··· 

The AETRC operates on the premise that adolescents tari ~nd_do recover from mental illness. A 
range of treatment and recovery focused rehabilitation, psychOsodal, educational and vocational 
programs tailored to the adolescent's assessed clinical and rehabilitation needs is facilitated in 
collaboration with a range of service providers. This enables the adolescents to build on their 
strengths, progress il1 their development and promote recovery focused outcomes upon discharge. 
Education programs providedby the d_edjcated school (an integral part of the AETRC) provide 
essential components of rehabilitation programs and restoration of developmental tasks . 

.:_: - -- --:.:_ .. ·.~· ·c -:- - --

AETRC are gazetted al:; ;;iuthorised mental health services in accordance with Section 495 of the 
Mental Health Act 2000 [http://www.health,qld.gov.au/mha2000]. 

The key functions of an AETRC are: 
• Ensure a level of admissi()n consistent with least restrictive care and capacity to access the 

service. Level Qf admission will range from day admission to partial hospitalisation to providing 
24-hour inpatieritcare for: adolescents with high acuity in a safe, structured, highly supervised 
and supportive e11v.ironnient. 

• Providing multidisciplinary and collaborative consultation, diagnostic assessment, treatment 
and evidence informed clinical interventions and rehabilitation including recovery and discharge 
planning for adolescents to facilitate reintegration back to community based treatment. 

• Providing flexible, and targeted programs that can be delivered in a range of contexts including, 
school, community, group and family 

• Provide individually tailored, targeted, phased, evidence informed treatment interventions to 
alleviate or treat distressing symptoms and that will ultimately assist recovery and reintegration 
back into the community 

• Provide a range of interventions to assist progression in developmental tasks which may be 
arrested secondary to the mental illness. 
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• To provide family centred support and clinical interventions for families and carers to optimise 
adolescent functioning within their home environment. 

• Provide intensive support to enable successful transition back to the community through 
arranging, coordinating and supporting access to a range of services for adolescents, to ensure 
seamless service provision. This will include the provision of step down accommodation for 
adolescents who cannot return home, who are in transition to the community and who remain 
in need of substantial clinical care while preparing for independent living in the community. 

AETRC functions go towards: 
• providing high quality care in the least restrictive environment to adolescents and their 

families/carers with a focus on building resilience, fostering individual and family wellbeing, 
and assisting in the recovery of an appropriate developmentaLtrajectory 

• assisting adolescents and their families/carers to maintain hope and progress in their 
recovery, and to live with mental health problems where such problems persist in the long 
term 

• provide varying levels of care on the basis of acuity of behaviours associated with mental 
illness; with consideration to providing a safe and therapeutic environment for adolescents, 
staff and visitors 

• assist with establishment of care systems for tra11sition to the community 

The AETRC will be able to: 
• Appropriately involve adolescents, their families and/or carers in all phases of care and 

support them in their navigation of the mental health system. 
• Convey hope, optimism and a beliefin recovery either from mental illness or to living 

optimally with a mental illness for adolescents, f<imilies and /or carers. 
• Provide evidence informed assessment and treafrnent services. 
• Provide treatment and rehabilitation within an appr6prjatetimeframe. (In specific cases 

when the admission exceeds 6 months th.e_ adolescent mffst be reviewed with the referring 
team to ascertain the (5otential clinical gains of continued inpatient admission or community 
treatment.) 

• Provide appropriate levels of observation, supervision and individual support. 
• Provide information, advice a_nq support to families and/or carers. 
• Establi15h adetailed uiiderstandillg of local; resources for the support of adolescents with 

mental healfll problems: - -
• pr'pmote and ad\/o-tate for improved access to general health and care services for 

adolescents. 
• Manage psychiatric emergency situations safely and effectively. 
• Ensure a timely discharge and a return to community-based services. 
• Support adolescents, and their families/carers cross the broad continuum of care, including 

facilitating smooth transition to other appropriate services and post discharge support and 
follow up 

Following involvement within the AETRC, it is expected that adolescents will have: 
• remission of or optimal improvement in the symptoms of their mental illness through 

intensive treatment; 
• stabilisation of behavioural and emotion regulation patterns impacting on their function; 
• improved functioning in key areas of development that had been impacted by their mental 

illness including educational or vocational programs, involvement in social networks, leisure 
and recreational pursuits; 

• improved functioning in areas which have been impacted by developmental co-morbidities; 
• a recovery plan which ranges in concepts from recovery from mental illness to recovery 

which necessitates adjustment to mental illness; 
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• a management plan to identify potential precipitants to and warning signs of a relapse of 
mental illness; 

• supported, intensive re-integration into the community through implementation of a 
comprehensive discharge plan negotiated with the adolescent and their family or carers. 

2. Who is the service for? 

The AETRC is available to Queensland adolescents who are aged 13 - 17 years with severe and 
complex mental illness: 

• have had a range of less restrictive interventions with specialist services in adolescent 
mental health, but still have persisting symptoms of their mental illness and consequent 
functional and developmental impairments; and 

• who will benefit from a range of clinical interventions and 
• require extended and intensive clinical intervention ranging from day admission to an 

inpatient admission. · 

174 

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

• Adolescents with persistent depression. This is often in the context of childhood abuse. These 
individuals frequently have concomitant symptoms of trauma eg. PTSD, dissociation, recurrent 
self harm and dissociative hallucinos~s, . · . 

• Adolescents diagnosed with a range of.disorders associated with prolonged inability to attend 
school in spite of active community interventions. These diso.rders include Social Anxiety 
Disorder, Avoidant Personality Disorder and Separation Anxiety Disorder. It does not include 
individuals with truancy secondary to Conduct Disorder. . 

• Adolescents diagnosed with complex post traumatic stress disorder. These individuals can 
present with severe cballenging behaviour including persistent deliberate self harm and suicidal 
behaviour resistantto treatmentwithin other levels of the service system. 

• Adolescents with persistent p~ychosis who have not responded to integrated clinical 
management (including community-based care) ata level 4/5 service. 

• Adolescents wiU1 a persistent eating disbrdeu;Uch that they are unable to maintain weight for 
any period ih tlle>commul1ity. These typically have co-morbid Social Anxiety Disorder. 
Treatn:ient will halter included the input of practitioners with specialist eating disorders 
experience prior to acceptance at AETRC. Previous hospital admissions for treatment of the 
eating disorder may haveoccurred. Any admission to AETRC of an adolescent with an eating 
disorder will be linked intothe Queensland Children's Hospital (QCH) for specialist medical 
treatment. Adolescents requiring nutritional resuscitation will be referred to QCH. For 
adolescents over 15 years of age specialist medical treatment may be met by an appropriate 
adult health facility, 

Suitability for admission will be undertaken by an intake panel that will consist of: 
• the AETRC director/delegated senior clinical staff 
• referring specialist and/or Team Leader 
• representative from the AETRC School 

In making a decision the panel will consider the: 
• adequacy and availability of community treatment based on a thorough treatment history from 

service providers and carers with a view to assessing the likelihood of therapeutic gains by 
attending AETRC 

• likelihood of the adolescent to experience a positive therapeutic outcome 
• potential for treatment at AETRC to assist with developmental progression 
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• potential adverse impacts on the adolescent of being admitted to the unit (e.g. isolation from 
existing supports and/or cultural connection) 

• potential adverse impacts posed by the adolescent to other inpatients and staff. (e.g. the risks 
posed by substantiated forensic history of offences of a violent nature or evidence of 
inappropriate sexualised behaviour) 

• potential adverse interactions with other adolescents at a particular time 
• possible safety issues 

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

Adolescents who reach their 181
" birthday during admission will be assessed on a case by case 

basis by the panel. The panel will consider whether: 

• continued admission is likely to produce the greatest clinical outcome in terms of symptom 
reduction and developmental progression 

• admission will pose any risk to the safety of other adolescents in the AETRC 

In specific cases when the admission exceeds siifm9nths the case must be presented to the 
AETRC panel for review following the initial six mbhth admission. · 

The AETRC is gazetted as an authorised mental health service in accordance with Section 495 of 
the Mental Health Act. 

3. What does the service do? 

Table 1: Key components and elements of an adolescent extended treatment and rehabilitation 
centre 

Key component 
3.1.0 
Working with other 
service providers 

Key elements 
3.1.1 
The AETRC will develop and 
maintain strong partnerships with 
other components of the CYMHS 
network. 
3.1.2 
Shared-care with the referrer and 
the community CYMHS will be 
maintained. 

Comments 
• At an organisational level, this 

includes participation in the 
Statewide Child and Youth Mental 
Health Sub Network. 

• In the provision of service this 
includes processes for regular 
communication with referrers in all 
phases of care of the adolescent in 
AETRC. 

3.1.3 • This includes formal agreements 
with health service district (HSD) 
facilities (paediatric and adult 
health services) and/or QCH to 
provide medical services for 
treating medical conditions which 
may arise e.g. medical 
management of overdoses; 
surgical management of severe 
lacerations or burns from self 
injury. 

Draft Model of Service 

The AETRC panel will develop and 
maintain partnerships with other 
relevant health services that interact 
with adolescents with severe and 
complex mental illness. 
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Key component 

Draft Model of Service 

Key elements 

3.1.4 
AETRC staff will comply with 
Queensland Health (QH) policy 
regarding mandatory reporting of a 
reasonable suspicion of child abuse 
and neglect. 

3.1.5 
When adolescents have specific 
needs (e.g. sensory impairment, 
transcultural) to ensure effective 
communication, AETRC will engage 
the assistance of appropriate 
services 

Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
Page 7 of 34 

Comments 
nutrition, obesity, interactions with 
psychotropic medications etc. 

• This may include developing 
conjoint programs for youth 
with developmental difficulties 
or somatisation disorders 

• This includes but is not limited to 
the Department of 
Communities (Child Safety), 
the Department of 
Communities (Disability 
Services) and the 
Department of Communities 
(Housing & Homelessness) 
and Education Queensland 

• Mandatory child protection 
reporting of a reasonable 
suspicion of child abuse and 
neglect. 

Hyperlink to: 
• meeting the needs of children for 

whom a person with a mental 
illness has care responsibilities 
[http://qheps.health.qld.gov.au/me 
nta I health/html/ careofchild. htm]. 
child safety policy 
[http://qheps.health.qld.gov.au/mh 
alu/documents/policies/child_prote 
ct.pdf]. 

• mental health child protection form 
[http://qheps/health.qld.qov.au/pati 
entsafety/mh/documents/child pro 
tilllfl 

• Certain population groups 
require specific consideration 
and collaborative support. This 
includes people from culturally 
and linguistically diverse 
(CALD) backgrounds and 
Aboriginal and Torres Strait 
Islander people. 

Hyperlinks to: 
• interpreter services 

[http://www.health.qld.gov.au/multi 
cultural/interpreters/QHIS_home.a 
sp] 

• hearing impaired/deafness 
[http://www.health.qld.gov.au/paho 
spital/mentalhealth/docs/damh_co 
n_info.pdf] 

• transcultural mental health 
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Key component 

3.2.0 
Referral, access 
and triage 

Draft Model of Service 

Key elements Comments 
[http://www.health.qld.gov.au/paho 
spital/qtmhc/default.asp] 

• Aboriginal and Torres Strait 
Islander Cultural Capability 
Framework 2010-2033 
[http://qheps.health.qld.gov.au/atsi 
hb/docs/atsiccf. pdf] 

• Indigenous mental health 
[http://www.health.qld.gov.au/ment 
alhealth/useful_links/indigenous.a 
sp] 

• multicultural mental health 
[http://www.health.qld.gov.au/ment 
alhealth/useful_links/multicultural. 
as 

3.1.6 • The AETRC School is a 
Provision of appropriate educational dedicated facility provided by 
services the Department of Education, 

Training and Employment. It is 
regarded as an integral part of 
theAETRC. 

3.2.1 
Referrals to the AETRC are made 
by Queensland services providing 
specialist adolescent mental health 
treatment. 

3.2.2 
An initial decision is made at intake 
whether or not to accept an 
adolescent for assessment for 
provision of service. 

3.2.3 
Prior to admission, an assessment 
interview is arranged. This 
assessment involves the 

• All new service referrals will be to 
the Clinical Liaison Clinical Nurse 
as a single point of entry. 

• Clear information regarding 
referral pathways to AETRC, 
including service entry criteria, will 
be available to referrers. 

• Referral agencies are supported 
to remain actively involved during 
AETRC admission and continue 
their role as a major service 
provider following discharge 
(unless another appropriate 
referral is made). 

• This initial decision will take into 
account 

The age of the adolescent 
referred 
Level of risk 
Clinical criteria 
Ability/willingness to 
engage in the AETRC 
Program 

• This decision is made by the 
Consultation Liaison Person and 
the intake panel. 

• This assessment interview helps 
to clarify suitability for admission 
and potential interactions within a 
particular mix of adolescents on 
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Key component 

Draft Model of Service 

Key elements 
adolescent, their parent(s) or carers 
and significant others where 
appropriate. 

3.2.4 
The initial assessment interview will 
extend the information available 
from the referrer to obtain a detailed 
assessment of the nature of mental 
illness, its behavioural 
manifestations, impact on function 
and development and the course of 
the mental illness 

Hyperlinks to: 
• consumer assessment form 

[http://qheps.health.qld.gov.au/p 
atientsafety/mh/documents/amh 
s_conass.pdf]. 

• risk screening tool 
[http://qheps.health.qld.gov.au/p 
atientsafety/mh/documents/cyms 
_screen.pdf]. 

3.2.5 
Potential treatment, rehabilitation 
and recovery goals will be explored 
with the adolescent and their 
families and/ or carers. 

3.2.6 
Suitability for entry to the CAPO will 
be undertaken by a multidisciplinary 
team (MDT) intake panel that will 
consist of CADP: 
• Consultant psychiatrist 
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Comments 
theAETRC. 

• This assessment interview is an 
opportunity to orientate the 
adolescent to the AETRC. 

• A general information pack will be 
available on first presentation for 
all adolescents and 
families/carers. 

Hyperlinks to: 
• information sharing 

[http://qheps.health.qld.gov.au/csu 
/lnfoSharing.htm]. 

• 

• 

• 

• 

• 

• 

• 

The assessment interview allows 
the clinician to gauge how the 
adolescent and their families/ 
carer talks about current 
symptoms and their level of 
understanding of the mental 
illness 
It provides opportunity lo 
understand development over 
several years, and how 
development has been impacted 
by the mental disorder if this is not 
available in the referring 
information 
It provides opportunity to gather 
specific information which may be 
relevant to rehabilitation and 
recovery. 

Although prior to developing a 
formulation, these goals are 
indicative to the adolescent and 
their families/carers of what the 
AETRC may be able to provide. 
Discussion of goals at this stage 
allows some assessment of the 
understanding and commitment of 
the adolescent and their 
families/carer to the process of 
attending and being involved with 
theAETRC 
MDT intake panel meetings will 
occur weekly. 
This decision will take into account 

o Level of risk 
o Clinical criteria 
o Admission Priorities 
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Key component 

3.3.0 
Mental Health 
Assessment 

Draft Model of Service 

Key elements 
• Clinical Liaison Clinical Nurse 
• NUM 
• Allied health representative 
• Principal AETRC school 
3.2.7 
Priorities for admission are 
determined on the basis of levels of 
acuity, the risk of deterioration, the 
current mix of adolescents on the 
unit, the potential impact for the 
adolescent and others of admission 
at that time, length of time on the 
waiting list and age at time of 
referral. 
3.2.8 
If there is a waiting period prior to 
admission, the Clinical Liaison 
Clinical Nurse will liaise with the 
referrer until the adolescent is 
admitted. 

3.3.1 
Prior to admission the Consultation 
Liaison Clinical Nurse will obtain a 
detailed history of the mental health 
assessments and interventions to 
date for the adolescent and their 
family 

3.3.2 
From the referral information and 
the interview arranged on referral, a 
preliminary formulation is developed 
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Comments 
o Diagnostic Mix 
o Ability/willingness to 

engage in the AETRC. 

• Where possible, admissions are 
conducted as part of a 
collaborative assessment and 
treatment plan between the 
AETRC and the specialist 
adolescent mental health service 
referring the adolescent. 

• This process monitors changes in 
acuity and the need for admission 
to help determine priorities for 
admissions. 

• The Clinical Liaison, Clinical Nurse 
can also advise the referrer 
regarding the management of 
adolescents with severe and 
complex mental illness following 
consultation with the treating team. 

• This expedites an appropriate 
assessment interview and liaison 
with the referrer if there is a period 
of time until the adolescent is 
admitted. 

• The preliminary assessment helps 
to avoid unnecessary duplication 
of assessments. 

• Information from the preliminary 
assessment is integrated into 
subsequent assessments 

Hyperlinks to: 
• mental health clinical 

documentation 
[http://qheps.health.qld.gov.au/me 
ntalhealth/clinical_docs.htm]. 

• statewide standardised clinical 
documentation CYMHS user 
guide 
[http://qheps.health.qld.gov.au/me 
ntalhealth/docs/cyms_user.pdf]. 

• The formulation is reviewed and 
refined at case review meetings 
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Key component 

Draft Model of Service 

Key elements 
and presented to the team to plan 
further targeted assessments and 
develop an initial treatment and 
rehabilitation plan 
3.3.3 
Targeted assessments will be 
prompt and timely. 

3.3.4 
Risk assessments will be conducted 
on admission in to the AETRC and 
be routine thereafter. A risk 
assessment will be documented 
prior to transfer or discharge. Risk 
assessments will include: 
• a formalised suicide risk 

assessment, assessment of risk 
to others and absconding risk 

• a component of standardised 
measurement processes. 

3.3.5 
Child safety concerns will be 
addressed in accordance with 
mandatory requirements. 
Hyperlink to: 
• child safety policy 

[http://qheps.health.qld.gov.au/m 
halu/documents/policies/child_pr 

Author: C & Y Sub Network - BAG Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
1710212016 
Page 11 of 34 

Comments 

• Targeted assessments include 
formal psychological, occupational 
therapy, speech and language 
assessments. 

• These assessments may assist in 
diagnostic clarification, 
assessment of symptom severity, 
developmental variables and 
functional assessments 

• The outcome of assessments will 
be promptly communicated to the 
adolescent, the families and/or 
carers, and other stakeholders 
(with consent of the adolescent) 

• All risk assessments will be 
recorded in the clinical record, and 
will be used to formulate a risk 
management plan. In the initial 
assessment the risk assessment 
will be conducted as one 
component of a comprehensive 
mental health assessment. 

• Risk management protocols will 
be consistent with Queensland 
Health policy. 

Hyperlinks to: 
• integrated risk management 

2Qfu;y 
[http://qheps.health.qld.gov.ay/aud 
iUIRM_Stream/RM_Policy/13355_ 
08_2.0.pdf]. 

• risk screening tool 
[http://qheps.health.qld.gov.au/pati 
entsafety/mh/documents/cyms_sc 
reen.pdf]. 

• child safety policy 
[http://qheps.health.qld.gov.au/mh 
alu/documents/policies/child_prote 
ct.pdf]. 

Hyperlink to: 
• child abuse and neglect 

[http://qheps.health.qld.gov.au/csu 
/childabuseneglect.htm]. 

• meeting the needs of children for 
whom a person with a mental 
illness has care responsibilities 
[http:f /gheps. health.gld.gov. au/me 
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Key component Key elements 
otect. pdf]. 

3.3.6 
Assessments of alcohol and drug 
use will be conducted on entry to 
the Program and routinely 
throughout ongoing contact with the 
service. 

3.3.7 
Physical and oral health will be 
routinely assessed, managed and 
documented. 
Hyperlink to: 
• physical examination and 

investigations form 
[http://qheps.health.qld.gov.au/p 
atientsafety/mh/documents/cyms 
_physical.pdf]. 

3.3.8 
The outcome of assessments will be 
communicated to the adolescent, 
family/carer and other stakeholders 
as appropriate, in a timely manner. 

Comments 
ntalhealthfhtml/careofchild.htm. 

• Documented evidence of physical 
and oral health assessments or 
referral will be in the clinical record 
and included in the consumer 
integrated mental health 
application (CIMHA) database. 

• Clinical alerts (e.g. medication 
allergies and blood-borne viruses) 
must be documented. 

• 100 percent of adolescents have a 
nominated GP. 

• Adolescents and their families/ 
carers will be actively supported to 
access primary health care 
services and health improvement 
activities. 

• Any potential health problems 
identified will be discussed with 
the adolescent and family/carers, 
and where appropriate with the 
GP or other primary health care 
provider. 

Hyperlink to: 
• CIMHA business rule 

[http://qheps.health.qld.gov.au/me 
ntalhealth/cimha/factsheets.htm]. 

• General Practice Queensland - A 
Manual of Mental Health Care in 
General Practice 
[http://www.health.gov.au/internet/ 
main/publishing.nsf/Content/ment 
al-pubs-m-mangp]. 

3.3.9 • The education provider for the 
AETRC will ascertain schools 
attended, history of attendance, 
educational attainments and 
history of educational support 
where appropriate 

Draft Model of Service 

Educational history and attainments 
will be assessed from admission to 
the AETRC and throughout the 
admission 

Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
Page 12 of 34 

• The education provider will 

EXHIBIT 189



DTZ.900.003.0186

ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE 
182 

Key component 

3.4.0 
Clinical review 

Draft Model of Service 

Key elements 

3.3.10 
Assessment of family structure and 
dynamics will continue during the 
course of admission to the AETRC 

3.3.11 
The AETRC will obtain assessments 
on an adolescent's function in tasks 
appropriate to their stage of 
development 
3.3.12 
Mental Health Act 2000 
assessments will be conducted by 
Authorised Mental Health 
Practitioner and/or authorised 
doctor. 
3.4.1 
All adolescents will be discussed at 
a multidisciplinary team review 
(MDTR) at least weekly to integrate 
information from and about the 
adolescent, interventions that have 
occurred, and to review progress 
within the context of the case plan 

3.4.2 
In addition to the weekly MDTR, ad 
hoc clinical review meetings will be 
scheduled when required (e.g. to 
discuss cases with complex clinical 
issues, following a critical event or in 
preparation for discharge). 

Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
Page 13 of 34 

Comments 
assess current levels of 
attainment in different subjects 

• The education provider will 
assess progress in subjects 

• This process begins with the 
assessment interview and 
continues throughout the 
admission. 

• This assessment occurs 
throughout the admission. 

Hyperlink to: 
• Mental Health Act 2000 

[http://www.legislation.qld.gov.au/ 
LEGISL TNICURRENT/M/MentalH 
ealAOO.pdf]. 

• A consultant psychiatrist or 
appropriate medical delegate will 
participate in all MDTRs. 

• All MDTRs will be documented in 
the adolescent clinical record, the 
consumer care review summary, 
and in CIMHA. 

Hyperlink to : 
• Child and Youth Mental Health 

Services Consumer Care Review 
Summarv form 
[http://qheps.health.qld.gov.aulme 
ntalhealth/docslcy_cc_review_su 
m.pdf] 

• CIMHA business rule 
[http://gheps.health.qld.qov.au/me 
ntalhealth/cimha/factsheets.html. 

• Individual care/treatment plans 
(ICTP) 
[http://qheps.health.qld.gov.au/pati 
entsafety/mh/documents/amhs_re 
c Ian.pd . 

• Critical events will be reviewed 
utilising the clinical incident 
management implementation 
standard. 

Hyperlink to: 
• clinical incident management 

implementation standard 
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3.5.0 
Recovery planning 
and Relapse 
Prevention 

Draft Model of Service 

Key elements 

3.4.3 
Continual monitoring of the 
adolescent's progress towards their 
recovery plan goals will occur 
through a process of structured 
clinical reviews involving the 
adolescent and their parents or 
carers, the AETRC multi-disciplinary 
team (including the AETRC School} 
and relevant external community 
agencies including the referring 
specialist adolescent mental health 
service provider and potential 
discharge provider if these may 
differ. 

3.4.4 
Each adolescent's progress will be 
routinely monitored and evaluated 
including the use of outcome 
measures. 

3.5.1 
Recovery plans are developed in 
way that assists adolescents and 
their families/carers to maintain 
hope and progress in their recovery, 
and to live with mental health 
problems where such problems 

Author: C & Y Sub Network - BAG Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
Page 14 of 34 

Comments 

• 

• 

• 

• 

• 

• 

• 

• 

[http://www.health.qld.gov.au/patie 
ntsafety/documents/cimist. pdf]. 

Care Plans are formally reviewed 
and updated at intervals ideally of 
two months, but not more than 
three months. 
The Community Liaison Clinical 
Nurse is responsible to ensure 
adolescents are reviewed 
The viewpoint of the adolescent, 
family and/or carer and their 
community based supports such 
as teachers and community 
mental health case managers will 
be considered during the reviews. 
There will be an established 
agenda for discussion of cases, 
with concise documentation of the 
content of the discussion and the 
ongoing plan of care recorded on 
the adolescent integrated mental 
health application (CIMHA) and on 
the adolescent care review 
summary. A copy is to be 
downloaded and included in the 
clinical file. 
Outcomes of clinical reviews will 
be discussed with adolescent and 
family and/or carer. 
Any changes to the recovery plan 
will be made in collaboration with 
the adolescent, family and/or 
carer. 
Structured risk and review 
processes will be utilised. 
National Outcomes and Casemix 
Collection, and others based on 
each adolescent's individual 
requirements. 

Hyperlink to 

• Services are based on the 
principles of recovery which in 
relation to adolescent's includes 
developmental processes and 
may also be applied to parents, 
carers and entire families. 

Hyperlink to: 
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Key component Key elements 
persist in the long term. 

Comments 

• Child and Youth Mental Health 
Services Recovery Plan 
(http://qheps.health.qld.qov.au/me 
ntalhealth/docs/cy recoverv plan. 
QQf.) 

• Sharing responsibility for recovery: 
creating and sustaining recovery 
oriented systems of care for 
mental health 
(http://qheps.health.qld.gov.au/me 
ntal health/docs/recovery. pdf.) 

3.5.2 • Recovery plans identify: 
- available supports An individual recovery plan will be 

developed with all adolescents and 
their families and/or carers. Review 
of progress and planning of future 
goals will be integrated into the 
recovery plan. 

• 

• 

3.5.3 • 
Recovery and relapse prevention 
planning is discussed in partnership 
with every adolescent, their family 
and/or carers, and in collaboration • 
with other service providers. 

Draft Model of Service 
Author: C & Y Sub Network - BAG Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17 /02/2016 
Page 15 of 34 

• 

- crisis management strategies 
- therapeutic goals intervention 

processes 
- psycho-educational needs 
- relapse prevention strategies. 
Recovery plans may also include 
strategies for improving: 
- family functioning 
- pro-social and developmentally 

appropriate interests and 
hobbies, 

- peer functioning 
- quality of life (such as time to 

experience developmentally 
relevant play and fun) 

- achievement at school/ 
vocational goals, and mastery 
over the tasks of adolescence. 

Recovery plans will be updated at 
a frequency determined by 
change or need, but will be 
formally reviewed at least three 
monthly (to review routine 
outcome measures, treatment 
progress and any change in 
needs. 
Adolescent's, their families and/or 
carer's are strongly encouraged to 
have ownership of, and sign, their 
recovery plans. 
Changes to the recovery plan will 
be discussed with the adolescent, 
family/carer, and relevant service 
providers. 
All changes to the recovery plan 
will be discussed with the MDTR. 
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Key component 

3.6.0 
Clinical 
interventions 

Draft Model of Service 

Key elements 
3.5.4 
Recovery planning is almost always 
partially or fully reliant on the 
relationship between the 
adolescent, family and/or carer, their 
resilience and their individual 
circumstances. 

3.5.5 
Every effort will be made to ensure 
that recovery planning focuses on 
the adolescent's own goals. 

3.6.1 
All aspects of service delivery will 
reflect the development of 
collaborative relationships between 
adolescents and staff. 

3.6.2 
Adolescents will be supported to 
access a range of biopsychosocial 
interventions and rehabilitation 
services which meet their individual 
needs. All interventions must 
demonstrate attention to 
developmental frameworks and will 
be evidence informed 

3.6.3 
Clinical interventions are guided by 
assessment, formulation and 
diagnostic processes, using a 
developmentally appropriate, 
biopsychosocial approach. 

Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendicl1 
17/02/2016 
Page 16 of 34 

Comments 
• Whilst adolescents 13-17 years 

gain further independence and 
mastery to separate from their 
family and/or carer, evidence 
suggests that adolescents with 
mental health problems require 
support in re-connecting with their 
parents. 

• Where conflicting goals exist (e.g. 
for adolescents receiving 
involuntary treatment), the goals 
will be clearly outlined and 
addressed in a way that is most 
consistent with the adolescent and 
the family/carer goals values. 

• AETRC will demonstrate a focus 
on strengths, connectedness, 
personal involvement, personal 
choice and empowerment and 
increasing confidence in 
accessing the system. 

• Clinical interventions will 
demonstrate evidence informed 
practice. 

• Interventions will be based on 
recovery principles. 

• Multidisciplinary input will be 
provided to optimise adolescent 
recovery. 

• Interventions will include relapse 
prevention programs and/or 
techniques. 

• Basic human rights, such as 
privacy, dignity, choice, anti­
discrimination and confidentiality 
are recognised, respected and 
maintained to the highest degree 
possible in all clinical 
interventions. 

• This will take into consideration 
the strengths and resilience within 
the individual, their family and 
their community. 

• The consent of the adolescent or 
parent/guardian to disclose 
information, and (where needed) 
to involve family/carers in recovery 
planning and delivery, will be 
sought in every case. 

• Information sharing will occur in 
every case unless a significant 
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3.6.4 
Clinical care and the development of 

Draft Model of Service 
Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
1710212016 
Page 17 of 34 

Comments 
barrier arises, such as inability to 
gain appropriate lawful consent 

• Informed consent is documented 
in the clinical record, detailing that 
the adolescent/guardian 
understands the recovery plan. 

• In most case it is necessary that 
the guardian agrees to support the 
provision of ongoing care to the 
adolescent in the community. 
Where an adolescent is admitted 
without adequate involvement of a 
guardian, alternate supports in the 
community will be developed 

• Education and information will be 
provided to the adolescent, 
family/carers and significant 
others at all stages of contact with 
the service. 

• A shared understanding will be 
fostered for all aspects of 
treatment, including risk 
management, with explicit, 
documented evidence of the 
shared understanding in the 
clinical file. 

Hyperlinks to: 
• information sharing 

[http://qheps.health.qld.gov.au/csu 
/lnfoSharing.htm]. 

• Health Services Act 1991: 
Confidentiality Guidelines 
[http://qheps.health.qld.gov.au/lalu 
/admin_law/privacy_docs/conf_gui 
delines.pdf]. 

• right to information and 
information privacy 
[http://www.health.qld.qov.au/foi/d 
efault.asp]. 

• Guardianship and Administration 
Act (Q!d) 2000 
[http://www.legislation.qld.gov.au/ 
LEG ISL TN/CURRENT/G/GuardAd 
minAOO.pdf]. 

• carers matter 
[http://access.health.qld.gov.au/hi 
d/MentalHealth/Carerlnformation/c 
arersMatterYoureNotAlone is.asp] 
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both prevention and treatment 
services should derive from the best 
available evidence and recognise 
the frequently complex and multi­
factorial nature of mental disorders 
in adolescents. 
3.6.5 
During service provision, 
adolescents and their 
families/carers will have access to 
and be supported to engage in a 
range of evidence-informed 
therapeutic interventions to optimise 
their rehabilitation, resilience, 
recovery and relapse prevention. 
3.6.6 
A range of flexible and integrated 
therapeutic, resilience, rehabilitation 
and recovery focussed interventions 
are delivered and/or coordinated by 
the multidisciplinary team. 
3.6.7 
Individualised evidence-informed 
interventions include: 

• Psychological interventions 
(verbal and non-verbal 
therapies and education); 

• Pharmacotherapy 
• Family therapy and 

education; 
• Individualised behavioural 

programs. 
• Individualised life skills 

programs 
• Individual sensory 

modulation 
• Biological treatments e.g. 

Electroconvulsive Therapy 

Comments 

• Treatment will be provided in the 
least restrictive setting that 
properly balances the 
adolescent's autonomy with their 
need for observation and 
treatment in a safe environment. 

• Interventions may be 
individualised, group based or 
generic programs. 

• Interventions may include art 
therapy, music therapy, sand play 
therapy. 

• ECT is subject to a specific policy 
compliance with Australian clinical 
practice guidelines, and is 
administered in accord with the 
Mental Health Act 2000 

Hyper/ink to: 
• electroconvulsive therapy 

guidelines 
• [http://qheps.health.qld.gov.au/me 

ntalhealth/docs/ect_guidelines _ 31 
960.pdf] 

3.6.8 • Examples of information and skills 
building groups include social 
skills, dialectical behaviour 
therapy groups 

Draft Model of Service 

Interventions delivered in groups 
include: 

• Individual educational or 
vocational plans; and • 

• A range of information and 
skills building groups which 
are adapted to the needs of 
a group of adolescents 

• A range of predominantly 
activity-based groups which 
are tailored to meet the 

Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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Examples of activity based groups 
include community access, 
adventure therapy groups 
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Draft Model of Service 

needs of a particular group 
of adolescents and aimed at 
intervening in areas of 
psychological and 
developmental need. 

3.6.9 • 
Generic interventions include: 

• Maintaining a milieu with 
professional staff reflecting 
appropriate levels of care, 
supervision, personal • 
boundaries, safety, problem 
solving and management of 
the adolescent group to 
maximise each adolescent's 
care; 

• Encouraging peer support 
opportunities, where 
available, for adolescents 
and/or families to 
appropriately engage with 
past consumers/carers for 
peer support; 

• Forming appropriate 
therapeutic alliance; 

• Providing opportunities for 
activities of daily living, 
leisure, social interaction and 
personal privacy; and 

• Supporting healthy lifestyle 
decisions. 

3.6.10 • 
Individualised educational or 
vocational programs will be 
developed for each adolescents 
and are integrated with their clinical 
state • 

• 

• 

Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/0212016 
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Building and maintaining a 
therapeutic alliance with the 
adolescent and their family/carers 
is at the heart of almost all clinical 
interventions with young people. 
A range of mediums may be used 
for intervention as adolescent may 
choose to express their thoughts 
and feelings through the medium 
of play and other forms of 
expressive therapy such as art 
and music. 

The AETRC School will develop 
individual educational goals with 
the adolescent taking into account 
academic capacities and mental 
state 
Curriculum will be provided by 
external education providers 
including an adolescent's current 
school curriculum,. 
The school program is determined 
by the School Principal after 
continuing consultations with 
clinicians. 
The AETRC School will contribute 
to life skills programs to prepare 
the adolescent for work skills or 
transition to the community 
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3.6.11 
Carers are integral to the mental 
health care process 
Family members are provided with 
emotional and other support to 
ensure they are able to continue to 
provide care and support without 
experiencing deterioration in their 
own health and well being. 

3.6.12 
Mental health services implement a 
range of multidisciplinary strategies 
to manage psychiatric emergencies 
to ensure the safety of the 
adolescent and others within the 
immediate environment 

3.6.13 
Staff will utilise a range of de­
escalation behavioural interventions 
for behaviours which may be a 
threat to the safety of others. 

Comments 
• Adolescents under 18 years of 

age are a child at law1 and are 
developmentally dependent on 
adult guidance and support, which 
reduces from infancy to adulthood 
at a rate that ideally promotes 
achievement of the appropriate 
developmental tasks and 
developmentally appropriate 
family relationship. 

• Consequently, interventions to 
promote recovery are as much 
focussed on engaging with the 
carer as the adolescent and are 
frequently based around family 
work and parent-adolescent work. 

Hyperlink to: 
• carers matter 

[http://www.health.qld.gov.au/mhc 
arer/J. 

Interventions for self harm behaviours 
include: 
• using questionnaires to determine 

the reasons for the incident of self 
harm 

• increased visual observations 
• restricting access to areas of the 

ward where an adolescent can be 
observed 

• use of the de-escalation area 
ranging from an area to which an 
adolescent voluntarily withdraws as 
a safe place up to restraint and 
seclusion as a last resort 

• use of medication if indicated 
• The adolescent is informed of and 

encouraged to utilise strategies to 
use alternatives to self harm, e.g. 
talking with staff, use of the 
sensory room, utilising non-verbal 
therapies. 

• Parents/carers are immediately 
informed of changes in a 
adolescent's behavioural 
presentation 

Behavioural interventions for 
behaviours which cause harm to 
others include: 

1 CYCMHS (like all health services for children and adolescents) must be cognisant of the implications of this 
legal status. 
Draft Model of Service 
Author: C & Y Sub Network- BAG Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
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Draft Model of Service 

Key elements 

3.6.14 

Comments 
• verbal de-escalation 
• use of outside environment where 

safe 
• use of safe forms of reducing 

aggression e.g. sensory room, 
punching bag 

• use of the de-escalation area 
ranging from an area to which an 
adolescent voluntarily withdraws as 
a safe place up to restraint and 
seclusion as a last resort 

• use of medication if indicated 
• review of precipitants to aggression 
• The adolescent is informed of and 

encouraged to utilise strategies to 
use alternatives to aggression, e.g. 
talking with staff, use of the sensory 
room, utilising non-verbal therapies. 

• Antipsychotics and other 
psychotropic medication will be 
prescribed in accordance with 
Queensland Health clinical 

Medication will be prescribed, 
administered, and monitored as 
indicated by clinical need and will 
involve shared decision making 
processes between the treating • 
team and the adolescent. 

practice guidelines. 
Strategies to improve compliance 
with medication regime must be in 

All pharmacological interventions 
including prescriptions, dispensing 
and administration of medicines will 
comply with Queensland Health 
policies, guidelines and standards 

place. 
• Monitoring of medication side­

effect will be routinely conducted. 
• The metabolic monitoring form will 

be used for all adolescents on 
antipsychotic or mood stabiliser 
medication. 

• Adolescent's personal goals for 
medication will be incorporated 
with staff's clinical knowledge. 

• The psychiatrist responsible for 
pharmacological treatment will be 
familiar with national and 
international best practice 
standards, and medication will be 
prescribed in keeping with these 
standards. 

Hyperlinks to: 
• Metabolic monitoring form 

[http://qheps.health.qld.gov.au/me 
ntalhealth/docs/metabolic_mon_fo 
rm.pdf] 

• clinical guidelines 
[http://qheps.health.qld.gov.au/me 
ntalhealth/guidelines.htm]. 

• medication liaison on discharge 

Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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3.6.15 
Management of physical health of 
adolescents will be in association 
with a primary health care provider. 

3.6.16 
Time to provide emotional support 
to the adolescent and carer/s will be 
given adequate priority. 
3.6.17 
Education and information will be 
provided at all stages of contact with 
the service. 

3.7.0 3.7.1 
Team approach A multidisciplinary team approach 

will be provided. The AETRC 
School is an integral part of the 
team. 

3.7.2 
Clear clinical and operational 
leadership will be provided staff and 
for the team 
3.7.3 
Case management processes will 

Draft Model of Service 
Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
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Comments 
[http://qheps.health.qld.gov.au/me 
dicines/documents/general_policie 
s/medic_liaison_discrg.pdf]. 

• National Health and Medical 
Research Council (NH&MRC) 
Guidelines for Management of 
Depression (when available) 

• acute sedation guidelines for 
children and young people (under 
development) 

• therapeutic guidelines-
psychotropic 
[https://online-tg-org-
au.cknservices.dotsec.com/i[!Q. 

• All adolescents will receive 
information about physical health 
issues. 

• Adolescents will be supported to 
access primary health care and 
health improvement services .. 

• This type of support will assist with 
engagement, concordance with 
treatment regime, etc 

• This will include a range of 
components such as education, 
information about the mental 
health disorder/s or problem/s, 
progression through the service, 
mental health care options, 
medications (benefit, usage, 
potential side effects and potential 
effects of missing doses/stopping), 
support services, recovery 
pathways, etc 

• The adolescent, family and/or 
carer will be informed of the 
multidisciplinary model. 

• Discipline specific skills and 
knowledge will be utilised as 
appropriate in all aspects of 
service provision. 

• Clinical, discipline and peer 
supervision will be available to 
individual staff and the team. 

• There will be a well defined and 
clearly documented local process 
for escalation of discipline specific 
clinical issues. 

Hyperlink to: 
• case management polic~ 
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Key component 

3.8.0 
Continuity of care 
and care co­
ordination 

Draft Model of Service 

Key elements 
be managed to ensure effective use 
of resources and to support staff to 
respond to crises in an effective 
manner. 

Comments 
[http://qheps.health.qld.gov.a/ment 
alhealth/docs/casemanage 
_polstate. pdf]. 

3.8.1 • Provision of this information will be 
documented in the clinical record, 
including the recovery plan and 
the discharge summary. 

Clear documented 24 hours, 7 days 
per week, mental health service 
contact information is provided to 
adolescents, families, carers referral • 
sources and other relevant 

Relevant information documents 
detailing specific service response 
information will be readily 
available. 

supports. 

3.8.2 
Every adolescent will have a 
designated treating consultant 
psychiatrist. 

3.8.3 
Prior to admission, a Care 
Coordinator will be appointed for 
each adolescent will be noted on 
CIMHA as principal service provider 

3.8.4 
AETRC will actively engage with 
other treating teams in coordination 
of care across inpatient (acute and 
non acute) and community settings. 
In particular, responsibility for 
emergency contact will be clearly 
defined when an adolescent is on 
extended leave. 

• This will be recorded in the 
CIMHA as the internal contact, 
treating consultant psychiatrist. 

• The Care coordinator will be 
responsible for: 

• providing centre orientation to the 
adolescent and their 
parents/carers 

• assisting the adolescent to 
identify, develop and implement 
goals for their recovery and crisis 
management plans in partnership 
with the family/carer where 
appropriate. 

• acting as the primary liaison 
person for the parent(s)/carer and 
external agencies during the 
period of admission and during the 
discharge process 

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

• providing a detailed report of the 
adolescent's progress for the care 
planning meeting .. 

• Referring services providing 
specialist and adolescent mental 
health treatment to maintain 
clinical/professional contact with 
the PSP via case reviews, email, 
tele-links, video - links, telephone 
and face to face contact. 

• Open communication between the 
AETRC and the local ACT team is 
essential for after hours crisis care 
for the adolescent and their 
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Key component Key elements 

3.8.5 
The adolescent's treating team will 
be identified in the clinical record, 
MDTR documentation and 
communication will be maintained 
throughout the phase of care. 
3.8.6 
Specifically defined joint therapeutic 
interventions between the AETRC 
and the Referrer can be negotiated 
either when the adolescent is 
attending the Centre or on periods 
of extended leave 

3.8.7 
Community based supports are 
included in recovery planning and 
discharge planning wherever 
possible. 

Comments 
family/carers. 

• The PSP and other service 

will be recorded in 
the CIMHA and remain constant 
during the phase of care. 

• Joint interventions can only occur if 
clear communication between the 
AETRC and external clinician can 
be established 

• An example would include the 
referrer providing parent support 
while the adolescent is in the 
AETRC 

• Non-government organisation 
service providers who have 
established (or are establishing) 
support links with the adolescent, 
families and/or carers will be given 
access to AETRC as appropriate. 

• All community based supports will 
be co-ordinated prior to discharge. 

• The process for sharing 
information will be explicitly 
documented for each case taking 
existing privacy and confidentiality 
considerations into account 

Hyperlink to: 
• Health Services Act 1991 part 7 

Confidentiality Guidelines 
[http://qheps.health.qld.gov.au/la 
lu/admin_law/privacy_docs/confguideli 
nes.pdfl 

3.9.0 
Transfer/transition 
of care 

3.9.1 • Guidelines for internal transfers 
will be clearly written, and 
receiving teams will make 
assertive efforts to establish 
contact within a reasonable time 

Disengagement with AETRC will not 
occur before the receiving team has 
made contact, scheduled a first 
appointment and confirmed 
attendance at the scheduled period. 
appointment • The time period will be individually 

determined at a local level 

Draft Model of Service 
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between AETRC and the receiving 
teamfs_ 

• A feedback mechanism is in place 
so that the receiving team informs 
the referring team if the 
adolescent fails to attend or if 
significant problems occur or 
recur. 
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Key component 

3.10.0 
Discharge/external 
transition of care 

Draft Model of Service 

Key elements 
3.9.2 
Clearly documented provisions will 
be outlined between the AETRC, 
community services and acute 
inpatient units for adolescents who 
may experience crisis during the 
transition phase. 
3.9.3 
A timely written handover will be 
provided on every transfer occasion. 
Hyperlink to: 
• consumer end of 

episode/discharge summary 
[http://qheps.health.qld.gov.au/p 
atientsafety/mh/documents/cyms 

consumer.pd 
3.9.4 
Adolescents and their 
families/carers will be informed of 
transfer procedures. 

3.9.5 
Adolescents transferred under an 
involuntary treatment order will 
remain the responsibility of the 
transferring service until the first 
medical assessment is completed. 

3.10.1 
Planning for discharge from AETRC 
will commence at the time of 

Author: C & Y Sub Network - BAG Review Work Group 
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Comments 
• Where transfer is inevitable, all 

services need to make direct 
contact and ensure safe transfer 
(service capability will be 
considered). 

• Both a written and verbal 
handover will be provided to the 
receiving team within a week of 
day of transfer. 

• Families/carers will be informed of 
the transfer in a timely manner as 
consent will be required for the 
transfer. 

• Families/carers will be provided 
with relevant information 
concerning reasons for transfer 
and expected outcomes. 

Hyperlinks to: 
• Health Services Act 1991: 

Confidentiality Guidelines 
[http://www.health.qld.gov.au/foi/d 
ocs/conf_guidelines.pdf] 

• right to information and 
information privacy 
[http://www.health.qld.gov.au/foi/d 
efault.asp] 

• Information sharing between 
mental health workers, 
consumers. carers. family and 
significant others. 
[http://www.health.qld.gov.au/ment 
alhealth/docs/info=sharing.pdf]. 

Hyperlinks to: 
• Mental Health Act 2000 

[http://www.legislation.qld.gov.au/ 
LEGISL TN/CURRENT/M/Mental 
HealAOO.pdf] 

• MHA2000 Resource Guide 
[http://qheps.health.qld.gov.au/m 
halu/resource_guide.htm] 

• The referring specialist adolescent 
mental health service providers 
and families/carers will be 
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Key component 

Draft Model of Service 

Key elements 
referral. 

3.10.2 
Discharge planning is a component 
of each adolescent's Recovery and 
Relapse Prevention Plan. 

3.10.3 
Discharge planning will involve 
multiple processes at different times 
that attend to therapeutic needs, 
developmental tasks and 
reintegration into the family 

3.10.4 
Discharge planning will require the 
ascertainment that the potential 
accommodation is safe and 
appropriate. In most cases, this will 
be the family home, or established 
care arrangements. Where the 
family home is unsafe, unable to 
provide the necessary support or 
where care arrangements do not 
exist, safe supervised 
accommodation with adequate 
supports will be sought. 

Author: C & Y Sub Network - BAC Review Work Group 
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Comments 
included in all aspects of 
discharge planning. 

• DMHS will give priority to 
adolescents transferring back to 
their district from AETRC. 

• The decision to discharge is at the 
discretion of the consultant 
psychiatrist in consultation with 
the MDT. 

• It is anticipated that support may 
be required on discharge for the 
adolescent and their family and/or 
carers. 

Hyperlink to: 
• recovery plan form 

[http://qheps.health.qld.gov.au/pati 
entsafety/mh/documents/cyms_re 
covery.pdf]. 

• Discharge planning will occur in 
close collaboration with the 
adolescent and their family 

• Discharge planning will consider 
the adolescent's potential for 
optimal functioning and determine 
the level of care required to support 
that functioning as an inpatient, 
partial inpatient, day admission or 
in the community 

• Discharge planning recognises the 
needs at times that re-admission 
may be necessary where risk of 
relapse is high. 

• Where the family home or usual 
care arrangements are appropriate 
and supportive, every endeavour 
will be made to encourage the 
adolescent to return 

• The adolescent will be integral to all 
planning for accommodation on 
discharge 

• Parents providing a safe and 
supportive environment will always 
be involved in planning for 
accommodation on discharge. 

• The Department of Child Safety will 
remain primarily responsible for 
providing timely and appropriate 
accommodation for an adolescent 
in their care. ?Hyperlink to MOU 
between Queensland Health and 
Department of Child Safety? 
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Key component 

Draft Model of Service 

Key elements 

3.10.5 
AETRC discharge planning and 
support for adolescents includes: 

• Facilitating contact between 
the adolescent, their family 
or carers and their 
community case manager 
(PSP) as well as relevant 
other support services; and 

• Maintaining collaborative 
relationships with a wide 
range of service providers 
including general 
practitioners, education 
providers, extended family 
and carers, general 
community health services 
and/or adult mental health 
services to meet the needs 
of the adolescent and 
enhance their capacity to 
effectively manage in a less 
intensive environment and 
enable recovery. 

Author: C & Y Sub Network - BAC Review Work Group 
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Comments 
• Any decision to not return the 

adolescent to the home of origin 
will be made in collaboration with 
the adolescent and their parents as 
their guardians if they are under the 
age of 18 

• If parents are unavailable or 
unwilling to be involved in 
negotiations about accommodation, 
a referral will be made to the 
Department of Child Safety on the 
grounds of neglect If this referral 
is not accepted, accommodation 
options will be sought by the 
AETRC on the basis of being age 
appropriate, safe, and levels of 
supervision and support available 

• The adolescent will be equipped to 
live independently in preparation for 
discharge outside of home 

• The adolescent will be offered trial 
of independent living in the step 
down facility attached to the unit as 
long as they are safe enough to 
stay there, but require reasonable 
levels of clinical support during the 
day and evening 

• 
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Key component 

Draft Model of Service 

Key elements 
3.10.6 
The discharge plan will include a 
relapse prevention plan, crisis 
management plan, and service re­
entry plan. 
3.10.7 
Comprehensive liaison and 
handover will occur with all other 
service providers who will contribute 
to ongoing care. 

3.10.8 
Adolescents will be encouraged to 
actively contribute to (and 
countersign) their discharge plan. 

3.10.9 
If events necessitate an unplanned 
discharge, the AETRC will ensure 
the adolescent's risk assessments 
were reviewed and they are 
discharged or transferred in accord 
with their risk assessments. 
3.10.10 

Author: C & Y Sub Network - BAG Review Work Group 
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Comments 
Hyperlink to: 
• crisis intervention plan 

[http://qheps.health.qld.gov.au/pati 
entsafety/mh/documents/mh_cip.p 
df] 

• All clinicians are responsible for 
ensuring that discharge letters are 
sent to key health service 
providers (e.g. GP) same day as 
discharge. 

• Relapse patterns and risk 
assessment/management 
information will be provided where 
available. 

• A follow-up direct contact with 
ongoing key health service 
providers (e.g. GP) will occur to 
ensure the discharge letter was 
received. 

• Discharge summaries will be 
comprehensive and indicate 
relevant information including 
diagnosis, treatment, progress of 
care, recommendations for 
ongoing care and procedures for 
re-referral. 

• Compliance with the mental health 
clinical documentation is the 
minimum requirement for 
documentation. 

Hyperlink to: 
• mental health clinical 

documentation 
[http://qheps.health.qld.gov.au/pati 
entsafety/mh/mhform. htm]. 

• Family/carers will also be directly 
involved in discharge planning. 

• Where adolescents are lost to 
follow-up, there will be 
documented evidence of attempts 
to contact adolescents, 
family/carers and other service 
providers before discharge. 

• Every attempt to engage with 
specialist mental health service 
providers will be made on 
discharge and the adolescent 
supported to attend 

• Transfer procedures will be 
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Key component 

3.11.0 
Collection of data, 
record keeping and 
documentation 

Key elements 
Transfer to an adult inpatient unit or 
community care unit may be 
required for adolescents who reach 
their 181

h birthday and the AETRC is 
no longer able to meet their needs. 

3.11.1 
AETRC will enter and review all 
required information into the CIMHA 
in accordance with approved 
statewide and district business 
rules. 
3.11.2 
AETRC will utilise routine outcome 
measures as part of assessment, 
recovery planning and service 
development. These will include 
those mandated through the 
National Outcomes and Case mix 
Collection (NOCC): 

3.11.3 

Health of the Nation 
Outcome Scales for Children 
and Adolescents 
(HoNOSCA) 
Strengths and Difficulties 
Questionnaire (SDQ) 
Children's Global 
Assessment Scale (CGAS) 
Factors Influencing Health 
Status (FIHS). 

All contacts, clinical processes, 
recovery and relapse prevention 
planning will be documented in the 
adolescent's clinical record. 

Comments 
discussed with adolescents, their 
family and carers. 

• Processes for admission into an 
adult acute mental health inpatient 
unit will be followed, with written 
and verbal handover provided. 

Hyperlink to: 
• CIMHA business rules 

[http://qheps.health.qld.gov.au/me 
ntalhealth/cimha/factsheets.htm]. 

• Outcomes data is presented at all 
formal case reviews and will be an 
item agenda on the relevant 
meeting agendas. 

• Results of outcomes are routinely 
discussed with the adolescent and 
their family and/or carers. 

• Outcomes data is used with the 
adolescent to: 

a. record details of 
symptoms and functioning 

b. monitor changes 
c. review progress and plan 

future goals in the recovery 
plan. 

Hyperlink to : 
• NOCC collection protocol: 

http://gheps.health.qld.gov.au/mhi 
nfo/documents/collprotv1 .6.pdf 

• Progress notes will be consecutive 
(according to date of event) within 
all hard copy consumer clinical 
records. 

Hyperlinks to: 
• Queensland Health Child and 

Youth Mental Health Services 
Statewide Standardised Suite of 
Clinical Documentation User 
Guide 
[http://qheps.health.qld.gov.au/me 
ntalhealth/docs/cyms_user.pdf] 

• Clinical Documentation 
[http://qheps.health.qld.gov.au/me 
ntalhealth/clinical docs.html 

3.11.4 • Personal and demographic details 
of the adolescent, their 
family/carer and other health 
service providers will be kept up to 

Draft Model of Service 

Clinical records will be kept in 
accordance with legislative and local 
policy requirements. 
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Key component 

3.12.0 

Key elements 
Hyperlink to: 
• retention and disposal of clinical 

records 
[http://qheps.health.qld.gov.au/p 
olicy/docs/pol/qh-pol-280.pdf]. 

3.11.5 
Local and statewide audit processes 
will monitor the quality of record 
keeping and documentation 
(including external 
communications), and support the 
relevant skill development. 
3.12.1 

Mental health peer All adolescents and families/carers 
support services will be offered information and 

assistance to access local peer 
support services. 

4. Related services 

Comments 
date. 

• Mobile or tablet technology will 
support increasing application of 
electronic record keeping. 

• 

• 

Peer support services may be 
provided by internal or external 
services. 
Consumer consultants are 
accessible via a local MHS. 

The Adolescent Extended Treatment and Rehabilitation Centre operates in a complex, multi­
system environment involving crucial interactions \11/ith a range of state and commonwealth 
government agencies including but not limited to education providers, the Department of 
Communities, Child Safety and Disability Services, Queensland Police Services, child health 
services, alcohol, tobacco and other drug services, youth justice, private providers, NGOs, 
disability support providers and others. The AETRC School, under the Department of Education, 
Training and Employmeot is an integral part of the Centre. 

Services are integrated andco-ordinated with partnerships and linkages with other agencies for 
children and adolescents andwitltspecialistmental health services, to ensure continuity of care 
across the service system and thfough adolescent developmental transitions. Mechanisms for 
joint planning, develcipihg and c6=6rdinating services are developed and maintained. 

The AETRCwill develop service linkages with services, including but not limited to: 
• specialist child and youth mental health services (e.g. forensic services and evolve 

therapeutic services); 
• Child and Youth mental health services; 
• acute and rion-acute child and youth mental health inpatient services; 
• adult mental health services; 
• private mental health service providers; 
• alcohol, tobacco and other drug services; 
• specialist health clinics for the target population e.g. sexual health clinics 
• community pharmacies; 
• local educational providers/schools, guidance officers and Ed-LinQ co-ordinators; 
• primary health care providers and networks (including those for Aboriginal and Torres Strait 

Islander health) and local GPs; 
• child and family health and developmental services; 
• Department of Communities, Child Safety and Disability Services; 
• Youth justice services; 

Draft Model of Service 
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• government and non-government community-based youth and family counselling and 
parent support services; 

• housing and welfare services; 
• transcultural and Aboriginal and Torres Strait Islander services. 

The AETRC will develop the capacity for research into effective interventions for young people with 
severe and complex disorder who present to an intensive and longer term facility such as AETRC. 
Strong links with universities will be developed to support this process. AETRC provides education 
and training to health professionals within CYMHS on the provision of comprehensive mental 
health care to adolescents with severe and complex disorder. 

5. Caseload 

200 

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

Under normal circumstances, care coordination will not be provided by students or staff appointed 
less than 0.5 FTE. Typically Care Coordinators are nursi11g staff.·· · 

6. Workforce . •.•. . . .. • _-
Staffing will incorporate the child and adolescent expertise and skills of psychiatry, nursing, 
psychology, social work, occupational therapy, speech pathology, other specialist CYMHS staff 
(including music and art therapists) and access to a dietitian. While there is a typical staff 
establishment, this may be altered according to levels ()f acuity and the need for specific 
therapeutic skills. 

A range of non-clinical staff (including indigenous• mental health workers, diversional and 
recreational therapists, and allied health assistants) may assist inproviding services. Involvement 
of and access to consumer and carer consultants and peer support workers should be facilitated 
within the integrated mental health service. Additionally; the multidisciplinary team will be 
supported by administrative officers, catering and hygiene staff who will assist with the day-to-day 
operations of the AETRC. Hyperlink to Clinical Service Capability Framework Mental Health 
Services Module. 

All permanently appointed mediCaLand senior nursing staff are appointed as (or working towards 
becoming) authorised mental health practitioners. 

The effectiveness of the AETRC is dependent upon an adequate number of appropriately trained 
staff. The complexity of the mental health needs of adolescents necessitates the provision of 
continuing edu(;ation and profes_sional development programs, clinical supervision, mentoring and 
other appropriate staff support rnechanisms. AETRC will undertake evidence-based recruitment 
and retention strategi€ls such as providing clinical placements for undergraduate students, 
encouraging rotations through the unit of staff from other areas of the integrated mental health 
service and supporting education and research opportunities. 

7. Team clinical governance 

Clear clinical, operational and professional leadership will be established and communicated to all 
stakeholders. 

Clinical decision making, clinical accountability and allocation of clinical case loads will be the 
ultimate responsibility of the appointed Consultant Psychiatrist - Director. 

The NUM is accountable for the direct management of nursing staff. This includes: 

Draft Model of Service 
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• operational management of nursing staff(including day to day clinical support, resource and 
administrative management) 

• systems maintenance 
• staff operational/administrative supervision including performance management 
• and through the Consultation Liaison Clinical Nurse, liaison with other mental health 

services, external organisations and community groups. 

201 

At a local level, the centre is managed by a core team including the Nurse Unit Manager, Senior 
Health Professional, the Consultant Psychiatrist, an Adolescent Advocate, a Parent Representative 
and the School Principal. This team will meet regularly in meetings chaired by the Consultant 
Psychiatrist. 

The centre will be directly responsible to the corporate governance of the Health Service District 
within which the AETRC is located. ·· ·· 

Strong and enduring relationships will be evident with the designated acute and community child 
and youth mental health services. 

Clinical supervision and ongoing professional developm13nt are necessary components of 
maintaining a skilled mental health workforce within !tie AETRC. The discipline senior and/or 
practice supervisor provides/facilitates discipline specific anq/or intervention specific opportunities 
for the clinician to develop identified professional skills and reflect on elements of practice. 
Clinicians are supported to maintain their own health and wellbeing, avoid burnout, and to access 
career development guidance. 

The AETRC will incorporate the National Stalldards for Mental Health and Australian Council on 
Healthcare Standards into all workplace instructions, quality activities and procedures. All 
measures of outcomes, data and reports will be acted upon and corrective action taken if 
necessary. Programs and procedures will be reviewed as per workplace instructions. 

8. Hours of operation 

The AETRC provide a 24 hourservice, with nursing staff rostered to cover these shifts. 

An on-call consultant child and adolescent psychiatrist is available 24 hours, 7 days per week. 

Acc('Ss to the full multidisciplinary team will be provided weekdays during business hours and after 
hours by negotiation with individual stpff 

24 hours, 7 days a week telephone crisis support will be available to adolescents on leave is 
available. A mobile. response will not be available. 

While some variation may occur, routine assessments and interventions will be scheduled during 
business hours (9am c5pm) 7 days a week. 

9. Staff training 

Staff will be provided with continuing education opportunities, mandatory training, clinical 
supervision and other support mechanisms to ensure clinical competence. All training will be based 
on best practice principles and evidence informed treatment guidelines, and underpinned by the 
Queensland Government Recovery Framework. Teams will be encouraged to make the relevant 
components of their training available to their service partners (e.g. GPs, NGOs). Consumers and 
carers will be involved in staff training and development. 
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AETRC will have dedicated time and resources for clinical education and clinical supervision, in 
addition to adequate clinical staffing numbers. 

Education and training will include a focus on strategies and mechanisms to foster meaningful 
participation of adolescents, and families/carers across all levels of service delivery, 
implementation and evaluation. Adolescents and their families/carers will be involved in the 
development and delivery of training to staff. 

Education and training should include (but will not be limited to): 

202 

• Queensland Health mandatory training requirements (fire safety, aggressive behaviour 
management, cultural awareness and training etc.) 

• AETRC orientation training for new staff, including information regarding any relevant clinical 
and operational aspects that may be specific to an individual service; 

• promotion, prevention and early intervention strategies to build resilience and promote recovery 
and social and emotional wellbeing for adolescents and thei(families and /or carers; 

• knowledge of adolescent and family development and i:isychbpathology 
• training in the principles of the service (including models of recovery and rehabilitation and staff 

adolescent interactions and boundaries etc.) 
• developmentally appropriate assessment and treatment; 
• risk assessment and management, and associated planning arjd intervention; 
• Mental Health Act 2000; 
• National Standards for Mental Health Services; 
• evidenced informed practice in service delivery; 
• consumer focused recovery planning; 
• routine outcome measurement training; 
• a range of treatment modalities including individual, group and f<amily-based therapy; 
• child safety services training; 
• knowledge of mental health diagnostic classification systems; 
• medication management; 
• communication and interpersonal processes; 
• provisions for the maintenance Of discipline-specific core competencies; 
• supervision skills; -
• Cultural capability training; 
• Familytherapy. 
• teamwork 
• prindples and practice of other CYMHS facilities - community clinics, inpatient and day 

programs, alcohol and drug services and forensic outreach services 

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

10. The AETRC functions best when: 
• Adolescents, their families and /or carers and other service providers are involved in all 

aspects of recovery planning and delivery; 
• There is an explicit attitude that adolescents and their families/carers will progress in their 

recovery by maintaining hope and assisting to live with mental health problems where such 
problems persist in the long term; 

• There is an adequate skill mix within the team, with senior level clinical expertise and 
knowledge regarding necessary interventions being demonstrated by the majority of staff; 

• Teams are well integrated with other local mental health service components and 
primary care supports; 

• Teams have a good general knowledge of local resources; 

Draft Model of Service 
Author: C & Y Sub Network - BAC Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
Page 33 of 34 
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203 
ADOLESCENT EXTENDED TREATMENT AND REHABILITATION CENTRE MODEL OF SERVICE 

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

e Clear and strong clinical and operational leadership roles are provided, and work 
collaboratively; 

• There is clear and explicit responsibility for a local population and clear links to specified 
organisations; 

• Clear pathways exist for onward-referral as clinically required; 
• Where collaborative care arrangements are in place across different service providers, 

shared recovery plans and relapse prevention plans are utilised; 
• Senior staff take an active role in fostering the development of clinical skills in less 

experienced staff; 
• Strong internal and external partnerships are established and maintained; 
• Caseloads are regularly reviewed and assertively managed; 
• All staff are provided with professional support, clinical su-pervisid_n and tr<1ining. 
• Service evaluation and research are prioritised appropriately 

Draft Model of Service 
Author: C & Y Sub Network - BAG Review Work Group 
Additional questions for Trevor Sadler by Bernice Lendich 
17/02/2016 
Page 34 of 34 
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ALIGNMENT OF BAC REHABILITATION MODEL AND ACTIVITIES WITH WHO INTERNATIONAL CLASSIFICATION OF FUNCTION 
DISABILITY AND HEALTH (ICFDH) 

Notes: 

1. The first column lists the ICFDH domain together with the code for reference. 

2. The second column lists factors in the BAC model which map against a particular domain. 
a. "Behaviours" refers to behaviours or symptoms of the illness relevant to the domain. These are usually described in the third column. 
b. "Sub" refers to inherent biological factors in the substrate. Factors identified are those in EXHIBIT of the submission of 12 February 2016. 
c. "DTA" refers to Developmental Tasks of Adolescence". Tasks listed are those identified (with relevant sub-components) in EXHIBIT of the 

submission of 12 February 2016. 

3. The third column has four types of comments. 
a. Comments in normal type about the symptoms or behaviours associated with a mental illness, or inborn biological substrate factors which are 

relevant to this ICFDH domain, sometimes with an explanation of how they may impact a Task of Adolescent Development. 
b. Treatment approaches relevant to addressing that domain are in italics 
c. Rehabilitation approaches relevant to addressing that domain are in bold. 
d. My observations of how interventions were either enhanced or made difficult by being in the BAC community (either as inpatient or day patient) 

are underlined. 

4. "Habilitation" (to equip) is a more appropriate term in adolescents who in normal circumstances are acquiring skills in many of these fm1ctional 
domains. It is a preferred term among a number of clinicians, but has not gained wide acceptance. The term "rehabilitation" is talcen to also incorporate 
habilitation activities. 

5. Adolescents were assessed individually. Not all ICFDH domains applied to all adolescents. 

6. Programs in effect targeted multiple ICFDH domains. There was not a separate program for each ICFDI-I domain. 

7. An adolescent who was not impaired in an ICFDI-I domain being addressed in that activity, may depending on the activity and their stage of transition 
participate in the activity at their own pace or at a higher level; paiticipate in the activity and assist others or participate in an alternate activity. 
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8. This table illustrates the range of activities, and the integration of treatment and rehabilitation approaches for adolescents spending at least part of the 

day in the BAC community. 

WHO ICFDH domain BACdomain 

B BODY FUNCTIONS - CHAPTER 1 MENTAL FUNCTIONS 
bl26 Temperament and personality Sub - temperament 
fonctions - Extraversion, 
Agreeableness, Conscientiousness, 
Psychic stability, Ope1mess to 
experience, Optimism, Confidence, 
Trustworthiness 

b 130 Energy and drive fonctions - Behaviours; Sub -
Energy level, Motivation, Appetite, temperament, impulsivity 
Craving, Impulse control issues, perceptuo-sensory 

sensitivities; DTA- negotiate 
school, self care, develop a 
sense of the foture 

Comments about effects of illness, Treatment, Rehabilitation activities and any effects 
of being in the BAC community. 

Some examples "PerfectionisrnJconscientiousness" can be so extreme that adolescents 
do not submit assigmnents. Can be associated with anxiety and depression because of 
fear of failure, impacts identity. Treatment: Individual therapy- explore role of 
perfectionism in schemas, cognitions, identity. Rehabilitation - school assisted with 
approaches to challenge perfectionism, individual program enables the 
adolescent to progress in spite of perfectionism, while providing positive feedback 
on completed work at less than "perfect" standard. Shifts occur over months. 
"Agreeableness" may be to such an extreme an adolescent cmmot set boundaries on 
others. They become overwhelmed trying to meet demands and expectations of 
others. Treatment: Individual therapy- examine cognitions around setting 
boundaries. Family therapy - examine boundaries within family. Setting boundaries 
with others explored in individual therapy and with care coordinators in new 
interactions in transition to the community. Rehabilitation - nursing staff assisted 
with modelling boundaries, reflected on day to day interactions with peer 
demands in the ward, legitimised boundaries. Utilised the community setting by in 
vivo oractice of settirni: boundaries with neers. others. 
Multiple issues present. Depression directly impacts energy, motivation, appetite. 
Motivation is decreased for an activity that is avoided due to anxiety. Anorexia 
negates appetite. ADHD may affect inipulse control. Outside of disorder variations in 
motivation, energy and satiety levels can be fonctions of temperan1ent. Adolescents 
range from very self-driven and motivated to very passive. Mental illness (affecting 
the developmental tasks) was imposed on any inherent level of energy m1d drive. 
Other factors. Some have high sensory thresholds and are sensory seeking affecting 
craving. Obesity due to sedentary lifestyle in social anxiety+ cravings and lack of 
satiety feedbacks then impacts on identity, self image which reinforces social anxiety. 
Treatment - multiple interventions (psychological, behavioural, pharmacological) to 
treat depression, anxiety, eating disorders. Rehabilitation: Resuming some 
schooling, peer interactions can prevent further impairment in the depression, 
maintain some level of motivation. Can contribute to a sense of hopefulness for 

N 
0 
(J'1 

EXHIBIT 189



DTZ.900.003.0210

the future. Exposure to activities in the community not only a treatment for 
those with anxiety, but can motivate to explore further activities. Exposure to 
new activities (e.g. cooking groups, adventure therapy) provides a sense of 
mastery for some which then generalised into other areas. A variety of fitness 
activities enhance energy levels in the previously sedentary. Those with no 
inherent satiety mechanisms, or with limited range of appetite can explore 
cooking, meal portions etc. Sleep patterns and behaviours on leave monitored to 
enable generalisation to the community. The BAC community setting enabled 
observations of im12acts in multi12le domains, distin@ished low motivation and energy 
due to mental illness from that due to inherent 12assivity. 

b 134 Sleep functions - Amount, Behaviours; DTA- care for Depression, anxiety can both impact on sleep. Sleep reversal not uncommon prior to 
onset, maintenance, quality of sleep; the self admission. Sleep may be impacted by PTSD symptoms. Some adolescents have sleep 
Functions involving the sleep cycle initiation insomnia not associated with a disorder. Treatment - in vivo sleep hygiene 

practices implemented, pharmacotherapy sometimes effective. Utilising night stc!IJ to 
contain, explore emotions aroused by PTSD symptoms. Nursing staff provided 
accurate monitoring of slee1212atterns. For those with sleep reversal secondary to 
school refusal, the BAC community setting was a strong factor in normalising slee12 
natterns. 

b 140 Attention functions - Behaviours; Sub - attention Symptoms of depression - poor concentration; of generalised anxiety - hyperarousal 
Sustaining, shifting, dividing, delays, perceptuo-sensory with shifting attention, difficulty sustaining attention; of PTSD - hyperousal, 
maintaining attention sensitivities excessive shifting of attention. Adolescent may have undiagnosed ADHD. Some 

adolescents with complex PTSD have excessive concentration problems secondary to 
the etfocts of stress hormones in the brain. Perceptuo-sensory difficulties may 
produce difficulties with attention in certain enviromnents where an adolescent is 
sensory sensitive. Treatment for ADHD-pharmacotherapy, CBT; attention/unctions 
improved with treatment of anxiety, depression. In the BAC community, nursing staff 
am2ly grounding technigues during flashbacks, dissociation. Rehabilitation: small 
school classes (usually 5 - 6); shorter school periods with 15 minute breaks 
between periods; classes requiring greater concentration scheduled for morning; 
commence with morning walk; flexible so that those with serious sleep issues may 
miss first lesson; flexibility within lesson activities to cater for a range of 
concentration levels. Review of strategies to cope with poor concentration in 
transition to the communitv. 

b 144 Memory functions - Short- Behaviours; Sub - learning Included in this category are the intrusive memories of complex PTSD. Treatment-
term, Long-term, Retrieval of delays groundin54, sensory room, trauma-focussed CBT. Rehabilitation: Occasionally 
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memory 

b 152 Emotional functions, DTA- Develop emotional 
Appropriateness of emotion, maturity 
Regulation of emotion, Range of 
emotion, Emotional functions -
other, specified 

b 156 Perceptual functions - Behaviours; Sub - perceptuo-
Auditory Visual, Olfactory, Tactile, sensory 
Visuospatial perception 

b 160 Thought functions - Content of Behaviours 
thought, control of thought 

bl64Higher-level cognitive Behaviours; DT A - develop 
functions - Abstraction, cognitive maturity, plaiming 
Organization and plaiming, Time for the future 
management, Cognitive flexibility, 
Insight, Judgement, Problem-solving 

impaired memory persisted into transition. OTs worked to develop functional 
aides - check lists and more lately phone reminders. 
Many adolescents do not have an emotional vocabulary (alexithymia). Some have a 
predominant emotion e.g. anger or depression for a range of emotions. Changes in 
these can take six months or more. Treatment - individual therapy; social skills 
group; DBT group; non-verbal expressive therapies; supportive in vivo counselling by 
nursing staff on the ward in times of distress; family therapy to discuss emotions in 
home; in vivo monitoring of emotion (anxiety) in exposure exercises; experiential 
learning about emotions (e.g. adventure therapy). BAC community contribution to 
learning- staff know of incidents about 12eers and family, can monitor and enable 
12rocessing of emotional reactions at the time of the event or soon after. Administer 
"Reasons to self harm scale" to ex12lore com12lexity of emotions around self harm 
proximal to the event. 
Trigger stimuli in PTSD identified (e.g. smells). Some adolescents sensory sensitive 
and become overwhehned. Treatment: " Grounding" to reduce dissociation when 
trigger stimuli occur, psychological therapies to decouple stimuli from dissociative 
response, utilise sensory room. The BAC environment 12rovided n vivo a1212lication of 
"grounding" and use of sensory room integral to im12rovement for adolescents with 
com12lex PTSD. Adolescents could become so dysregulated they were unable to a1212ly 
tech:nigues without ex12ert assistance from staff they trusted. Rehabilitation: OTs 
interpreted results from sensory profile into effects on real life situations, worked 
with adolescent to develop strategies to cope with potentially overwhelming 
stimuli e.g. shopping centres (excess sight, sound, movement). 
Content and control of thought difficult in severe anxiety disorders. Treatment: CBT 
in individual therapy, DBT group. Rehabilitation: OT's worked with adolescents 
in rehabilitation activities involving exposure to enable adolescent to monitor 
thoue:hts and utilise stratee:ies to control. 
The difficulties in these areas are predominantly inherent and developmental. 
Adolescents lacking in these skills are less psychologically minded, talce longer to 
benefit from psychological therapies (unless behaviourally based). Anxiety impairs 
cognitive flexibility, problem solving when confronted with anxiety provoking 
stimuli. Treatment: CBT in individual treatment, elements of DBT group, problem 
solving a component of adventure therapy activities. Rehabilitation: school 
identified organisation, planning, time management, problem solving issues and 
assisted the adolescent to develop strategies to improve these areas. Teachers 
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b 167 Mental functions of language - Sub - language delays, 
Reception of language, Reception of learning delays 
spoken language, Reception of 
written language, Reception of sign 
language, Expression of language, 
Expression of spoken language, 
Expression of written language, 
Integrative language functions 

b 172 Calculation functions - Sub - learning delays; DTA -
Simple, complex calculation negotiate school, develop 

competencies to become 
independent. 

b 17 6 Mental fw1ction of sequencing Behaviours; Sub - motor 
complex movements delays, DTA - care for the self, 

developing competencies to 
become independent 

b 180 Experience of self and time Behaviours; DTA- coping 
functions - Experience of self, Body with physical changes, identity 
image, Experience of time 

had the skills to recognise emotional, temperament factors which may exacerbate 
these issues, and took account of these in approaches to strategies. OT's assessed 
for organisational skills, worked with adolescent to develop strategies. They 
worked with the adolescent to extend these strategies as the transitioned into the 
community. In the BAC environment, nursing staff enabled the adolescent to 
imolement these strate12:ies in dav to dav livin12:. 
Speech and language pathologist (SLP) identified difficulties in these areas, infonned 
all staff on implications on the ward. Treatment: SLP worked to reduce deficits, but 
this was often difficult, particularly in receptive areas. Rehabilitation: SLP worked 
with adolescents to develop insight into the difficulties, develop strategies to 
overcome these and overcome reticence to seek help, particularly in those with 
social anxiety. School considered strategies to optimise learning styles, provided 
guidance with respect to future educational implications. Ideally stable ward staff 
could understand these difficulties and assist adolescent when observations on ward 
indicated it affected interactions with neers staff. 
Some adolescents had profound primary dyscalculia (maths equivalent of dyslexia), 
others had difficulties, but anxiety about these difficulties caused a block in this area. 
Rehabilitation: School provided remedial help to progress from assessed (rather 
than expected level of function), worked on strategies to reduce anxiety about 
maths by structured exposure activities. Profound dyscalculia has significant 
implications for life skills - suitable employment goals, purchasing goods. OTs, 
school developed strategies around this. Nursing staff assisted with generalising 
stratelries on outine:s. 
Uncommon to be impaired, but for some with cerebral assault e.g. cerebral palsy, 
perinatal stroke, the limitations of physical movement augmented mental health issues 
in functional impairment. Rehabilitation: OT's assessed function, obtained aides 
to function to optimise participation in activities of daily livini:. 
Distortions of experience of self evident in complex PTSD ( derealisation, 
depersonalisation), as were distortions in time. Some adolescents have an inherently 
poor sense of time affecting organisational skills. Body image is an issue in anorexia, 
but obesity can be an exacerbating factor in social anxiety. Treatment: "Grounding 
techniques" in individual therapy and supportive counselling by nursing staff, 
generalisation of DBT techniques, use of sensory room. Comments as above in b 156 
~ In anorexia, impacts of body image on identity explored in individual therapy. 
Rehabilitation: A number of obese adolescents lost >30 kg through the various 
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fitness programs, with positive impacts on identity, motivation etc. Adolescents 
with anorexia assisted with negotiating tasks of adolescent development which 
had stalled (e.g. peer relationships, leisure) to lessen preoccupation with body 
image. Also benefitted from physical exercise to increase lean muscle mass in the 
process of gaining weight. 

b BODY FUNCTIONS - CHAPTER 7 NEUROMUSCULOSKELETAL AND MOVEMENT-RELATED FUNCTIONS 
b710-b729 Functions of the joints Sub - motor delays Many adolescents had inherent coordination difficulties or low muscle tone. This 
and bones - Mobility and stability of affected activities ranging from writing to catching a ball. Those with social anxiety 
joint functions, Muscle power, tone, disorder were sensitive to these physical differences from their peers. It exacerbated 
endurance functions, Control of the social anxiety disorder. Conversely, some withdrew from activities because of 
voluntary and involuntary movement social anxiety, with lack of participation in skills and subsequent stalling of skills 
functions, Gait pattern development. Some sedentary adolescents struggled to walk 200 metres on 

admission. Rehabilitation: After assessments by OTs, and sometimes the 
physiotherapist from The Park, interventions ranged from individualised 
programs to build core tone, improve pencil grip or writing skills to group 
activities (morning walk, physical education, targeted exercise programs in the 
school), external gym, swimming, adventure therapy with the OTs to use of 
trampoline on the ward, recreation activities in the afternoons and evenings 
organised by nursing staff. At times, the school and OTs facilitated use of 
technologies rather than writing for learning programs. The range of fitness 
programs improved endurance. I consider the combination of individual and grou12 
programs run within the BAC communitv with which they were becoming familiar, 
essential to engae.ing an adolescent with social anxiety, further motivating them to 
ex12lore new challenges. There would be more resistance to engagjng on either an 
individual basis or in combination with group activit:y with a group they were not 
familiar. 

dACTIVITIES AND PARTICIPATION -dl CHAPTER 1 LEARNING AND APPLYING KNOWLEDGE 
dl 1 O-dl29 Purposeful sensory Behaviours; Sub - perceptuo- Sensory intrusions in PTSD noted previously. Some adolescents have a very high 
experiences - Watching, Listening, sensory sensitivities, threshold for sensory activity, causing them to miss cues. Treatment: DBT and 
Other purposeful sensing applications of "mindfulness" with generalisation by nursing staff to particular 

situations. 
dl30-dl59 Basic learning- Sub - learning delays, Only recently has literature emerged on the potential contribution oflearning 
Copying, Rehearsing, Leaming to language delays; DTA - difficulties to school refusal and social anxiety. Leaming issues in adolescents with 
read, Learning to write, Leaming to negotiate school complex PTSD or anorexia contributed to issues with identity. Rehabilitation: 
calculate, Acquiring skills, Basic From initial assessments, the school identified the issues. Teachers spend 
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learning, considerable time desensitising some students to the school environment 
(learning environment, peers, academic challenges) and progressively engaged 
them in education. They provided remedial help to adolescents whose 
attainments were at mid-primary school level. For those with anxiety, the BAC 
community effects of small classes, a familiar grou12 of 12eers with whom they became 
comfortable, and teachers with an understanding of anxiety was essential to 
engagement. 

dl 60-dl 79 Applying knowledge - Behaviours; Sub - attention Lack of attendance at school was an issue for most in maintaining lmowledge and 
Focusing attention, Thinking, delays, learning delays, skills. Some experienced the effects of specific mental illnesses on cognitive 
Reading, Writing, Calculating, language delays; DIA- functioning (chronic psychosis, complex PTSD and sometimes anorexia nervosa. 
Solving problems, Making develop cognitive maturity, Rehabilitation: Maintaining existing skills, or at least some engagement in 
decisions, Applying knowledge, negotiate school learning was important to identity for those with cognitive deficits secondary to 
other specified severe illness. Small class room size, teachers who understood the impacts who 

could develop strategies how to support in some continued engagement and then 
being able to assist with developing alternate educational pathways was 
important. Teachers had to cope with a complex environment - students in a 
range of years, with different learning capabilities with different impacts of 
mental illness. This was the application of knowledge within the classroom. 
Outside the classroom, both teachers and OTs enabled adolescents to apply this 
knowledge in a range of activities - cooking groups (reading recipes, estimating 
quantities, shopping for ingredients), cafe days (taking orders, money), going to 
the Brisbane markets to fill orders etc. In these activities they assisted the skill of 
each individual in decidim!: on tasks, and facilitated their gainim!: further skills. 

dACTIVITIES AND PARTICIPATION -d2 CHAPTER2 GENERAL TASKS AND DEMANDS 
d2 l 0 Undertaking single tasks Behaviours; Sub - learning Adolescents often participated in a narrow range of activities because of the 
(d210) or multiple tasks (d220) - delays, motor delays, limitations of the mental illness. Many only paiticipated in basic self care and 
Undertaldng a simple task, a sociability; DT A - develop accessing social media, computer gaines. They did not paiticipate in chores at home. 
complex task, Undertaking single or cognitive maturity, develop Rehabilitation: Involvement in group activities - maintaining the school garden, 
multiple tasks independently, competencies to become participating in landscaping projects (measuring building), planning for holiday 
Undertaldng single or multiple tasks independent program activities, meal preparation groups, adventure therapy activities. 
in a group Flexibility to do it one on one with teachers, OT, nursing staff or in a group. I 

considered the range of12rograms, the size and familiarity of the g,rou12 in the BAC 
C01l11l1nni\y, 01212ortunities for both Qeer learning, teaching and su1212ort ai1d tangible 
outcomes which develo12ed mastery and com12etencies to be im12ortant elements which 
worked in combination. Thev would be hard to renlicate individuallv. 
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d240 Handling stress and other Behaviours; Sub - Various mental illness predisposed to difficulties in handling stress. In addition, there 
psychological demands - Handling temperament; DTA- develop were individual variations in the capacity to handle stress and offer support. 
responsibilities, Handling stress, cognitive maturity, develop Treatment: Individual psychological therapies assisted recognising stress, approaches 
Handling crisis emotional maturity, establish to stress. Elements of DBT group discussed strategies to handle stress. Nursing staff 

boundaries, develop assisted in vivo generalisation from these to enable adolescents to manage stressful 
competencies to become situations either on the ward or in transition. The excessively prosocial adolescent 
independent, develop life was encouraged at times to limit support in others distress so that they did not become 
schemas, overwhelmed Others learned to problem solve. Rehabilitation: Some in vivo 

modelling of strategies to handle stress, crisis and responsibilities in the 
adventure therapy group. Transition involved a new set of stresses. Staffed 
assisted the adolescents to implement these strategies into the community.] 
considered the grou12 12rocess in the BAC community hel12ed to generalise the 
a1212roaches to deal with stress, enabled develo12ment of 12eer su1212ort as well as 
modelling from 12eers in more emotionally neutral situations (e.g. adventure thera12y). 

d ACTIVITIES AND PARTICIPATION - d3 CHAPTER 3 COMMUNICATION 
d3 l O-d329 Communicating - receiving - spoken Behaviours; Sub - Difficulties with communication strategies can be a contributing factor to 
messages - nonverbal messages, body gestures, sociability, language; social anxiety, which exacerbates the difficulties of perceiving judgment of 
general signs and symbols, drawings and DTA - negotiate peer others. Adolescents with Asperger's have difficnlties with commmucation, but 
photographs, fonnal sign language messages, relationships, develop others have deficits in social skills without meeting the criteria for Asperger' s. 
written messages life schemas The deficits described can be core deficits in Expressive - Receptive Language 
d330-d349 Comm1micating - producing - Disorder. Rehabilitation: Core social skills and communication sldlls 
Speaking, Producing nonverbal messages, addressed in the Social Skills group run by SLP and psychologist. Some 
Producing body language, Producing signs and elements of DBT group applicable to this area. Regular nursing staff 
symbols, Producing drnwings and photographs, mixing in ward environment with adolescents both modelled 
Producing messages in fonnal sign language, conversational skills, and enabled adolescents to generalise sldlls from the 
Writing messages group to the ward conversations. Teachers promoted structured activities 
d350-d369 Conversation and use of to enhance discourse, listening and discussion sldlls. The integration of 
communication devices and techniques - Starting these various activities within the stable communi:ty of BAC 12eers and core 
a conversation, Sustaining a conversation, Ending staff was essential to develo12ing conversational skills. Treatment: 
a conversation, Conversing with one person, Generalisation of skills to the family in family therapy. Discussion in 
Conversing with many people Discussion with individual therapy about conversational difficulties in outside settings - e.g. 
one person, Discussion with many people application of these skills in transition to an external school, TAFE. 
d ACTIVITIES AND PARTICIPATION - d4 CHAPTER 4 MOBILITY 
d430-d449 Carrying, moving and Sub - motor delays; DTA - Leisure often became very constricted, and skills becan1e dormant. Many adolescents 
handling objects - Fine hand use, occupy leisure time. Identity had not had opp01im1ities to explore any range of activities. At times difficulties in 
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Hand and ann use, Reaching, 
Throwing, Catching 

d450-d469 Walking and moving -
Walking short distances, Walking 
long distances, Climbing, Running, 
Jmnping, Swimming, 

d470-d489 Moving around using 
transportation - Using human­
powered vehicles, Using private 
motorized transportation, Using 
public motorized transportation, 
Driving 

Behaviours; Sub - motor 
delays; DTA-occupy leisure 
time, identity 

Behaviours; Sub - motor 
delays; DTA-occupy leisure 
time; develop competencies to 
become independent, identity 

these areas impacted on identity. Rehabilitation: Individual assessment of motor 
function, individual coordination exercises with OT, school fitness and physical 
activity programs provided exposure in a safe environment to a number of 
sports. Alternative strategies developed (e.g. use of technology, aides) if physical 
limitations caused significant impairment. Leaming in a group environment 
fostered participation, motivation to push through limits. 
Some with chronic school refusal were extremely unfit on admission. They did not 
participate in any physical activity. Some with complex PTSD had very restricted 
activity because of prolonged hospitalisation. Those with a severe eating disorder 
typically participated in a narrow range of activities in social isolation. Some came 
from developmentally impoverished environments. As for above comments with 
respect to occupy leisure time and impacts on identity. Rehabilitation: School -
morning walk, group exercises, physical education program, gardening program. 
OTs - programs at external gyms and swimming pools, holiday program 
activities, adventure therapies. Nursing staff provided opportunities for 
impromptu participation in physical activities. Importantly, OTs and care 
coordinators assisted an adolescent in engaging in activities in the outside 
communities once the adolescent was confident with some degree of mastery. 
These activities performed initially with other members of the BAC commm1ity 
provided a safe enviromnent to extend oneself. develop new skills which could then 
be g:eneralised to the outside communitv. 
Adolescents with severe social anxiety typically avoided public transport. This could 
be exacerbated by learning deficits. Those with complex PTSD and severe psychosis 
were often uncomfortable on public transport in proximity to strangers. 
Rehabilitation: School organised bike riding around The Park in lieu of the 
morning walk to engage adolescents in bike riding as an activity. OTs and some 
teachers had a longer bike riding group. Various individual and group outings in 
the BAC car, but often by public transport. OT worked with adolescents to look 
up timetables, plan trip. Assessed skills and enabled buying a GoCard, 
identifying trains, buses, stops. Worked with care coordinator to desensitise to 
crowds, develop safety strategies on public transport etc. Trained staff (nursing, 
OT) were able to use these exercises in progressive exposure, being sensitive to 
the adolescent's levels of anxiety, and grading the activity accordingly. 
Adolescents were either assisted with or encouraged to use public transport to 
access leave to generalise this sldll into the community. OTs facilitated access to 
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online practice sessions for the Learner's Permit, and once obtained, helped 
arrange driving lessons. 

d ACTIVITIES AND PARTICIPATION - d5 CHAPTER 5 SELF-CARE 
d510 Washing oneself, d520 Caring Behaviours; Sub - motor Self care deteriorated in some adolescents with severe school refusal. They were 
for body parts - skin, teeth, hair delays; DTA - care for the self frequently oppositional when asked to do basic self care. Some adolescents continued 
d530 Toileting - Regulating Behavioms; Sub - motor to have primary enmesis (bed wetting), or much less frequently encopresis (faecal 
mination, Regulating defaecation, delays; DTA - care for the self incontinence). Some adolescents with complex PTSD had re-experiencing phenomena 
Menstrual care in the shower, with resultant avoidance of bathing. Treatment: A preliminary 

treatment protocol was implemented for enuresis, including reviewing medication, 
waking to go to toilet etc. This may be done under the advice of an enuresis clinic. 
Adolescents with complex trauma were desensitised to the bathroom if possible, or 
assisted with "grounding" strategies otherwise. Rehabilitation: establishing daily 
routines on the ward, assessment of skills. Sometimes aides for using the shower, 
eating utensils etc for those with a physical disability were provided. Nursing 
staff monitored evidence for actual washing if it became apparent the adolescent 
went to he shower, turned the water on but had not washed. They worked 
through reasons and strategies. Adolescents were encouraged to maintain self 
care on leave. The BAC communitv environment facilitated ueer grou12 acce12tance 
of routines. Motivation to fit in with the ueer grou12 was a strong motivating factor to 
establish and maintain self care routines. 

d540 Dressing - Choosing Behavioms; Sub - motor Choosing appropriate clothing was more of an issue with some of the girls than the 
appropriate clothing, Eating, delays; DTA- coping with boys. At times this was related to identity, particularly for some with complex PTSD. 
Drinking, Looking after one's health, physical changes, care for the At other times it was evidence of a slightly "manic" phase. Often it was an awareness 
Ensuring one's physical comfort, self, identity of emerging sexuality in the context of coping with physical changes. There were 
Managing diet and fitness, times when adolescents with extensive scarring needed to be sensitive to their choice 
Maintaining one's health of clothes in consideration of the impact on others e.g. when applying for a job, 

serving customers. Looking after health and managing diet and fitness were issues for 
those who were sedentaTy secondary to social withdrawal, and those with an eating 
disorder (anorexia or bulimia). Treatment: Predominantly and issue in those with an 
eating disorder. Work through eating disordered cognitions. Provided dietary 
advice, support and meal plans in association with dietitian. Where trauma 
contributed to the disorder, treatment of trauma resulted in improvements in health 
and diet. For those with complex PTSD, working through impacts of trauma on 
identity, helped resolve some of the clothing issues. Adolescents in a "manic phase" 
usually responded to limit setting. It was rarely a full blown bipolar disorder. 
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Rehabilitation: Strong relationships with staff to accept limits with inappropriate 
clothing. Active fitness programs run by both the school aud OTs. Healthy 
eating program (including produce from the kitchen garden) run by school and 
OT. Generalisation into the community- healthy eating on leave, participation 
in local fitness activities - e.e. enrolment in <>vm when transition begun. 

d ACTIVITIES AND PARTICIPATION - d6 CHAPTER 6 DOMESTIC LIFE 
d61 O-d629 Acquisition of necessities Sub - learning delays; DT A - This was particularly relevant for adolescents who were unable to retum home. 
- Acquiring a place to live, Renting a develop cognitive maturity, Learning delays (dyslexia, dyscalculia) could have a significant impact, as could an 
place to live, Furnishing a place to develop competencies to inherent lack of organisational skills. Rehabilitation: OT, social worker, care 
live, Acquisition of goods and become independent, develop coordinator helped the adolescent to look for supported accommodation, or on 
services - Shopping, Gathering daily life schemas, develop a sense occasions rent a flat. They ascertained with the adolescent what was required to 
necessities of the future set up in that accommodation, and then shop for the necessities, budgeting as 

necessary. Strategies to overcome impacts of learning delavs developed. 
d630 Preparing meals - Preparing DTA- develop cognitive Rehabilitation: Individually and in the group, both through the school and OTs, 
simple meals, Preparing complex maturity, care for the self, adolescents were enabled to plan meals, shop for the ingredients, cook the meal 
meals develop competencies to and clean up afterwards. Preferably adolescents would be self sufficient in 
d640 Doing housework- Washing become independent, develop regularly organising their own breakfast and lunch. Opportunities for this were 
and drying clothes and garments, identity limited. Adolescents were encouraged to cook meals at home on leave. 
Cleaning cooking area and utensils, Adolescents were encouraged to use the washing machine on the unit, and hang 
Cleaning living area, Using out their clothes, using the dryer only as a second option. 
household appliances, Storing daily 
necessities, Disposing of garbage 
d650-d669 Caring for household DTA- develop cognitive Often there were not opportw1ities for this. Because of a lack of cleaning time by the 
objects - Maintaining dwelling and maturity, care for the self, cleaners in the last few months, adolescents took on the responsibility of cleaning their 
furnishings, Taking care of plants, develop competencies to own area. This would be desirable consistent with work place health and safety. 
indoors and outdoors become independent, develop Rehabilitation: Adolescents cared for school garden. 

identity 
d660 Assisting others - Assisting Sub - temperament, Some adolescents were always willing to offer support to others to the detriment of 
others with self-care, in sociability; DTA- establish their own physical health. Other adolescents were always disparaging of others. 
communication, in interpersonal boundaries, negotiate peer There were times it was inappropriate to offer assistance. We discouraged adolescents 
relations, in nutrition, in health relationships, develop identity, from talld:ng with others about their issues, but instead direct it to staff. 
maintenance develop life schemas Rehabilitation: If an adolescent was well enough, and had the competencies, they 

were encouraged to help others in group activities, e.g. provide help with 
measurements in cooking group, offer encouragement to peers in their activities, 
nractical assistance to peers in the adventure program etc. The highly prosocial 
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adolescent was encouraged to direct others who wanted to talk about their 
problems instead to staff. Social skills groups examined a perspective on others. 
Assistance with generalising into the community (e.g. relationships at a transition 
school) were processed in individual therapy, with the staff who picked them up 
from school (if they required transport) or their care coordinator. 

d ACTIVITIES AND PARTICIPATION - d7 CHAPTER 7 INTERPERSONAL INTERACTIONS AND RELATIONSHIPS 
d71 O-d729 General interpersonal Behaviours; Sub - This was an area of great difficulty for many adolescents, and contributed to 
interactions - Basic interpersonal temperament, sociability, maintaining both symptoms and impai11nent. Adolescents with Asperger' s had 
interactions - Respect m1d warmth in language delays; DTA- difficulties in interpreting social cues and basic interpersonal interactions. The 
relationships, Appreciation in develop emotional maturity; adolescent with severe social anxiety withdrew because they had difficulties in 
relationships, Tolerance in establish boundaries, negotiate tolerating criticism. The small closed BAC conmrnnity had negative and 2ositive 
relationships, Criticism in peer relationships, develop effects on these. Adolescents had a small cohort of 2eers with whom to make 
relationships, Social cues in moral maturity, develop friendshi12s. Often there were a number of factors which were likely to make 2eer 
relationships, Physical contact in identity, develop life schemas relationshi12s more difficult. Mm1y of these may not be in their friendshi12 g.rou12 even 
relationships; Complex interpersonal if both were well. The adolescent could suffer considerably if adversely im12acted by 
interactions - Forming relationships, J2eers. On the other hand, the closed grou12 offered 01212ortunities for ex12osure to 12eers, 
Terminating relationships, close su12ervision of adverse interactions m1d formal m1d informal OJ2]20rtunities to 
Regulating behaviours within examine the nature and dynmnics of 12eer relationshiJ2S. Treatment: Individual therapy 
interactions, Interacting according to offered opportunities to examine the dynamics and contexts of relationships, emotions 
social rules, Maintaining social arising out of difficult relationships, setting boundaries, challenging cognitions of 
space, Complex interpersonal perceived criticisms etc. Rehabilitation: The Social Skills group and elements of 
interactions, other specified the DBT group specifically addressed aspects of interpersonal relationships. 

Activity groups (cooking groups, bike riding, adventure therapy) offered 
opportunities to develop assistance for others, tolerance of other's limitations, 
communicating clearly, receiving help. The morning meeting (chaired by an 
adolescent) provided a forum for feedback on certain behaviours. Staff assisted 
with behavioural regulation in interpersonal relationships. There were 
opportunities for teaching and nursing staff to provide reflection on social 
relationships in day to day activities. 

d730-d779 Particular interpersonal Behaviours; Sub - Adolescents with social anxiety had to moderate cognitions, withdrnwal behaviours 
relationships - Relating with tempermnent, sociability, and physical symptoms around strangers. Some with complex PTSD experienced 
strangers language delays; DT A - perceptual disturbances around strangers reminding them of the abuser. Others tended 

develop emotional maturity; to interact inappropriately with strangers. Some had behavioural inhibition since 
develop moral maturity, childhood. Adolescents with Asperger's varied from those who withdrew to those 
establish boundaries, develop who approached in an inannropriate marmer. Treatment: Individual psychological 
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identity, develop life schemas treatments for Social Anxiety and issues arising out of complex PTSD, including 
treatment of symptoms, exploration of identity etc. Individual treatment with 
adolescents with Asperger 'sfocussed on understanding nature of social relationships 
and developing life schemas. Rehabilitation: Staff monitored and assisted with 
interactions with strangers on community outings - included being served in 
shops, supervision of inappropriate comments, discussing any adverse comments 
from strangers and providing the opportunity to reflect on feedback. In vivo 
feedback by staff of protective behaviours, setting boundaries. These activities 
were a part of ad hoc interventions on community outings, or reflections after an 
adolescent went on leave. The BAC environment was enhanced by close interactions 
with adolescents, knowledge of J)atterns of interactions of the adolescent from 
multigle direct observations in various settings. 

Formal relationships - Relating with Behaviours; Sub - These relationships are aspects of going to a new external school or commencing 
persons in authority, Relating with temperament, sociability, DTA employment. Inherent sociability and approach factors, social anxiety and perceptions 
equals, Forn1al relationships, other - develop life schemas, of others (life schemas) all impact on the adolescent. Rehabilitation: Provide 
specified establish boundaries, develop rehearsal strategies prior to an interview, support during and feedback post 

moral maturity, interview. Treatment: In individual therapy, review with adolescents relationships in 
school and work place qfter placement 

d730-d779 Particular interpersonal Behaviours; Sub - Avoidant behaviours of social anxiety; dimensions of agreeableness/disagreeableness 
relationships - temperament, sociability, in temperament, inherent social skills all affected the capacity of some adolescents to 
Info11nal social relationships - language delays; DTA- manage informal social relationships appropriately to a particular relationship. The 

Informal relationships with friends, develop emotional maturity; primary external peer group for some adolescents was peers they met in acute 
with neighbours, with acquaintances, establish boundaries, negotiate inpatient units. The comments in d710- 729 aggly in this section. Treatment: Social 
with co-inhabitants, with peers, peer relationships, develop skills group examined aspects of different relationships. Elements of DBT group 
Infonnal social relationships, other moral maturity, develop provided skills in dealing with relationships. Individual therapy examined relating to 
specified identity, develop life schemas others on the unit, relationships with peers external to the unit, setting boundaries, re-

evaluatingfi·iendships as they formed a new identity, dealing with antisocial 
influences. Supportive counselling from nursing staff also helped adolescents to 
process these issues after leave, phone calls from others. Rehabilitation: Provide 
feedback on interactions during and after unit based activities. 

d760 Family relationships - Parent- Behaviours; Sub - Whatever the family dynamic, adolescents prior to admission had come to some 
child relationships, Child-parent temperament; DT A - develop degree of functional standstill. Negative emotions were expression at high levels, 
relationships, Sibling relationships, cognitive maturity, care for the whether on by parents or by adolescents or the interaction of both. Role changes were 
Extended family relationships, self, develop moral maturity, ahnost inevitable, with parents having to take on a greater carer role than expected, or 
Family relationships, other specified develop emotional maturity, being unable to do this. Treatment: Family therapy was a key intervention to explore 
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establish boundaries, develop communication styles, roles, expression of emotion, interactions between family 
competencies to become members. In addition, individual therapy enabled an adolescent to explore their 
independent, develop identity, emotions, perceptions of themselves within the family, and how this could change, 
individuate, develop life individuation. Both processes - family and individual therapy focusing on family 
schemas interactions were important. Rehabilitation: General rehabilitation approaches 

described in previous sections - from greater participation in self care, assuming 
greater responsibilities for self, resuming educational or vocational pathways 
enabled the adolescent to assume a different role within the family. When 
adolescents ex12erienced good guality care in the family, they should have ex12erienced 
a continuation of care within the unit. Staffing instability had an enom1ous im12act on 
the care they ex12erienced from some staff. For adolescents who ex12erienced sub-
012timal care in the home enviromnent, the care they ex12erienced in BAC from the 
stable staff often was a dilemma. They told us later their dilemmas could be whether 
to trust staff, why staff cared for them, why 12arents had not cared or could narents care 
enough if the adolescent tried to nlease them more. Trust issues were resolved by 
observing key staff over time. Treatment: In these cases, individual therapy enabled 
them to grieve over the parent who "should have been"; explore emotions of self 
worth as to why they were not worthy of care; develop schemas of life in planning for 
the future where they had to assume care at an earlier stage than they wished. One of 
the issues was to 12rovide clear boundaries on the care BAC was able to 12rovide, and 
what it could never make UJ2 for a failure of narenting. Rehabilitation activities 
enabled the adolescent to be equipped to assume self care, and provide support 
through ongoin!! contact to mature into that self care. 

d770 Intimate relationships - Behaviours; Sub - Romantic relationshi12s nresented significant challenges when they occurred. They 
Romantic relationships, Sexual temperament, sociability, were discouraged because of the im12acts on the adolescents involved, on their neers 
relationships, Intimate relationships, impulsivity issues; DTA- and the moratorium on thera12eutic nrogress for the individual adolescents in the 
other specified negotiate peer relationships, romantic relationshi12. At times, an adolescent was discharged ifthe im12acts were 

establish boundaries, develop significant, and it was safe to do so. Where nossible, we attem12ted to head off 
moral maturity, develop relationshi12s by rules about nairing off in the very early stages, about nhysical 
identity 12roximity. I am aware of 01212osite sex intimate relationshi12s occurring on only two 

occasions while at The Park. The layout of the ward, su12ervision of staff, monitoring 
ground leave made this 12ossible. Possibly in the last seven years of BAC, same sex 
intimate relationshi12s between girls occurred on occasions in the four bed rooms. 
When staff became aware, the involved narties were se12arated into different slee12ing 
areas and some de<>ree of shower sunervision was imnlemented. There was one case 
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of same sex assault which resulted in criminal charges. Sexualised behaviours 
between boys (but not intimate relationshi12s) occurred on occasions. All cases were 
assessed as to the im12act on the adolescent. The 01212ortunity to lay charges was 
afforded. On occasions, adolescents entered into romantic relationships with peers 
external to the unit. If this was within the age of consent (as it was in all cases I 
recall), the family were encouraged to provide the primary guidance. Rehabilitation: 
Relationships were discussed in various groups during the course of admission, 
so that the adolescent had some guidance beforehand to consider relationships. 
Adolescent love proceeded regardless. Treatment: At times, an adolescent 
discussed relationship difficulties in individual therapy. These were usually well in 
the transition vhase. 

ACTIVITIES AND PARTICIPATION - d8 CHAPTER 8 MAJOR LIFE AREAS 
d81 O-d839 Education - Informal DT A - negotiate school, Rehabilitation: Measures to engage adolescents in education was described in 
education, School education, negotiate peer relationships, sections bl67, 172 and dl60 - 179. The school had the capacity to provide 
Vocational training, Higher develop life schemas education from a remedial level to doing OP level subjects through enrolment in 
education, Education, other specified the School of Distance Education. A number of Certificate level courses were 
m1d u11Specified available through the school through collaboration with TAFE. Considerable 

effort was made to engage adolescents with external education providers -
mainstream schooling, alternate schooling, TAFE, private RTOs. Adolescents 
were taken to Career Expos and (if relevant) Uni Expos. The school provided 
guidance about suitable career choices, subject choices, based on abilities. At 
times adolescents required support in adjusting their educational and career 
goals either because of the impacts of the mental illness or because of their 
abilities. This took months at times if there was considerable emotional 
investment in the goal. 
Very anxious adolescents often required a form of graduated exposure to an 
external school, TAFE or other facility. Considerable support was provided in 
the initial phases -the adolescent was transported to the facility, staff waited at 
the facility for the negotiated lessons, then brought them back to BAC. Support 
was withdrawn in stages until the adolescent attended independently. OTs 
facilitated enrolment in specific training courses - e.g. barista courses. 

d840-d859 Work and employment - Sub - learning, language Rehabilitation: BAC school arranged work experience for a number of 
Apprenticeship (work preparation), delays; DTA- develop adolescents. The school was able to arrange traineeships on occasions. Both the 
Acquiring, keeping and terminating cognitive maturity, develop school and OTs assisted adolescents with drawing up resumes. OTs and care 
a job, Seeking employment, competencies to become coordinators assisted adolescents with handing out resumes and job anolications. 

N ..... 
OJ 
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Maintaining a job, Terminating a independent, establish OTs and care coordinators provided support in attending interviews, spoke to 
job, Remunerative employment, boundaries, develop life employers. Some adolescents engaged in part time work prior to leaving the unit. 
Part-time employment, Full-time schemas Treatment: Any difficulties in employment could be discussed in individual therapy, 
employment, Non-remunerative or with the OTs or care coordinators. Sometimes resolution was required, at other 
employment times, adolescents were assisted in neJ<otiating resolution of workolace bullying. 
d860-d879 Economic life - Basic Sub - leaTning, language Rehabilitation: The social worker or OTs facilitated application for Centrelink 
economic transactions, Complex delays, impulsivity issues; benefits for eligible adolescents. OTs assisted adolescents to open a bank account 
economic transactions, Economic DTA - develop cognitive if they did not have one. OTs spent time enabling adolescents to develop budgets. 
self-sufficiency, Personal economic maturity, develop Where parental support was provided, parents were asked to provide a certain 
resources, Public economic competencies to become allowance. Nursing staff assisted adolescents to budget within this allowance. 
entitlements Economic self- independent, School trips to the markets provided adolescents experience in judging value. 
sufficiency, other specified OTs and nursing staff provided opportunities for adolescents with independent 

incomes to shop in store and online while learning to live within a budget. 
Holiday program activities provided opportunities for more limited decisions 
about expenditure within a budget. 

d ACTIVITIES AND PARTICIPATION - d9 CHAPTER 9 COMMUNITY, SOCIAL AND CIVIC LIFE 
d9 l 0 Community life - Informal DIA- develop life schemas Rehabilitation: Exposure to community agencies (e.g. volunteering at an animal 
associations, Formal associations welfare facility) was arranged by the school. OTs explored opportunities for 

community engai:ement e.g. scouts, State Emergency Service, St John's. 
d920 Recreation and leisure - Play, Sub - motor delays; DT A - Rehabilitation: School, OTs and nursing staff provided adolescents with 
Sports, Arts and culture, Crafts, negotiate peer relationships, exposure to a range of leisure activities - indoor and outdoor sports, ice skating, 
Hobbies, Socialising, Recreation and occupy leisure time, develop craft and woodworking shows, theatre, concerts, beach activities and fishing etc. 
leisure, other specified cognitive maturity, develop Endeavours were made to keep an adolescent from regional areas who played a 

identity sport previously to link with a local team and play on weekends. Staff assisted 
adolescents with linking with local recreational facilities when on leave, as part of 
the transition process. 

d930 Religion and spirituality - DIA- develop life schemas, Rehabilitation: Adolescents were supported in exploring spirituality and 
Human rights, Political life and develop identity, negotiate peer participate in organised religion. Usually the latter was involvement in a youth 
citizenship, Community, social and relationships group relevant to the faith the wished to explore. They were actively supported 
civic life, other specified in attending from the unit if they were unable to access leave. School provided 

education and exposure to the political process. Those exploring issues of 
sexuality were linked to an appropriate ori:anisation providini: peer sunnort. 

e ENVIRONMENTAL FACTORS-el CHAPTER 1 PRODUCTS AND TECHNOLOGY, e3 CHAPTER 3 SUPPORT AND RELATIONSHIPS, e4 
CHAPTER 4 ATTITUDES 
e 125 Products and technology for Behaviours, DTA - negotiate Social interactions with peers for a number of adolescents with severe social anxiety 
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use in personal communication peer relationships, develop 
emotional maturity 

el25 Products and technology for DTA - negotiate school 
use in education 
e3 l 0 Support and e4 l 0 Individual Sub - temperament; DTA -
attitudes of Immediate fannly, e315 care for the self, develop moral 
Support and e415 Individual maturity, develop emotional 
attitudes of extended family maturity, establish boundaries, 
members develop competencies to 

become independent, develop 
identity, individuate, develop 
life schemas 

e320 - e 345 Support and e420 - Behaviours; Sub -
e445 Individual attitudes of friends, temperament; DIA-care for 
Acquaintances, peers, colleagues, the self, develop moral 
neighbours and community maturity, develop emotional 
members, People in positions of maturity, establish boundaries, 
authority, Strangers develop competencies to 

become independent, develop 
identity, individuate, develop 
life schemas 

were often limited to online contacts. Treatment: Examine use of social media for 
expressing emotions (some sites such as Tumblr) - explore what was posted, what 
should be private; explore coping with cyber-bullying in individual therapy (including 
limiting accounts). Explore online contact with peers vs face to face interactions in 
social skills groups. Rehabilitation: Provide support for and monitoring of 
accessing websites, online buying and communication. 
Develop competencies in the use of technology in schools. Provide support for 
online education which can be transferred to outside settings. 
Levels of support in families varied greatly. Some parents provided excellent support 
to a very unwell adolescent, at expense to their own health, career, finances etc. Other 
parents struggled to provide continuing support in the face of continued unwellness, 
while other's lack of support was a significant factor in deterioration for the 
adolescent. Treatment: Family therapy ascertained levels of support within the 
family, and sought to improve communication and understanding of emotions to 
enhance levels of family support. Individual therapy assisted the adolescent to reflect 
on support they required of the family- what was realistic, situations in which they 
needed support, unrealistic demands, their participation as emerging adults in the 
family. Also assisted some adolescents who found little support in family relationships 
to work through the emotions that this engendered. Provided an evaluation of 
supports from extended family members. Extended family engaged where necessary. 
For some families, the 01212ortunity to consider issues wlnle family members were 
a12art, and tensions were lower, enabled them to im12lement strategies which were 
difficult in the community. 
Adolescents varied in capacity to obtain support from others - some with complex 
PTSD were wary of others; those with persisting social anxiety had a limited group 
whom they could trust would not be judgmental; those with Asperger' s sometimes 
lacked the approach skills to gain support; the overly prosocial adolescent preferred to 
help others rather than recognise their own need for support. Treatment: Social skills, 
elements of DBT groups enabled adolescents to reflect on the mutual nature of 
support in the community. Individual therapy provided opportunities for reflection 
nature of supports, setting boundaries in some cases on the demands of others for 
support, recognising grooming behaviours vs genuine support from others. Care 
coordinators and the individual therapist help adolescents in transition process a new 
set of support networks and attitudes of others. Rehabilitation: Various group 
activities (e.g. adventure theranv enable adolescents to receive and !Jive sunnort). 

"" "" 0 
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e355 Support and e450 Individual DT A - develop cognitive 
attitudes of health professionals, and skills, develop competencies to 
of health-related nrofessionals become independent 

Living in the BAC community, adolescents learn to live with and 12rocess a variety of 
attitudes to stran<'ers with whom thev become better acouainted. 
Careful transition of therapies to clinicians in the community. Sometimes link to a 
new GP. 

N 
N ..... 
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Quee11s!aml 
Government 

Dr Trevor Sadler 

Dear Dr Sadler 

West Moreton Hospital and Health Service 

Enquiries to: 
Telephone: 
Facsimile: 
Our Ref: 

Workplace Relations 

Complaint made in relation to

I refer to your employment as a Clinical Director with the Barrett Adolescent Centre (BAC)

As you are aware an external investigator was appointed to conduct an investigation into the 
allegations and you were provided with an opportunity to be interviewed as part of the investigation 
process on 4 November 2013. ~ 

The investigator has now finalised the investigation and the investigation report has been provided to 
me as the decision maker (the Investigation Report). 

The investigation found that a number of allegations were substantiated, as outlined in the 
Investigation Report. 

On consideration of the Investigation Report I have decided to put the following allegations to you for 
response. 

BACKGROUND 

(a) At all times relevant to these allegations you were employed as Clinical Director, BAC, West 
Moreton Hospital and Health Service. 

(b) At all times relevant to the allegations you were responsible for the management of BAG. 

Office 
Queensland Health 

Postal Phone F&.t 
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Possible grounds for discipline 

I have considered the information currently available to me in respect of Allegation Four and consider 
there may be grounds for you to be disciplined pursuant to the Public Service Act 2008, sections: 

1. Section 187 (a), that you may have performed your duties carelessly, incompetently and/or 
inefficiently. If the allegation that you failed to ensure that you and employees at SAC accurately 
recorded incidents and correspondence with the Complainants in the clinical notes, it may be 
found that you performed your duties carelessly, incompetently and/or inefficiently. 

CRIME AND MISCONDUCT COMMISSION 

The concerns raised by the Complainants were referred to the Crime and Misconduct Commission on 
1 O October 2013 and were referred back to West Moreton Hospital and Health Service for 
investigation. 

POSSIBLE DISCIPLINARY ACTION 

in accordance with the principles of natural justice, no determination has been made or will be made 
until you have had the opportunity to respond. 

Should a determination be made that there are grounds for you to be disciplined pursuant to the Public 
Service Act 2008 the disciplinary action that may be taken includes, but is not limited to, one or more of 
the following: 

(a) termination of employment 
(b) reduction in classification level and consequential change of duties 
(c) transfer or redeployment to other public service employment 
(d) forfeiture or deferral of a remuneration increment or increase 
(e) reduction in remuneration 
(f) imposition of a monetary penalty 
(g) direction that a penalty imposed be deducted from periodic remuneraflon payments 
(h) a reprimand. 
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lewis, Erin 

From: 
Sent: 
To: 

Subject: 
Attachments: 

Robert King 
Friday, 17 Janua1y 2014 5:00 PM 

Tali Gibson 

Response to Show Cause - Dr T Sadler 
Response to Show Cause by Dr T Sadler.pdf 

We attach a copy of the response by Dr T Sadler to the letter to him of 11 December 2013, requiring him to show 
cause in relation to 4 allegations. The allegations concern matters at the Barrett Adolescent Centre. 

The hard copy will be forward by express post. 

If you have any questions, please contact us. 

Robert King 
Special Counsel 
K&L Gates 
Level 16, Central Plaza Two, 66 Eagle Street 
Brisbane QLD 4000, Australia 
Phone:
Fax:
Mobile:

www.klgates.com 
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Bac!cgroum:JI 

Your letter notes "at all times relevant to these allegations you were employed as Clinical Director, 
BAC, West Moreton Hospital and Health Service. At all times are relevant to the allegations you 
were responsible for the management of BAC." 

My role as the Clinical Director is complex. The functions, authorities and responsibilities need to 
be clarified and understood to give context to and to understand my response to a number of the 
allegations. Accordingly, as part of this background section, I will describe: 

a the changes in my role; 

o my role in clinical leadership (as Clinical Director); 

o my leadership role within the BAC Management Committee: 

o line management respo.nsibillties; and 

a the limitations on my capacity and responsibility for the management at BAC. 

Changes in my role 

1989-1991 l was appointed Visiting Medical Officer (psychiatrist) with the Division 
of Youth Welfare and Guidance. 

My services were to be provided (initially) to the Barrett Adolescent 
Centre (BAC). lf however, the permanent psychiatrist already in the 
VMO role returned to BAC, I was to be transferred to a community 
Child Guidance Clinic (the precursors of CYMHS). 

In my VMO role, I was also Acting Medical Director. 

From 1989 - 1991 the Medical Director at BAG - Dr C Breakey - was 
the Acting Senior Medical Director of the Division of Youth Welfare and 
Guidance. 

The organisational chart relevant to this time denotes the psychiatry 
registrar and medical officer as reporting to the Medical Director who in 
turn reported to both the Senior Medical Director of the Division of 
Youth Welfare and Guidance and also to the Medical Superintendent of 
the Walston Park Hospital. ' 

In accordance with the organisation chart, the child guidance therapists 
reported to the Senior Child Guidance Therapist of the Division of 
Youth Welfare and Guidance. 

The psychologist, social worker. and occupational therapist were 
seconded from the Division of Youth Welfare and Guidance and 
reported to their discipline seniors in both the Division and Walston 
Park Hospital. 

Nursing staff were seconded from the Walston Park Hospital. They 
reported to the Nursing Supervisor who reported to the Matron of the 
hospital. 

Department of Education staff reported solely to the hierarchy of the 
Department of Education. 

Because there were complex lines of reporting (no one person or 
discipline had over all management responsibilitv, but each relevant 
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. 

1991 - 1994 

1995- 2003 

2 

discipline had responsibility for their own staff) the overall management 
of BAG was undertaken . by a BAG Management Committee 
(Committee). The Committee comprised: 

o the Medical Director; 

o the Nursing Supervisor; 

0 the School Principal; and 

0 an Allied Health representative (usually the. Psychologist). 

From 1991 the Division of Youth Welfare and Guidance was abolished. 
BAG became a unit within the Walston Park Hospital (Hospital) and 
the Hospital reported to the West.Moreton Health Services Region. 

I informed both the Executive Director and Medical Superintendent of 
the hospital that I was in an acting capacity as Medical Director only 
and I invited them to consider advertising for the position permanently. 

I would then resign as psychiatrist They declined fo do this. 

In January 1991 the Hospital Executive produced a document Mission 
Statement, Goals, Target Populations, ·Treatment Programs and 
Internal Organisation. 

Significantly, this document provides: 

" ... the Hospital is managed by an Executive Committee made up of the 
Medical Superintendent, the Director of Nursing, the Hospital Manager 
and be as Senior Paramedical Officer. The Medical Superintendent is 
responsible for the supervision and direction of all clinical staff other 
than nursing. The Director of Nursing is responsible for the 
administration, ·control, and direction of nursing staff and provision of 
nursing seIVices in the hospital. · 

Each unit has a management committee with representatives of each 
of medical, nursing, and Allied health staff. 7l1e management 
committee is responsible for the development, co-ordination and 
monitoring of clinical programs in that particular unit." 

In 1992 the Hospital Manager was replaced by an Executi.ve Director 
who was a sirigle point of accountability within the management 
structure of the Hospital. This was the only change to the internal 
organisation of the Hospital. 

I was designated as Business Unit Director of the BAC Business Unit 
as a default position because there was no other psychiatrist within 
BAG. (Each Business Unit Director was the most senior psychiatrist 
within the Business Unit.) 

The Business Unit Management Orientation Book reads ~ 

"Basically, the units are intended to operate autonomously within the 
complex. Initially they have limited contra/ ·over their budget and· 
expenditure within each cost centre. · 

It should be rioted that the anticipated HRM delegation appointed to the 
Business Unit director does not ovemde that of the ADON and Nurse 
Manager's current delegation authority. If it is seen that the Unit and/or 
cost centre could exceed their budget, then the Management 
Committee as a whole is required to discuss the issues, reach ·a 
resolution and act on it. If an aareement cannot be reached or further 
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clarification is required, the Business Unit Management Committee is to 
advise the Executive of the problems and the suggested means of 
resolving it 

ft should be emphasised that the Executive see the Business Unit 
Director of the one point of accountability for each Business Unit. 
Therefore, the final direction of each Unit will depend on the decisions 
made by the Business Unit Director in consultation with be Business 
Unit Management Committee." 

The Business Unit Director was also a member of the Hospital 
Executive. 

It was clear from: 

o the caveat above; 

• the context of the whole document; 

• the "Guidelines of Best Practice Implementations Strategies and 
Initiatives'.' of July 1996 (which among other things delineated 
the particular responsibilities of the Business Unit Manager and 
Business Unit Team); and 

0 the Human Resource Management Manual of November 1998, 

that the single point of accountability only applied to the financial 
management of BAC. It did not and does not apply to the management 
of staff from individual disciplines. An organisational chart from this 
time is clear that line management responsibility was maintained along 
the lines of individual disciplines, with: 

• psychiatrists reporting to the Director of Clinical Services; 

• nurses reporting through the organisational structure to the 
Director of Nursing; and 

• Allied Health reporting to their respective discipline seniors. 

I did, though have considerable input into obtaining the best mix of 
Allied Health skills to suit the needs of BAG. 

An important development at this time was the discussion about 
Leadership versus Management at the Executive Committee meetings. 
It was recognised that the Business Unit Director did not have 
management responsibility for a significant proportion of staff. The 
discussion about leadership focused on ways of stimulating and 
supporting those members of the Committee who did have 
management authority and responsibility in the areas that were most 
likely to affect budgetary outcomes. 

The development of the Corporate Governance and Model of Service 
Delivery in October 2003 was the next significant development. The 
role of the Hospital Executive was redefined and with this redefinition, a 
modification of the role of the Business Unit Director. 

The roles and responsibilities of the Clinical Business Unit 
Management Committees were also re-defined. These are outlined in 
Appendix A. 

The role of the Business Unit Director in the Facility Executive aligned 
to leadership rather than management. Management responsibilities of 
BAC continued to the shared between members of the BAG Clinical 
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Business Unit Management Committee (CBUMC). The Business Unit 
Director chaired the CBUMC, but the Business Unit Director role {until 
May 2012) related solely to the conduct of the CBUMC meeting. It was 
not a management role nor was it responsible for line management 
authority. 

Professional reporting lines remained unchanged from previous 
organisational charts.· 

In about 2007 all mental health services in the West Moreton Health 
Service District came- under the leadership of a single Executive 
Director. · With this appointment, a West Moreton Mental Health 
Services Executive [iJ\\?gfilJ was established comprising a 
representative from each mental health service in the District. 

This had some impact on the role and function of. The Park Facility 
Executive (TPFE). Minutes of the meetings of the latter TPFE record 
that it implemented decisions from the District Executive and received 
reports from a number of Committees within the Hospital. 

From 2003, there was a significant expansion of the number of 
committees that reported to the TPFE. Many committees concerned 
nursing responsibilities and as a result, the BAG Nurse Unit Manager 
(NUM) replaced me on the TPFE. This apparently was of no concern 
within-the structure ofthe Executive. 

Also, at some time, the psychiatrist leader within the Clinical Business 
Unit was referred to as the Clinical Director and ceased to be known as 
the Business Unit Director. I am not aware that the role of Clinical 
Director was ever defined and how this role differed from the Business 
Unit Director. 

The Business Planning Framework was introduced in 2010 as a means 
of formalising the structure of the Clinical Business Units. Inherent 
within the documents from the different Clinical Business Units were 
significant changes to the role of the Nursing Director (ND) and the 
NUM. The role of the Clinical Director was not- defined in these 
documents, although some defined the role of the psychiatrist. 

By September 2011, the TPFE minutes noted: 

"Corporate Governance and Model of Setvice Delivery 2003". 
A!Setvice Improvement Co-ordinator (A/SIC) advised that a 
considerable amount of work needs · to be done to update this 
document. Each unit that is referred in the 2003 document need to 
take the responsibility . to update their Procedures and Work 
Instructions. A/SIC advised that as of now there are no policies within 
The Park, only Corporate Office has policies. Corporate Office has 
requested that facilities remove a// policies and replace them with 
Procedures (facility wide) and Worn: lnstruclions (Units): It is going to be 

. a big workload for those concerned." . 

No further work was done on this until at least April 2012 when the 
(A/SIC) undertook to look at the document$ again. It is clear that there 
was significant evolution away from the 2003 organisational structures 
of management processes and roles. In my submission, a fog 
descended on the role ofthe Clinical Director. 

The change in roles is further evidenced in the position description 
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(APPENDIX C) of the Nurse Unit Manager of 2012. This role 
description places a significant responsibility for management of BAC 
on to both the NUM and the Nursing Director, although the role 
description of the Clinical Nurse places some limitations on the extent 
of that responsibility. 

This period was a time considerable change in the formation of the 
structure of the West Moreton Mental Health and Specialised Services 
{WMMHSS) and the composition of the Executive structure. 

The functioning of the CBUMC continued to -attend to day to day 
operational management During this period - while there were clear 
lines of management responsibility - within the various clinical 
disciplines - Nursing, Medical, Allied Health - there was little 
recognition of the interactions between the disciplines in decisions that 
were made at more senior levels of management As 1. describe later; 
this resulted in the Clinical Director role solely providing leadership on 
clinical matters. 

Indeed, I raised with each of the Acting Nurse Unit Managers {AfNUM) 
the issue of the Nursing Director (ND) attending the CBUMC meeting. 
Not only were the position and organisational descriptions indicative 
that this person was an integral part of the CBUMC, but we needed 
them to understand the issues we confronted and those issues being 
raised by the consumer representaiives so that they could more 
effectively be taken to the Executive. 

Unfortunately there was no response from the ND, who did have a 
greatly expanded role within the Facility. 

My Clinical Leadership role 

The matters over which I had leadership and management are set out below. 

I had the responsibility to make the final decide on if and when an adolescent was admitted into the 
program. I did this however, after extensive consultation with the NUM and the Clinical Nurse 
Liaison Peron {CLCP), considering the data we obtained from the referrer, the assessment 
interview (in the context of the severity and impainment t_hey faced), the level of acuity, the impact 
on and the impact of a particular mix of adolescents and the stability and experience of staffing, 

I. undertook the regular reviews of the adolescents (either in primary consultation or in secondary 
consultation with the psychiatric registrar) taking into account their mental state, their 
developmental needs, their experience of being at BAC, their relationship with their family and their 
progress in therapy. 

I synthesised my observations of the adolescent with the observations of a multidisciplinary team 
(MDT} who saw the adolescent in various contexts. The observations occurred in informal settings 
in conversations with staff to help staff conceptualise the processes going on within the adolescent 
and in their role in helping the adolescent to progress in rehabilitation and treatment 

More importantly, I chaired the weekly Case Conference and three monthly Care Planning 
Reviews for synthesising observations and developing clinical directions for future treatment and 
rehabilitation. I took responsibility for approving a range of appropriate interventions (and the 
timing of the interventions) to be provided by the MDT and for review in subsequent meetings if 
those interventions had occurred. 
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The responsibility for the quality of the clinical intervention lay with the professional who was 
providing it I was not and am not responsible for staff actions and decisions made outside the 
framework determined in these two key multidisciplinary team meetings_ To ensure consistent 
application of decisions from the Case Conference and the Care Planning Reviews, I remained 
permariently on call for consultations with staff. 

As well as assuming responsibility for clinical decision making, I endeavoured to provide leadership 
to the MDT by providing a framework in which the mulfiple interacfions and interventions between 
adolescents and staff and between adolescents could be examined, understood and used in the 
development of treatment plants. (APPENDIX D} (This framework has been incorporated into the 
therapeutic programs in the Day Programs in Townsvi!le and Toowoomba, as well as some centres 
in the UK, Canada and Switzerland after visits by clinicians from overseas units.} 

I had sole responsibility for determining the types and dose of medication, although changes were 
usually implemented by the registrar. Only a very senior advanced trainee could initiate a change 
in medication without consulting with me first 

I am ·responsible for the decision to discharge an adolescent, after consultation with the MDT 
regarding clinical progress, suitability of support in the community and adequate transition 
planning_ I was responsible for whether it was necessary to. discharge an adolescent because it 
was not a suitable therapeutic environment for them, .or they were having an adverse effect on 
other adolescents or staff- Again, this was always after extensive consultation with the MDT. 

My role in leadership within the BAG Management Committee 

·As outlined in the first section the Committee comprised leadership from: 

o 1-Jealth - Nursing, Allied Health and Medical; and 

o Education. 

A review of the Committee minutes shows that each member made valuable contributions to 
readership_ Nursing staff played a particularly valuable role in leadership in operational and 
environm·ental matters. Allied Health provided leadership in program development in treatment 
and rehabilitation interventions. The Principal provided leadership in educational and vocational 
programs_ All members played a leadership role in the development of a positive culture within 
BAC. This leadership was trnnslated into practice through the respective management 
responsibilities of each member of the management team. 

Among my leadership roles over the years I have contributed to the development of strategic 
plans, ensuring national standards were incorporated into clinical decision-making and practice, 
linking with key external Child and Youth Mental Health Service leaders, developing key 
documents for Corporate planning such as the Model of Service Delivery and developing a clear 
conceptual framework for BAC. I believe this partnership of leaders provided genuine direction for 
· BAC in what were often difficult and challenging circumstances_ To ensure that BAC provided the 
best quality care available I maintained and up to date literature search on adolescent inpatient 
units, was an e-mail correspondent of the Quality Network Inpatient CAMHS (QNIC), Royal 

· College of Psychiatri_sts and visited several overseas inpatient units in 2010 and 2011 _ 
. . . . . . 

At all times it is assumed that individual members have defined responsibilities within their area of 
expertise, contributing to the management of BAC. No single member is considered to have 
overall responsibility for management of BAG. 

line management responsibllitles 
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As set out above, all the organisational charts over the past 25 years show the lines of 
responsibility for individual disciplines along the current lines. The only exception has been with 
Allied Health who reported (only at times) through their discipline seniors to the Director of Clinical 
Services. All performance reviews and management authority and responsibilities were always 
along these discipline lines. 

At all times the only people over whom I have line management responsibility are the psychiatric 
registrar and the medical officer (when one was appointed). While I had significant input in 
developing the position descriptions of several Allied Health positions and sat on the interview 
panels for. all of our current staff, I do not direct their day to day activities. Allied Health staff report 
to the Clinical Director on operational matters and to their discipline seniors on professional 
matters. Nursing staff report to their relevant senior and do not report lo the Clinical Director. 

There are only two occasions in recent years that I have been invited on to !he interview panel for 
nursing staff. 

At times I have had disagreed with some of the decisions made by senior nursing management 
above the level of the NUM or A/NUM. These decisions contacted on at capacity to provide best 
praclice clinical services. I have always respected the position of the NUM and asked if they would 
take up these issues themselves or whether they would ·like me to approach senior nursing 
management directly. · 

The limits on my responsibilities and management of BAC 

The discussion below illustrates both: 

<> that I am not responsible for the management of BAC in praclice; and 

" gives context to allow an informed consideration of the confirmed allegations, given my 
responsibility for management of staff of other members of the leadership team. 

Having a.stable staffing contingent is crucial to providing quality treatment and rehabilitation in an 
adolescent inpatient unit The BAC was established on the principle of a closed roster for nursing 
staff. This is consistent with accepted good practice in inpatient units in the UK. The extract below 
is taken from the QNIC Standards 2011. 

2.1.5 1 The unit is staffed by permanent staff, and bank and agency staff are used 
only in exceptionalcircumstances e.g. in response to additional clinical need. 

Guidance: A CAMHS inpatient unit is likely to have a problem with over-use of agency 
nurses if more than 15% of staff are agency staff during a week or if more 
than one member of staff on a shift are from an agency. Agency staff should 
not be used for more than two shifts in a day. 

Ref 8, pg 19: 'Service user feedback reinforces the importance of a regular and stable 
workforce which enables the development of therapeutic relationship and 
trust in providing support at distressing times. The National Audit of Violence 
(HC 2005) found that lack of leadership, inexperienced ward staff combined 

·with" an over reliance on bank and agency staff can have a negative effect 
upon the continuity of care and overall safety of the acute inpatient ward.' 

2.1.6 2 Where bank and agency staff are used, they are familiar with the service and 
experienced in working with young people with mental health problems" 
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I was so concerned by nursing instability that I began to note the number of nursing staff working 
on the Unit from information from the Staff Lists. The regular complement of nursing staff from July 
2012 ~ 2013 were 20 regular staff and 3 staff in training on a 3 month rotation. During the last 
quarter of 2012, 61 different nursing staff worked on the ward. Essentially there were 38 strangers 
during that quarter who did not know the adolescents. In the first quarter of 2013 there were 55. I 
cculd not break down the numbers below fortnightly numbers. However, the percentage of non­
regular nursing staff in a fortnight ranged from 19% to 39% - well above the QNIC 
recommendations. At times there were up to fo·ur non-regular nurses on a shift, which again is well 
above QNIC recommendations. 

Failure to provide stablefccnsistent staffing results.in inconsistent management of adolescent's 
behaviours, lack of opportunity to provide effective clinical interventions when needed, 
inappropriate interventions. For example, for advice, increased use of seclusion, increased use of 
medication, neglect of adolescenfs needs, lack of awareness of protocols, use of interventions 
more appropriate to adults and poor quality of observations. 

Casual or temporary staff are less familiar (or unfamiliar) with patient needs and cannot be relied 
on to provide the necessary qualities of staff outlined in APPENDIX D. 

This reduced capacity to provide an effective clinical program had a consequential impact on 
clinical decision-making. lri all, this has impaired the capacity of permanent staff to perform their 
duties by limiting the time they spend in their role as Care Co-ordinators {CC). Pennanent staff· 
must supervise and orientate short term staff instead of interacting with .the adolescents. · This 
limits the time permanent" staff have to provide therapeutic interventions on a shift and increases 
the demands adolescents placed on an individual pennanent staff for therapeutic interventions 
(because they do not want to approach non-permanent staff). This resulted in adolescents storing 
up emotional issues with the potential for an increase in .self harm and aggression. 

Inconsistencies in staffing began in 2003 and was exacerbated by the proposed redevelopment of · 
BAG in 2008. This has been a major concern to the various people who undertook the NUM role 
during that period, and was a regular item on the agenda of the CBUMC. It has become more 

. critical since 2010 with changed (less stabile) leadership at the level of Clinical Nurse (CN), short 
term contracts offered.to staff and higher levels of acuity resulting in harm (Child Protection Act 
1999) because of a range of decisions made tiy either the District or the Health and Hospital 
Service. · 

Inconsistent staffing affected both the clinical management and the management of BAG as a 
whole.· The NUM <1nd I identified inconsistent staffing as a problem and from time to time. I offered 
my support in approaching higher levels of Nursing Management on the issue. I did this on several 

· occasions, but it was clear that the Director of Nursing was constrained in the decisions he could 
make by a higher level of Management. · · · 

In 2012 and 2013 there were several decisions made at higher levels of Management which had 
an· impact on the management of BAC. I can recall being informed of only one of these by the 
Director of Clinical Services. On all other occasions these decisions were communicated to the 
NUM who then informed me. That I was not informed of these higher management directives is 
consistent with my not being ·responsible for the management of BAG. 

One of these decisions was the subject of a complaint by M and F. They complained that S was 
not able to attend school when he was on continuous observations. This directive however, was 

. from a higher level of Management to the NUM and was given in about mid-August. It was not part 
of BAC's policy on continuous observations and it caused distress to S, and hann (Child Protection 
Act 1999} to at least one other adolescent. It impacted on clinical care and was in fact a decision 
pertaining to clinical management. . I contended the directive with the nurses but they were obliged 
to follow the directive because it had come down through their line Management. 
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This illustrates that I was not responsible or had authority for the overall management of BAG. 

Early in 2013 and despite that fact that BAG was with (even under) its budge!, it became necessary 
to reduce staffing levels. I proposed changes to staffing in Allied Health by reviewing the 
classification level of the Social Worker and reducing it to a G.5 position. I maintained that there 
was an absolute clinical need for other positions to remain to ensure the best service to 
adolescents until BAG closed or was Telocated. This was supported by recommendations of the 
Expert Clinical Reference Group and accepted by the Planning Group. I communicated my 
position to both the Executive Director of the WMMHSS (ED WMMHSS) and the Acting Director of 
Allied Health A!DoAH. Significant changes lo positions were made which were not communicated 
to me directly but I only found out through the affected staff. I also wrote to !he Director of Nursing 
as well as the ED WMMHSS and the A/DoAH when I became aware of these changes as they 
impacted on the roles of nursing staff which were to undergo a concomitant reduction. These 
staffing reductions and changes continue without my being informed of them directly. 

Again, This is consistent with me not being responsible for the overall management of BAC. 
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APPENDIX A- 2003 Role of B11siness Unit Director 

Extracts from the 2003 "Corporate Governance and Model of Service Delivery". 

Executive Management Committee 

Purpose· 

T[lis committee brings together the senior leaders in the organisation to work with the Executive 
Director to deliver the strategic objectives for the organisation. 

Membership includes the Directors of the Business Units, whose particular role is to ensure that 
the priority issues of the Business Units are represented at the Executive Management Committee, 
and that the organisation wide goals are implemented at the Business Unit level. 

Responsibilities of the Executive Management Committee include: 

• Determining the organisation's strategic directions 
.• Development of the strategic plan 
• Coordinating the development of operational plans 
• · Monitoring the achievement of the strategic plan 
•. Providing high level organisational leadership 
• Reviewing and evaluating human resource management strategies 
• Ensuring effective and appropriate management of organisational resources 

Clinical Steering Committee 

Purpose 

The Clinical Steering Committee provides· clinical leadership and coordination of clinical practices 
across the organisation. It is a multidisciplinary forum for the discussion of clinical policies and 
procedures and monitoring of clinical projects and outcomes. The committee reports to the 
Executive Management Committee through the Director of Clinical Services and to Business Unit 

··Management Committees through business unit represeniatives . 

. ·This committee is also responsible for: 

• Coordinating implementation of the_ model of service delivery 
• Defining and prioritising clinical project areas 
• Providing leadership and support for clinical projects 

Clinical Business Unit Management Committees 

Purpose· 

The five clinical programs outlined in the Model of Service Delivery have been grouped into three 
Business Units; the Extended Treatment Business Unit which includes Extended Treatment and 
Rehabilitation, Dual Diagnosis and Medium Secure; the High Secure Business Unit, and the 
Barrett Adolescent Untt. Each. of these business units has a Business Unit Management 
Committee, which · provides multidisciplinary leadership to ensure high quality of care for 
·consumers, and support for their carers and families. The committees are responsible fo[ 
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o Develop, implement and monitor the Business Unit operational plan 
o Provide leadership to ensure the achievement of the operational goals 
o Providing multidisciplinary and clinical leadership 
o The cost effective management of resource allocations 
o Developing and maintaining strong links with client districts or referring agencies 
o Developing partnerships with consumers, carers and community support networks 
o Initiating and driving service improvement 
o Ensuring effective communication with all staff throughout the Business Unit 
o Forming partnerships with key stakeholders, for example district mental health services, 

Department of Corrections, Disability Services Queensland, Queensland Police 

The role of the Business Unit Committees varies according to core business requirements. 

For instance the High Security Business Unit is a key component of the Integrated Forensic Mental 
Health Service. The Barrett Adolescent Service is a part of a statewide network of Child and Youth 
Mental Health Services and has a vital partnership with Education Queensland. 

The Business Unit Directors chair the committees and membership varies but includes Assistant 
Directors of Nursing, Nurse Practice Coordinators Clinical Nurse Consultants, Rehabilitation 
Program Coordinators, Allied Health Seniors, Consumer representatives and Finance and 
Administration officers. 
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APPENDIX B - Changes in Business Unit Management 2010 

Business Planning Framework BAC Worldng Document 2010 

Leadership and Management 

All nursing staff employed by AETRC are accountable to the Nurse Unit Manger (Business Unit 7), 
in which the Nurse Unit Manager is accountable to the Director of Nursing of Business Unif2 and 
Business Unit 7. 

All AETRC staffing matters that are of a clinical nature are accountable to the Director of AETRC. 
With regards to professional matters for Allied Health Staff they are accountable to their Discipline 
Seniors at The Park. · 

The Nurse Unit Manager and the Director of Nursing (Business Units 2 and 7) attend Executive 
Meeting in which they disseminate information to and from AETRC via formal minutes on G: drive, 

· email, verbally at Nurses meetings. · 

Business Planning Framework ET&R 2010 - 11 

Leadership and Management 

The facility has an established management structure which is representative of all disciplines and 
streams (Medical, Nursing, Allied Health and Corporate administration and operational support 
services). · · 

.Within. ET&R, there are established reporting relationships and accountabilities for all disciplines. 
The Nursing Director (ND) ass_umes the role of.Business Unit (BU) Director in addition to providing 
professional Leadership to and Management of fo the nursing stream specifically. 

There. are formal mechanisms at facility level. and unit level to ensure discipline specific issues can 
be raised and discussed as well as individual sessions where senior nurses can meet one on one 
with the ND for management supervision and support. 
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APPENDIX C - IPos;tion Descriptions 

Position Description for NUM (from at least January 2012) 

Job ad reference: 
Role title; 
Status: 
Unit/Branch: 

Purpose 

H13WMD336 

Nurse Unit Manager 
Temporary Full Time (up to 9 months) 
Barrett Adolescent Unit 

Provide an evidence based and contemporary clinical nursing service within a designated unit via 
operational management, leadership and the coordination of knowledge, skills and resources. 

. . . 

The Nurse Unit Manager is a Registered Nurse who is an expert practitioner in· a specific.area of 
practice. The Nurse Unit Manager is accountable for the planning, coordination, implementation 
and evaluation of high standards of consumer care in the ward/unit 

The Nurse Unit Manager in collaboration with the Nursing Director manages the delivery of 
safe, high quality, cost effective· care. (emphasis mine) 

Your key responsibilities . 

G Fulfil the responsibilities of this role in accordance with Queensland Health's core values, as 
outlined above. 

o Staffing and budget responsibilities: 
o This position supervises: Clinical Nurses, Registered Nurses, Enrolled Nurses, nursing 

undergraduates, visiting nurses and other delegated nursing staff within the Barrett 
Adolescent Centre 

o Financial accountability for the nursing stream within the unit including the management of all 
nursing rosters for the unit 

o Operational and administrative staff liaise with the Nurse Unit Manager on daily operational 
issues 

o The Nurse Unit Manager reports to the Nursing Director. 

job ad reference for Clinical Nurse as of January 2012 

Role title: 
Status: 
Unit/Branch: 
Division/District: 

Location: 
Classification lever: 

Purpose of role 

Clinical Nurse 
Permanent full time position 
The Park - Centre for Mental Health Treatment, Research and 
Education 
Division of Mental Health 
West Moreton Health Service District 
Waco! 
Nurse Grade 6 
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o The Clinical Nurse is responsible for de.livering quality nursing care at an advanced level 
that requires a broad developing knowledge in professional issues within a specified field of 
practice. 

• The Clinical Nurse provides direction and support to other nursing staff while promoting 
professional standards of practice and conduct, ·and is responsible for achievement of unit 
goals and standards. 

Staffing responsibilities 

• The position reports to the Nurse Unit Manager of the relevant Unit 
• · EN, EEN, ENAP, Student and Graduate Nurses and Registered Nurses report lo this 

position 

Key accountabilities 

• Fulfil the accountabilities of this role in accordance with Queensland Health's core values, 
as outlined above. 

• Improving consumer outcomes through application of advanced knowledge and skills in 
adolescent mental health nursing. · 

• Provide clinical leadership to promote a learning environment that encourages clinicians to 
value education, research. and evidence based practices. · 

• Provide care coordination for complex clients 
• . The Clinical Nurse has accountability and responsibility for own actions and acts to 

rectify unsafe nursing practice and/or unprofessional conduct. (emphasis mine). 
• Co-ordinate staff and manage resources as delegated, including.reprioritizing of departmental 

needs and supporting day-to-day changes 
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APPENDIX IJ - Conceptual model for treatment ancl rehabilitation at BAG 

Adolescents with severe, complex and persistent mental iHness which results in severe impairment 
experience difficulties in a number of domains. They often have vulnerabilities and life experiences 
which have predisposed them to having more severe fomis of mental illness. 

The first domain is that of the interactions between various inherent developmental vulnerabilities 
(if present), the mental illness and the developmental tasks of adolescence (listed below). 

Cope with physical changes 

Develop cognitive maturity 

Negotiate school 

Negotiate peer relationships 

Develop emotional maturity 

Care for the self 

Develop moral maturity 

Occupy leisure time 

Establish boundaries 

Develop competencies to become independent 

Develop identity 

Individuate 

Develop life schemas 

Develop a sense of future 

lmpainnents in developmental tasks due to either mental illness or developmental vulnerabilities (if 
present} perpetuate the mental illness in adolescents referred . to BAC. Our task is to gain a 
comprehensive understanding of any underlying developmental Vulnerabilities, treat and manage 
where necessary, and treat the mental illness in conjunction with providing rehabilitation for the 
impairments of the developmental tasks. 

At the same time, the adolescent has experienced family life. Their parents or carers will have 
fulfilled to varying degree the tasks of parenting (listed below). 

Level of commitment 

Adequacy of nurturance 

Attachment/bonding styles 

Met dependency needs 

Met protection needs 

Levels of consistency, supervision, monitoring 
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Correction styles 

Communication of schemas, values 

Adequate boundaries 

Emotional containment 

Capacity to facilitate transitions 

Capacity to understand 

Adolescents who presented to the untt whose parents have fulfilled most of these developmental 
tasks will expect similar qualities in staff at BAG. Staff can never be surrogate parents to the 

· adolescents. However they are experience is that when the above qualities are manifest to a large 
degree in staff it facilitates the progress of the adolescents in treatment. Adolescents who have 
experienced parenting or care where many of these qualities are absent find it a positive 
therapeutic experience to be in an environment where staff are manifest these qualities. 

The parent's understanding of the mental illness, their understanding of developmental 
vulnerabilities (if present), the adolescent's experience of the· degree of fulfilment of the tasks of 
parenting and the interactions between adolescents and their parent or carer can in tum have a 
s·1gn"ificant impact on both the mental 111ness and the developmental tasks of adolescents. Ideally 
the staff should have the capacity to analyse these interactions in providing_ therapeutic 
interventions at BAG and develop appropriate behavioural programs. 
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West Moreton Hospital and Health Service. 

Dr Trevor Sadler 
Clo K&L Gates 

By Email

Dear Dr Sadler 

Enquiries to: 
Telephone: 
Far;simile: 
Our Ref: 

Workplace Relations 

I refer to my letter dated 11 December 2013 in which I asked you to provide a response to the allegations 
made against you. 

I am in receipt of the response provided on your behalf by K&L Gates dated 17 January 2014. 

My decision in relation to the a!!egations 

l have carefully considered all of the information available lo me, including your response, however all the 
information may not be specifically mentioned in my decision. 

Background to your response 

You provided some genera! background regarding your role as Clinical Director and the impact of 
casual/temporary staff al Barrett Adolescent Centre in your response, including that: 

(a) '[You are] not aware that the role of Clinical Director was ever defined and how this role differed from 
the Business Unit Director.' 

,0) 'No single member is considered lo have overall responsibility for management of BAG.' 

( c) 'Allied health staff report to the Clinical Director on operational matters and to their discipline seniors 
on professional matters. Nursing staffreport to their relevant senior and do not report to the Clinical 
Director.' 

(d) '[You are] not responsible for the management of BAG in practice.' 

(e) 'Failure to provide stable/consistent staffing results in inconsistent management of adolescent's 
behaviours, lack of opportunity lo provide effective clinical interventions when needed, inappropriate 
interventions.' 

(f) 'Casual or temporary staff are fess familiar (or unfamiliar) with patient needs and cannot be relied on 
to provide the necessary qualities of staff ... ' 

Office 
Queensland Health 

Postal Phone Fax 
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(g) 'In 2012 and 2013 there were several decisions made at higher levels with Management which had 
an impact on the management of BAG ... That I was not info1med of these higher management 
directives is consistent with my not being responsible for the management of BAG.' 

(h) 'Significant changes to positions were made which were not communicated to me directly but I only 
found out through the affected staff.' 

I accept that you are not responsible for the day to day management of the nurses at BAG. However, you 
are responsible for the clinical management for all clients at BAG and are on call 2417 to manage clinical 
issues regarding clients. Therefore I cannot accept that you do not have any responsibility for the 
management of BAC. 

279 

In relation to your assertion regarding the impact of casual/temporary nursing staff on the service provided 
by BAG, I am of the understanding that the casualftemporary nurses are experienced in mental health and 
therefore I do .not believe that your opinion regarding these nurses is accurate. 
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