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Scope cont'd 

Gl Bathtub in "C" block. 

El Replacement of glass panels around lounge with solid walls. 

o Current basketball court to be extended and made into a multi-purpose court for 
basketball, tennis, badminton and volleyball. 

Advantages: 

�~� Secure entry. 

Improved bedroom accommodation. 

El Access to High Dependency Unit: 

(1) reduces distress to other patients due to capacity to manage disturbed 
consumers in more private area 

(2) reduces the risk of the area being contaminated by implements of self-harm 
due to locked access to High Dependency Unit area 

(3) allows patients to be managed in safe area and also attend to all ADL's and 
leisure activities 

(4) is located within close proximity to nurses' station for ease of access 

HDU with Secure Courtyard: 

(1) allows management of more disturbed consumers in an area which is directly 
accessible from the outside (due to entry in secure court yard) 

(2) allows outdoor access for patients being managed for longer periods of time in 
a confined area 

o Patients will have a proper TV lounge separate to the activities area, leading to 
reduction of noise and greater privacy. 

o Elimination of risk of fire egress route being blocked by chairs and floor lamp. 

o Better use of outdoor space for leisure. 

Disadvantages: 

o Cost. 

o Loss of second sedusio:nJtime-out roOID. 

o The High Dependency Unit is not purpose-built but merely an adaption of other 
rooms. It is not of optimal configuration. 
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Disadvantages cont'd 

Q The day/activities area will be less well lit by natural light. 

" Loss of small pets enclosure. 

Concerns: 

An effective High Dependency Unit would require a secure courtyard. 
Extra cost would make this less attractive as an interim measure. 

22 

CLP relocated to 'C' Block would be less available to deal with incidents which may occur in 
ward area. 
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Scope: 

Q All 4 bed donnitories converted to 2 x 2 dormitories using partitioning (not floor to 
ceiling due to air-conditioning). 

9 Sliding door entrance to be removed and replaced with solid window/paneL 

e New entry via redundant smoking court yard with locked gate and doorway entries 
for dual security. 

" New pathway with lighting and sign age from car park to new entry. 

e A second male single bedroom to be converted into a therapy room (7 Snoezelen 
room). 

Gl Current lounge and entry porch to be converted to purpose-built 2 bed High 
Dependency Unit with ensuites, lounge and secure court yard with external entry. 
Area to have high ceilings and ducted air conditioning. 

o Approximately 6xlO meter extension to be added beyond new HDD for patients' 
kitchen and dining room. Area to be air conditioned. Dining room to have door 
leading outside to sail covered paved outdoor dining area. Space also to be utilised 
from Art Room and for other leisure activities. (As an alternative, the TV lounge 
could be extended for this purpose). 

(J Doorway for direct outdoor access to be installed in Art Room with pathway across 
to paved outdoor dining area. 

o Provision to be made for undercover parking of duress buggy near entry as part of 
extension work. 

Cost (WAG): $645,000 

Further consideration at additional cost to bc given to: 

o Upgrade of aesthetics (internal). 

o Restoration of facias. 

o Replacement of floor coverings. 

o Replacement of brealmble glass. 

o Replacement of bedroom cupboards with wardrobes. 

o Upgrade of key system. 

:) Bath tub in "COO block. 
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Scope cont'd 

o Current basketball court to be extended and made into a multi-purpose court for 
basketball, tennis, badminton and volleyball. 

Advantages: 

(9 Secure entry. 

Q Separate games room and TV lounge leading to less noise in activities area and more 
privacy/separate spacc for patients to enjoy. Large TV lounge again able to be used 
more easily for meetings. 

" Improved bedroom accommodation. 

(;) Access to High Dependency Unit to: 

(1) manage more disturbed consumers in an area which is accessible from outside 
(due to entry in secure court yard). 

(2) allows outdoors access for patients being managed for longer periods of time 
in confined area. 

(3) reduces distress to other patients due to capacity to manage disturbed 
consumers in more private area. 

(4) less chance of area being contaminated due to locked access to High 
Dependency Unit area. 

(5) patients can be managed in safe area and also attend to all ADL's and leisure 
activities. 

(6) High Dependency Unit located next to nurses station for ease of access. 

o Patients will have a proper TV viewing area. 

o Eliminates problem of fire egress route being blocked by chairs and floor lamp. 

Q Rectifies previous loss of some assets caused by development at The Park. 

Q Centre has purpose-built kitchen and dining areas. 

o Centre has purpose-built High Dependency Unit. 

Q Centre's bed ratio of 2 girls to 1 boy (12 vs 6) more in line with referral and waiting 
list requirements. 

o Gain of extra therapy room. 

o Gain. of kitchen for living skills program (Could als.o be used as staff kitchen for all 
BAC staff). 

::> Building of extension can 'Je done in a timdy manner 'tvi'Lt minima1 disruption to the 
Centre's dinical program. 
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Disadvantages: 

o Cost. 

Q Loss of small pets enclosure. 

Q The present day/activities area will be less well lit by natural light. 

Concern: 

• Granting of funding for this upgrade may be seen as a longer term interim measure 
and could defer the plan for a new Ccntre to be built. Extra funding would be needed 
to bring systems up to standard of other services at The Park yet still not meet 
contemporary standards for new Mental Health services. Essentially, substantial parts 
of the building are 30 years old. It looks dated and would require extra maintenance 
for it to continue to be used beyond its intended life span. 
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REJD)1[JCJrJ[ON OF ACUTJr¥ 

There has been an increase in the acuity and risk profiles of the adolescent patients being 
cared for at the Barrett Adolescent Centre resulting in a significant increase in the use of 
Continuous Observation during the past decade. The opening of acute in-patient units within 
the Child and Youth Mental Health network and the formalisation of admission criteria as 
recommended by the Child and Youth Beds Report, 2003, has seen an increase in adolescent 
patients within the mental health system that includes the Barrett Adolescent Centre . 

Those patients requiring considerable amounts of Continuous Observation are identified as 
sharing "the 4 common factors of Higher Acuity." These are Post Traumatic Stress Disorder 
(PTSD), high risk of self-harm, pre-contemplation or contemplation phase of change and 
either an Eating Disorder or high risk of aggression or absconding. 

This "challenging group" of patients requires high level nursing care for extended periods of 
time leading to fatigue amongst the staff providing this service. The use of Continuous 
Observation within the current environment and staffing profiles has led to resource 
problems. There are also limitations in the clinical program which could decrease or prevent 
higher levels of acuity given the lack of a purpose built environment and the lack of an 
appropriately skilled staffing profile. 

It is recommended that processes be implemented to: 
I) Limiting the High Acuity patient numbers to a maximum of two 
2) FOlmalise transfer processes to return patients to Acute Units 
3) Increased use of Outdoor Adventure Therapy 
4) Increased use of diversional activities in the evenings 

The Barrett Adolescent Centre is now approaching its 24th year as a service which cares [or a 
particularly challenging group of adolescents with mental health problems. It would be 
correct to say some would be considered "extremely challenging". This group who often 
present with higher levels of disturbance have increased in number in recent times leading to 
periods when the level of care they required was practically unsustainable. Of concern has 
been the increasing trend towards higher reliance on Continuous Observation during the past 
ten years. 

The beginning of this decade was marked by the opening of acute inpatient units and the 
expansion of the Child and Y onth comnmnitl/ mental health network across the state. These 
units have significantly benefited the greater majority of patients 'who present with 
psychiatric problems. However, along 'vvith a 30% increase in population within the state, 
there has been Cl greater number of adolescents identified within the netvvork ·who require 
admissions to BAC. 
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The establishment of a child safety network by DOChS has also placed further pressure on 
the Centre's waiting list through the referral of victims of childhood abuse who require long 
stay integrated treatment and rehabilitation. Patients can now be on the Centre's waiting list 
for seven months. This deferment of therapeutic intervention within a more appropriate 
model of care can adversely affect the outcome for the patient. 

The release of the "Child and Youth Beds Report 2003" by the Mental Health Unit Corporate 
Office has also had a major impact on BAC's function. The report used occupancy data to 
make recommendations for the possible closure of the Centre. It had not given proper 
consideration to the fact that the treating team had previously attempted to manage higher 
acuity within the restrictions of a budget that was defined for lower acuity patients. This 
prompted the BAC Executive to place higher priority on providing a clinical service with 
occupancy rates according to the established bed numbers and clear justification for the extra 
expenditure required to manage higher acuity. 

Possibly of greater significance was the report's recommendation that all Child and Youth in­
patient units were to draft their own admission criteria. This document, for the first time, 
clearly indicated to services the intended client groups and models of care each unit provided. 
BAC had a clearly stated Integrated Treatment and Rehabilitation model of care which 
admitted "the most vulnerable consumers". 

The admission criteria stated: 

"Admissions occur when the presenting behaviour presents an ongoing risk to safety 
which cannot be safely managed in the community, or when there is significant 
impairment for which treatment at a less intensive level cannot incorporate 
appropriate rehabilitation to ensure optimal recovery from the mental illness." 
Admissions were to be prioritised according to clinical criteria, the level of instability, 
degree of impainnent and the probability of assisting with recovery. Highest priority 
was given to those patients who required "close monitoring and supervision" for life 
threatening behaviours and to prevent deterioration in functioning. 

Since this occurred BAC has experienced a significant increase in its use of Continuous 
Observation to ensure the "close monitoring and supervision" of high risk adolescents. Since 
1998 the average hours of Continuous Observation per calendar year has been 4690 hours. In 
the past two years alone this yearly average has increased to 7173 hours. A study of patients 
requiring this higher level of observation found this group to have four common elements. 
Firstly, they are diagnosed with PTSD as a result of complex trauma during their childhood. 
Their presentation may include dissociation, aggression, depressed mood or affect regulation 
problems, au,'Ciety, poor self esteem and a sense of hopelessness. 
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Secondly, they have high ratings for risk of deliberate self-hann. They commonly self-harm 
as a means of punishing themselves or in attempts to end their lives. Thirdly, they are not 
seeking to find ways of coping with their problems in a more effective mmmer. Using 
DiClemente & Prochaska's 'Model of Change,' this is referred to as being in either the 'Pre­
contemplative' or 'Contemplative' phases. It is only through effective engagement in therapy 
that patients move to the safer and more therapeutically aligned 'Action' phase. Fourthly, 
they have one of the following - an Eating Disorder; a 'High' rating for risk of absconding; 
or a 'High' rating for risk of aggression. 

While acuity could be reduced through the reduction of occupancy, this is presently 
unacceptable as a solution due to the high demand for bcds and the current crisis facing 
the Child and Youth Mental Health Acute Units where District decisions to reduce beds 
has been implemented. 

Waiting list times have significantly iilcreased during the past 5 years . 

During the past two years there has been much higher usage of Continuous Observation. 
This has been due to the increase in the number of patients with the 4 COID..mon High 
Acuity factors being treated at the one time. During a t ime when the Centre has also been 
required to deal with higher numbers of Eating Disorder patients, the Centre has reached 
crisis points 'with the need for extra staff tG meet this demand. In recent years it has 
become routine to have at least one patient on Continuous ObservatiGn in the ward. 
Frequently there are two . This is difficult to resource consistently. Also, it greatly detracts 
from the regular staffs capacity to do their nOfll1al duties. The Therapeutic :Milieu fails to 
function liS i t shoukL 



WMS.1005.0001.00110

30 

The Centre is at crisis point when three or fOUT patients are on Continuous Observation at 
the one time. This has been occurring more frequently during the past 2 years than ever 
before. Though this situation may only last for 24 hours it has led to occasions vvhen staff 
could not be found to meet this extra demand. 

There is no process in place to transfer patients to the Acute Adolescent In-patient Units 
to reduce acuity levels. This has been effective for the appropriate treatment of thc 
adolescent on the rare occasion that it has been used in the past. 

The Redevelopment of the Park site did not consider the needs of the Barrett Adolescent 
Centre. There has been a significant reduction in the capacity of the 'Therapeutic Milieu' 
to decrease the risk of higher acuity. BAC has not been able to adjust to the loss of the 
nearby Barrett Auditorium as a result of The Park's redevelopment. The Auditorium had 
been used almost nightly [or recreation and leisure activities as an essential part of the 
Centre's evening program. Additionally, the loss of the Outdoor Adventure Therapy 
position has reduced the Centre's capacity to more effectively engage patients who have 
not yet moved into the' Action' phase of dealing with their problems. 

The Centre has reduced its capacity to more effectively assess patients' potential risk for 
higher acuity through the loss of its designated "Two Week Assessment" beds. This 
occurred when the Centre's bed state of 17 was reduced to the present 15 in-patients. 

Patients who require medical admissions under Continuous Escort at other hospitals, eg 
Ipswich Hospital, place enormous pressure on the need for cxtra staffing. This problem 
was made worse by the reduction in out-of-hours medical cover al1d the loss of the 
Medical Centre when The Park was redeveloped. 

The need to physically restrain while nasa-gastric feeding patients with an Eating 
Disorder regularly required two extra staff to be rostered on. This was unsustainable over 
the period of time it was required. BAC has been required to increase the number of 
Eating Disorder patients admitted at any given time due to their increased rate of referrals 
and number on the waiting list. While it is aclmowledged that the management of patients 
with an Eating Disorder may be time-demanding, not all have high acuity needs. It is 
noteworthy that those that have required Continuous Observation and physical restraint 
for re-feeding purposes also presented with the 4 common factors of High Acuity. 

The Centre lacks of a High Depen.dency Unit to more safely and effectively manage 
patients. An effective HDU could decrease the amount of time Cl patient is required to be 
on Continuous Observation. 

Extra expenditure on staff for Continuous Observation erodes the Centre's budget, 
thereby restricting the Centre's capacity to fund other program initiatives which vllouId 
enhance patient care and the enviroIDl1ent. 
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Q The need to consider the significant burden critical incidents posed to staff when dealing 
with difflcult behaviours was previously addressed in the 2003 external review by 
McDermott et a1. Recommendations from this review were effective in increasing the 
staff's ability to identifying risks, eg aggression, absconding and deliberate self-harm. 
The recommendations did not specifically address the need to limit levels of Higher 
Acuity. 

The BAC admission process needs to formally operationalise an acuity risk reduction 
strategy to identify, prior to admission, those patients who may potentially require regular 
periods on Continuous Observation. The Centre would need to limit admissions to a 
maximum of two, at any given time, those patients whose presentation features 'the 4 
common factors of Higher Acuity'. A dedicated Two Week Assessment bed may also be 
utilised to better assess the higher acuity needs of those patients suspected of requiring 
greater levels of Continuous Observation. This process could be coordinated by the 
Clinical Liaison Nurse who is responsible for managing all referral and admission 
processes at the Centre. 

Higher levels of acuity may exist due to an acute deterioration in a patient's psychological 
or physical wellbeing, ego A recent overdose, increased suicidal ideation and intent or an 
Eating Disorder patient having reached a state of physical compromise that requires a 
medical ward admission. While it has routinely been necessary to maintain two patients 
on Continuous Observation for reasonably lengthy periods of time, this has occasionally 
led to crises when a third or fourth patient also requires this same level of observation. 
Finding extra staff at these times has been near impossible and has led to high usage of 
overtime leading to fatigue management issues. The proposal to increase the nursing 
establishment by three staff will only partially address this problem. 

These times of high staff demand could be managed by transferring the patient to the care 
of an Acute Adolescent In-patient Unit. This has been effective in the past when patients 
with an Eating Disorder have been physically compromised and required care at a 
medical ward. The Acute Unit has initially performed as an outreach service, then 
provided short term admission for an acute period of stabilisation. Patients requiring 
Continuous Observation due to the acute deterioration in their mental state could also be 
transferred to an Acute Unit if not sufficiently engaged in therapy at the Centre. 
Previously, this has also been used to good effect. 

The main problem in arranging these transfers has been the amount of time the process 
has taken. A transfer process needs to be formalised with the Child and Youth Acute 
Mental Health Units to allow these transfers to occur during these crisis periods in a 
timely manner. 

o Outdoor Adventure TherEpy is a valuable program for the reduction of acuity. It benefits 
the patient by helping them re-estab[sh an internal lOCHS of contml and meeting 
psychological needs using effective coping behaviours. (Thus moving them from Pre­
contemplation or Contemplation phases to an Action phase.) This therapeutic approach 
needs to be n::-established as en:. integral p.art oHhe Centre's progIam. 
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Presently it is only utilised as a five day group program three or four times per year. This 
is insufficient given the therapeutic value of the program. Interested staff-members need 
to be identified and trained to provide this form of therapy on a more regular basis. 
Consideration by the BAC executive management team needs to be given to a dedicated 
Outdoor Adventure Therapist Clinical Nurse position within the staffing establishment. 

a As reported in the 2003 external review of critical incidents, the use of the Barrett 
Auditorium for diversional activities in the evenings was imperative to reducing the risk 
of adverse events. It recommended that "BAC staff should consider programming in the 
after school and early evening period as a risk management strategy." Most incidents 
occur in the evenings when patients arc not occupying their time effectively. The 
environment does not allow adequate space and separation for such a large number of 
adolescents and this contributes to increased levels of disturbed behaviour. The evenings 
are a time when victims of abuse find it hardest to cope because their psychological 
disturbance is worse at night. 

To date this lack of a suitable space for evening activities has not been sufficiently 
addressed. Alternative options to address this deficit include: 

1) Accessing the Recreation Hall and the High Security Gymnasium in the 
evenings for diversional activities. 

2) Building a flood-lit multi-court using space within the grounds of the Centre. 
3) Accessing external community organisations/facilities, eg local gym, YMCA, 

PCyc. 
4) Engaging a part t ime Recreation Officer during evening shifts. 

Tbis problem could be addressed by the Leisure Therapist. 

o Greater through-put of admissions could be achieved by setting discharge dates or targets 
for all paticnts as part of the care planning process. Discharge planning could be 
discussed at the initial care planning meeting (Intensive Case Work-up) and reviewed 
there-after as an integral part of this process. 

DiClemente, C. C, & Prochaska, J. O. (1982). Self-change and therapy change of smoking 
behaviour: A comparison of processes of change of cessation and maintenance. Addictive 
Behaviours, 133-142 

Haertsch, M., &. Weeks, C. (2003) Safe staffing ;:llld patient safety literature review. The 
Australian Resource Centre for HospitaJ Innovations. 

McDecnott, Gullick, Powell &. Kyte (2003) Consultation on aggression and violence at the 
BEm::tt Adolescent Centre. The Park and ]\/Iater Health Services. 

Frkovic, I. {20C3) Queensland Health child and youth mental health beds report IVlental 
He8.hh Unit C011ooT8te Office 
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HOlVlR§ OF CONTRNUOUJ§ OB§ERVATION 

1997 1998 1999 2000 200l 2002 2G03 2004 2005 2006 

Jan 158 18 533 NIL 118 752 600 170 352 172 

Feb 127 65 NIL 168 109 694 692 NIL 795 425 

Mar 21 588 255 328 354 827 533 NIL 326 368 

Apr 3 210 556 387 254 330 514 ]6 264 823 

May 11 389 817 836 669 28 304 278 1062 376 

JUlrn 14 144 845 962 636 900 314 280 1135 512 

JuH NIL 298 1064 412'~ 375 652 574 237 1086 508 

Aug NIL 32 54 443'~ 460 492 NIL 884 878 299 

Sep 54 421 NIL 66 249 112 NIL 458 714 76 

Od NIL 786 58 37 499 251 184 36 133 888 

Now 248 371 NIL 803 748 320 117 130 745 1221 

Dee 102 437 NIL 208 732 41 34 202 424 765 
Yellllriy 738 3759 41§2 4(65@ 
Tot~H 

S2{])3 5399 33(6(6 2ali91 7'914 64133 

M lllill1ltlbtRy 
A'l/leil"a~~ 

2§ 313 341§ 3lJ7 4341 .:!IS@ 322 2241 654 5316 

G Due to Union work bans effecting recording in ward reports these 2 months July and August, 2000, 
represent best estimate 

G Due to higher acuity associated with the management of Eating Disorders an extra 1000-1200 hrs was 
used in 2005 (above recorded total) 



WMS.1005.0001.00114

AlPl!H~!lllif:ilix 2 

NIl.ilil"§llililg ~.I(j)§ttleil" 

TABLlE 1: ICURRJENT ]E;UDGET'flED BASlE NUMlBlERS 

MON I'VE \lYJED TJFru Fm SAT 

AM 5 5 5 5 5 3 

PM 5 5 5 5 4 4 

NiigJln.t§ 2 2 2 2 2 2 

TOTAL 12 12 12 12 11 9 

Total shifts worked per week = 78 

TABLE 2: RO§TIElRJED NlUMJBllElR§ AS ]PIER lP'ROlP'O§IED OlP'THON 

MI(DN 'I'VE 'WED THlU !FRlI SAT 

AM 6 6 6 6 6 4 

]PM 6 6 6 6 4 4 

NJigM§ 2 2 2 2 2 2 

TOTAL 14 14 14 14 12 10 

Total shifts "!forked per week = 89 
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SUN 

3 

5 

2 

10 

SUN 

4 

5 

2 

11 


