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case Revl~w\?/:\ .. --- ~ ·-th.tfcase revi_ew. m~~t1n,HorQ1ally · · · ·• _the Community ~i~l$on Clihi_QaL 

- . '- : Teviews ihe CarePla'f1s which wm Ntirse rs responsible-to e.nsure . 
· ··.-:.·· · · >-. i=: -< ·---· · be· updated· at inte..Vatsbf nofmore. _ _\ adolescents :ar~ .. f egularly\,;: \.:.:: 
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all ~e~bers of the' cii.inic.al tea~ - ,~~ -tl -. t~:~.-~11~~1t~~;t~s~~-~trlst *ill -~ 
. who provid~ fritetventlons, f()r.~be <=~\)::-/ Ctiairthe case' le\lf~w:'m~erlng -·: 

···· adolescent wllrhave.'lnput lnfo.-the T··~- ~1>documented ·details· to include '-'.-

case reviev/ · ,:, i ~?•/{ · , .. ;:•;;,i~•.;"~~~!~~~~~1~i ,; 
· . . ~ · .:·::.<~:::.:·-/ ~-· : tesi:>Onsi1bre for acff Ons . · 

ad hoe oa.~~/~view me~ti.ngs m~y · ·' -• these w'n be !nltl~ted a.fter 
·be held at other times If clinically · discussion at the ease. 
indicated . . · ·· · • conferen.ce·orat ·_the requesfoL 

·~. · ·.; : ... . ' .. . ' ' ' ~ \ . 
= ... 

progr~s~ and.outcomes wiil be 
monitored at the case review 

the adolescent 
'-, 

: • .where possible this will ihclude ., 
· _., .... , .. ,; <consumers and carers _ 

_-. -- appropriate stru~tt.ired --- -"·· 
- ' assessments will be titllisecf 

rneeting. . . .:- :-
:~·- .;-:·: 

,:::.-·"< . . ·: ·. ; .. -.-: . ~ 

··' 
-~ -·: . .... \ ~-.. 

•. ·. •\~ .: 
"' 

• · the process Will:-inciude · . -\ 
· ·objective measures · · , · \ 

' .. -<-'• anriual audits will ensure that ~' 
reviews are: being conducted: --- -

•I • . • • ''; : ~ '.. • •: 

Case C~nferenc~ ;.<'.- -• a weekly case ~onference will be ' · +·-. _a cc:msUltant.• psychla~~i~i: >--
·-< ··. ':> .. ·. '-, · ; · held to integrate Information from L··: ·should .be in attendance'at _ 

.··'· 

- · •: _ , :, :<;._'' '/ and aboutthe·,ado,esc~nt, I \ every case confereftd~ : • ) · ', '( 

· : . ' -·.:' "' -< · :: < · interventions that. have (lccurred, -·:· - -.--_:_-_· __ ~ .. : .. •.-·--_'._· .. : .. ; _ _. '.. ·:_i-. ;_ ;._.::.;:_::_\: '.·:_.'':i:.:':·_.~_._:·· .. _-_-_: ... _:~---·.·:.•_.-_._:_:·;. __ :· ____ ._:·.···:·--~-~--~-.---_._· __ ·.-_-_•·.·:-_:_:···_._: •• __ \_-_:·~:'_-_:_:•q_•.-_:·:_:.· •. ·--~. ·:.-'-· .···: ·:- . :'· :.-. : and 'totevt~wprogressw1tti1n· the ._ . _ 
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: .• :risk: assessments wl'll ba·.updatedas • the frequency of1revlew:of risk ··• 
·~~\•': - -:. .;:> :necessary in t~e case conference ·· '• assess_me~ts _will vary_ " : 
-,, ,_; - ' -\ .. . accgrding to-the--levels of--·'· --

: ·• ,.. ·\. -·- _ · ---~ · ·,; ·. --' . · _E!cLiify for..the,yarlous -_lisk ·• • ;, 
... • -' =· beh_aviours being. reviewed 

· · • risk-Will be reviewed week,ly or ,, 
_,more-frequentfy:if required 

Record Keeping -• -- -all contacts; clinlcal_processes arfd • progress notes wlll be 
..•. 

.:- -- - - care planning Will be documented in ;-- consecutive within the cliriical 
the adole~~ht's clinical record >\-:. record according to date · 

.:, 

• clinical records will be.keptlegible . ' • per,sonCll and demographic '" .: 
and up tq date, with clearly. ,. · • details of the adole'scent,· their ' 
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I ,KeY·Component 

........ - . ·:· :, 

'-" " .. 

doci.!ineiited ·aates, a"l1thofis:(name . parefrticare_r(~) .arid Q°ther . ; 
and title) and clinical .progress notes .. , · . health '$enli9e .provider~ wilLb~ ;: 

' . 

there:wifl be a single written clinical 
record for each adolescent · 

·:. , ....... - . ; 

. Record Keeping • a[[ 'Case reviews will ·pe dOGUn'lented 
·. In -the adolescent'·s ciinical .record 

Dis.charg~ 
Planning 

• discharge1plannlng ·should,begln at 
time-ofadmlsslqn wlth.-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\outlinlng ·current 
treatments and interventions-need 
to be sent to any ongoing .~ey 
health service providers within one 
week of discharge 

. • a -further comprehel)sive -Discharge 
Summary outlining the nature of 
interventions and progress during 
admission will be s~nl at full . 

:·::, '._' <'.i/Z . .· .-:> _ transfer from ·-the_f'.ETRC · .. . · 

·~ ' . •, 

.. . 
: ' I 

·' .:1 

:(:\;.- . • if events rie.c;:es~itate an unplanned 
• · ' ·.: ' ,. 'clischarge, the AETRCwill ensure · 

· · ·'· · .·· .· the -adolescent's risk assessments 
· .. :·,\::: .. }: .· ) ... ,. ' were revlewed._and they ·ar~ 

discharged ·or transferred in accord 
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up to date .;: .. ·· .. ·.·.. ,; 

• the written r~cord V;im align 
with any elecfronlc -re~org 

• 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, engagE!ment 
with .another:menta1·fa~alth · 
service 

• the ,AE:J:RC ·School will be 
primarily-responsible·for and 
support-school<relntegration 

• the-Registrar and Care 
Coordinator will prepare this 
letter 

• it should ,Identify 'relapse 
patterns and risk ass~ssmenV ' · · 
management, Information 

• follow-up .tei~phore with any 
ongoing· key :health .service ' 
providers will occur as well as 
the discharge letter 

• thiswill·be,,preparecfby the 
clinicians·involved In direct 
J nterventlons 
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. ; ·~ . ·: 

, .: · :. · , . With their risk assessments . 
. > ! .. 

·.- _··.-·: .. -
'·:::. ,-: ··:,.:.· 

. ·rransfef ... · .. :.:·· · · 
-·' . . . ,~ 

" ''... • . 

. _;· ~ ' :• .. ,· . 
- "'. ·. ;_ ... ·:. _-_ ...... . : 

.'.·.~-' .:·. ; .'. 

.. · . ... 

.':. 
. . : • =·.;- _; - ~ ,'· ;- • . ;· • ' , ~-- .':<-. .-:::·:·_~-~-·.::~ _;:, . 

. . ' . 

depertdiflg on'individuaJ heeds"~nd · .·.··· ./'\··.::<·<;:>:.· 
acuity somf:l~doleiieents tnay<.·:\ .:_·':> .... :":.';· '.'> ;'-<,,, . ; 
require trariSfer to. another c_hild or '· .;>'/. _._, :'._ < :.:; ·: ""-

.. ' £;~;~:-:tlJ~:1=~~: ( f·!';,',}: {'~;i'.'i'f ,\ ') ( 
who reaqh'their• 161h birthday and ' < :,. ' ·~ •' ,·, "'.'. .. 
the AETRC·is no iongerable to · · · · :;.. · :<·>>' <:r" 
nieettheir:needs· .. ' '.·:·,·" " " r<".;., . ', 

-· .... 
. . . ,_ ~-: : : ' ' " - i .; 

··- i ·;·.:·.-: .. 

=~ 

~ .. 
." ' • ' .~ ' • ' · : ''"· : • "• I • : .· -..- l ': '1 .:· ·. _., • 

. qO,ntlntflty o(Car~ : • •. · referrers and. signifrcantstal(e :• teferret~ ·and ~ignlVca~t stake ( 
holders in the adolescenh{life Will : · holders are· invited to. · · · 

.··-: ,,,_·, -. 

' ..... · ... :·;,;_ .. ...... 
:· ... ....... ' 

· .. ' ," ;.,:; ·. 

°Team Approach · 
.-; 

·:.-.-

• f. i. ; ··._ 
·.· .. . •· :.J· 't .-. 

·be.Included.in the·develOpment of. '. participatein.the:Case Review · 
Care Planning 'throughout the .. :... meetings. ' . ' '. ~.... .. . ' 
admission - , ' , • the Care Coordinator willliaise · 

more.'frequ~ntly. with others as '; 
hecessafy .·· · · · ·. 

. ·~ 
' ' 

~- ·specifically defined. jqinttherapeutic • joint, interv'entions can only 
. interveiiti'ons ~etweeh the AETRG . occur .if clearco[l'lr,riunicaUory ' 
af)d,the Beferrer can be negotiated . · between the AETRC and . .. ;::· . 
either when:the adolescentis .. external cllnician can be : ' .· .\ 
.att0nding :th._e:-_·centre or.on:-- periq~$ .·. esta~ffshed. ·.:. · ,'. ... :·.·.·._ ..... ~:,.:·~::-.-.-- ·. . ;( 
Of._exte·na· ecf .. le· ave ·· .. ·: . '- ,._.,.,, .. .__ .·.· .·=.:·-.-:.· .• _:···: · .• -"-."=· ·• ·" 

~:~!. ·-:· -.(~ -.,-;_·:·-. '. --. - ~ .. ~, 
• 'responsibilify for em~rgency contact ,t!· •'this ~;i{b~~·n~~6;ia~e·~·:~etW~~n ; .. 

will be clearlydetin~d: whenan" ·<.'~·;. ;- . > the A~TRC:andthe .. loaa't: ,_- .·.· . . 
·adore.scent is on eXtended leave :>.:: ·. cvMHs: ... .'' . , . :·;: " :' ... · " · .. _ . 

... : ·' • ... '" · .·. . . ·· ... : · , >" ..-: .':<. -- :·: .. <; ".L·:.;=::_.::;..;:.; .. ~, :,'/J,:; /.:ti·~~\'.'.~· ;>;k' <5t};< 
. _ case.loads should be managed to. ···""· .. :.• .. _,,, ··< -·:.·:•· =.;. :,-. . . , · .. "- ·.·- -: .... ·-.. ,· 

·ensure e1ffecfive. use of resources : :,:::.:,\'~, ·: <= :: ... ·\:.:t:3?.,''·' ::!';'..(': :•;·"!':::"'\'::<;:: 
an<:f to sypport ·st~ff .. ' ; '., .. .:".".<' ' ' . '; ;·: :.: ' 

• st~ff empiOyed by !he Departme!1t · · . : : · · ' 
of'Edu«~atioh and .Training will be . 
regarded as part, of the.team 

.· ... . 
. .. )·::~ , \\ 

· .. ··.... ~ - -, 

4. Service and operational procedures 

The AETRC wlll function best when: 
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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 

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

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

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

The Adolescent Integrated Treatment and Rehabilitation Centre is currently located at 
Wacol (the Barrett Adolescent Gentre). 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 
accreditatiqn standards and National Standards for Mental Health Services 

• appropriate clinical governance structures 
• skilled and appropriately qualified staff 
• professional supervislon 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: 
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• Child and Youth Health Practice Manual for Child Health Nurses and Indigenous 
Child Health Workers: 
http://health.gld.gov.au/health professionals/childrens health/child youth health 

• 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.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://health.gov.au/internet/main/publishing.nsf/Content/health-privatehealth
providers-circulars02-03-799 528. htm/$FILE/799 528a.pdf. 

Legislative Framework: 

The Adolescent Extended Treatment Centre is 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 
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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 

{ FILENAME \p} 
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ADOLESCJ:NT EXTENDEO'TREATME"NT ANO REHABILiTATION CENT~ MODEL Of SERVICE 

Adolescent extended treatment ·and rehabilitation centre 

m.odel ·of service 

1.. What do$~ tli~ $ervice Intend to ~chleve? 
Mental disorders are the most prevalent. Illnesses Jn adolescence. They have the potential to carry 
the greatest burden of Illness Into ~dult. llff;t. 

!he Child and Youth Mental Health Service (CYMHS) Adolescent Extended Treatment and 
Rehabllitatlon Centre (AETRO) Is a s·tatewlde service providing ~peclallst multldlsolpllnal)i 
asses$men.t and Integrated treatment and rehaoilit~tion to ad<;>lescen~ P,e~een 13 ~nd 17 years of 
age witt'I severe, persistent mental illness/as: The majority of adQ!~scents present with severe 
p~y~hoso~lal impalrmerit as a ret)ult of. their ~eotai illnessles . .. Th~lr presl,"ntatlons are c:>ft.e.n 
cotnpl!cl(lted by developmental co-morbidities. Many also e·xp~rferi.~ ~~roni.c faml~y ~ysfµn~tfon, 
which serves to exacerbate the severity and perslstenee of the.,~isorder,~nd assooiated disabllltles. 

The A~TRC Is p~rt of the StajeWlde CYMH$ continuum .9f~9~re that Jn91udes;.99mmunlty based 
treatment teams, Adolescent Day· Pr~grams ahd ·Acute ~hfld arid Adoleseent ·1 hP~~lent units. This 
contln9um of care ensu~ tnat adole..~cents are treat~~ In ttie 1~,s~ res~ffctive envtr~.nr:n~nt 
possible, which recognises the need for safety, with the: minimum, possible disruption;fo their 
family, eduQatronal, social and communify networks. · ·-:. · · 

The AETRC operates on the premise that adolescents cari a'hd.;dp recover from mental Illness. A 
range of tre~tment and rec9very focusei<f"~.~~!billtat,lc.>11, , psycl:t~2~al ; edu~ational Eind yocatlonal 
programs tailored to the adolescent's .assessed 'bllnlcal and rehabilitation .needs Is ta·cmtated In 
cpllaboration with a Iaf19C3 of :servlc~ provldS,~s-... Thl~'" ~l'l.,~P,les the adbl~~cents to b~ild on their 
strengths, progres.s In their development iind eromot~ .~cove.!'Y focused outcomes upon dlsch@rge, 
Education programs provided by the dedlcated;·~cho_ol (an 'tntegn.tl ·part of the AETRC) provide 
essential component$ of rehabilit~tlc:m program!f end restor~tiorfof developmental tasks . 

. . •, \. 

AJ:TRC a.re ~aze~eQ. _!!i~uthe>rl'-ed;,~ent~I health 
0

se..rvlces_ln ~ccordance with Section 495 of the 
Mental Health Act 2000 [http:l/~;~ealth.qld.~ov;a911J1ha2000J. 

~ .· .. ~ .;. --: . . ... . _; . 
The key f~notions of ~n AETRQ·.fir~:· - · :: . · ... . : · · 
• Ensure. a"ievet-=of ~dn]lsslcin ·$:~nsistent with. least restrictive care end capacity to access the 

service. Level of ~dijjlk.§lon wiJl :r~nge frc>m c;l~y admi~isi<>n to partial hospi~lls_ati.<?'1 to provl(tln9 
2f"'.~c:)ur inpatient careito.r. •. ~dolesceftts iwlth hlg·h acuity In a ·safe1 stnic:tured, highly supervised 
and supportive environment • . 

• ' ' ' . . . ' ' - • • : ~ .j1 

• Providln~[rnyltidisclplinai)rft~d collaborative consultation, diagnostic assessment, treatment 
and evldenQ~ Inform~ cll~l§al lnterv~ntlqns and· rehabilitation lnchi1~ing recovery and discharge 
planning for' a'dolescents to;facllltate reintegration back to community based treatment. 

• ProvJ~lrig flexlble.;·:and ~arSi'et~d programs tfo~t can be delivered in a range of contexts in9l1.1_dl11g, 
school, commuriity~,9r.oup and famlly . 

• Provide lndlvldu~ll~'fallored, targeted, phasQd, ~vl~ence informed t~eatment lnterventiQns to. 
allevlate or treat distressing symptoms and that will ultimately assist recovery and reintegration 
b$Ck Into the community 

• Provide a range of Interventions to assist progression in developmental tasks which .may be 
arrested secondary to ·ltle mental Illness. · 

• To provide family centred support and.clinical Interventions for families and carers to optimise 
adoleScfint functioning within (heir .hOIY!~ ,e,nvlronment. 

• Provide intensive ·Support to enable successful transition back to the eommllnlty through 
a.rrenQlr,Jg, CO()rdJnatln9 end ~upportlng ~®e·ss \o ~ range Of services for adoJesc~nts., t.O enSUf9 
seamless serviee provision. This will Include the provision of step down accommodation for 
adolescen~s who cannot return 'home, who ar,e In kans!tlo11 to the <;:omm1,mlty and who remain 
In need of substantial clihlcai care while preparing for Independent llVlng In the c»mmunity. 

Draft Mod.el of Service 
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AETRC funoUons go towards: 
• providing high qL1ality care in "the least restr1cttve environment to adolescents and their 

familie.s/carers with a fo~us on building resrllenc~. fost~rlng lndivld~al and.famllyweitbeing, 
and assisting in the reeovery of an· appropriate developmental trajeetory 

• ass·Jstlng adolescents and their famme·s/carers fo maf ntafn hope and pro9res.s in th~fr 
recovery, and to llve 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 
llln~~~; with consideration to providing a safe eind therapeutic environment for adolescents, 
staff and visitors · 

• assist with establishment of care systems tor transltioli to .the cotnrouni1y 
. - ~ .· ,_' 

The AETRC will be i;ibie, tc;>: .. 
• Appropriately involve adolescentst their families ahd/or 9~fer5 in all phases of care arid 

support them In their navigation of the. rnent.al health system, · . . 
• Convey hope, optimism and a belief iti recovery eit~~tfrc>fiJ mental llf~e~s or to living 

pptlrna.lly with a mental Illness for adolesc~rits, faFJli_lles a.nd /or carerl.i. · ~ · ·· 
• Provlae evidenca informed a~se~smentand treabttent services. ; 
• Provide treatment and rehabilitation Within an;(l?e_rbpriat~~lmeframe'. (In sj)epifip cases 

when the admission exceeds 6 months the adbfescent muslbe reviewed ·wltMhe referring 
te!im to ascert~1n .the p0.tential cffnlcal gafns of oontjbu.ed;lripaflentadmlsslo6' or co.mmuolty 
treatment.) " : . · 

• Provf dt:i appropriate revels of .o.Qsefyatlon, supervisJon lil'1d incUvlc;luat support. 
• PrQvld~ information, advice ~11d supRo~ :t9,tarnille~ .an<i/or;~~~fS; .' 
• Establish a detailed understanding ofiloc·aHrisources for the ~upport of adolescents with 

m~ntafh~alth prqblerns. , :~ · <i- '· . '· 
• Promote and advocate for Improved acciess tg gerie~I :~ealth and ·Care services for 

adoJescent~, . .. . · · .. 
• Man~ge psychiatfic emerg~ricy situatlohs safely and effectively~ 
• Ensure a thn~Jy·~l$chatge and a rehm'I to cC>.r:nmuriity.;bassd services, 
• Support adolesc~nts; ~nd ttieir f~niilles/caretl;~pross the broad continuum of car~. Including 

facilitating smooth fransitiori to ~ther appropriate sen.iices and post discharge support and 
follow, up; . · ·' · ··- · · ·· . 

Followfng1lnvolvement wlt'11rt the AET~C, itis expected that adolescents will have: 
• r~rnJsslon of or opt!ttjal jmprovemerrt in the ~ymptoms of their mentalillness through 

lnt~nslve treatment: '· . ·. 
• stabilisation of behaVioural and emotion regulation patterns impaotrng on theirfunctioh; 
• improv~dJMnctioning i.ri"¥ey E!re~s of development ~h~f had p13enJrnpact~ by their mental 

Illness Including educational ·or vocational programs, Involvement In soctal networks, leisure 
and recrea~iori.a!,~~r~·u1t~; 

• improved ·functi<?~nlng in 'areas which have been impacted by developmental co.,morbidities; 
• a recov~ry plan which ranges in concepts from recovery from mental illness to recovery 

which necessitates adjustment to mental Illness; 
• a management pian to identify potential p.recipltants to end warning signs of a relapse of 

mental illness; · 
• supF>orted, intensive i"EHntegration Info the community through Implementation of a 

comprehensive discharge plan negotiated with the adolescent and their family or carers. 

2. Who is the se1Vice for? 

The AETRC Is available to Queensland adolescents who are aged 13 - 17 years with severe and 
complex mental illness: · 

Draft Mode! of Service 
10/10/Z.015 
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• have had a range of less restrlctlve Interventions with speelallst services In adolescent 
ment~I h~~l~h, but s~lll have.persisting S.Ymptoms of their ment~J lllne~s end consequ~nt 
functional and devel~pmental impairments; and 

• wl'l.o wlll l;>en~flt from ~ rang~ of(illnioal in.terventlons a.nd 
• require .extended and intensive clinical intervention ranging from day admission to an 

inpatfent admission. · 

Sever:e and complex mental Illness In adolescents occurs In a number of disorders. Many 
adolescents present with ~ complex a·rray of co-morpidtttes. AET~C .typically .treaf$ ·adolescent 
that can be characterised as outlined below: · 

• Adolescents With per51stent depression. Thls Is often In the context.of:childhood abuse. These 
!.n~lvlduals frequently have ~ncomlt~nt .symptoms of .tra4ma eg. P.TSD; ' d!~soclation, recurrent 
self harm and ·dissociative hallucinoses. 

• Adolescents d1$gnosed with a range pf'dl!~orders associated 'with ;~rolonged lnablllty to attend 
school in spite of active community intervehtlons. These· dlsorCters . ln'Clude · $oclal Anxiety 
Oisordi;1r~ Avoidant Persqnality Disorder anq Separation. A~x!ety Oisord~~. Jt does nQt- i11ch,1de 
lndlvlduals with truancy .secondJiJ'Y to Conduct Disorder.: ·, , · ... 

• Adolescen_ts dl~gnpsad wi~h co.mplex POE!t tra'°'m,atlc . stre~s c:li~order. The~~ : lnd!vl(Jual~ can 
present With severe challe.n.Qing behaviour lncl!;Jd.lng,perslstenJ deJiberate self h~ffii,,ahd suicidal 
behaviour resistant to treatment within other levels of·tl1e serylp.~. system. / 

• Adolescent~ With persistent psychosis who have {1c:>t. . responded to iht~grated cllnlcal 
management (including eommunity .. based care) at a level/V5 service._ 

• Adolescents With a persi$tent eating 'd'lsor.cler such "that they, are unable to maintain weight for 
cmy perii;>d 'In the community. The~~;~WP!Qal!y h~ve ~'inj9,f~id ,,,Socl~J An~lety [)i~order! 
Treatment wlll have In.eluded the lnpMt. ·of : p~gtltl.oners Wltti ·speclallst eating disorders 
experience ,prior to acc~ptance at AETRO. Prevlotl~ , hospital ~dmlsslons for ·treafment of the 
~~tlhg ~isprder m~y h~ve o~urre.d. Any aqml~s1g~no:A~:rR9·of an af!Cil.~s~ent 1.Vlth a.n eatlng 
disorder will be linked intc;Hh.e Queensland 9hrldren1-s H9spital (QCH) for specialist medical 
treatment. Adole~~nts reg':'lr!ng nytrl,~IQflPI ~es14scl.tation. . Will be refe~red lo OCH. .For 
a~olescents over 15 years of'~g~ sp~clallst m~dloi:!l treatment may be met qy an ·appropnate 
adult health facillty. : . ! ~ . ." · · 

Suitability·for admis~ion wlll"~ti~~un~ertakeri by, an intake panel that will con$lst of: 
• the AETRE·dire~tar/delegat~~·s~n·ior eliriICarstaff 
• referring specialist i!nd/or T earn· Leader 
• representative from th~.~ETRC. Scfi~I ' 

' .• . 

In making S',~eclsion the pane.l!Wlll consider the: 
• ~de9uaoy ~~~ . ~va il~t)llf~y iP~'90'!1Ji1Uf'.l!lY tre.a.tmant ba~ed .on ~ thorough tre~t.ment ryl_$to.ry from 

service provid~~ and ca~rs with ~ vlew 10 assessing the likellhood of therltpeutlc gains by 
attending AETRC . . 

• llkellhood of the ad9iescenj to experience a positive therapeutic outcome 
• potential for treatm$jnt at AETRClo assist with developmental progr~ssJon 
• potential adverse impacts on the adolescent of being adm_ltted to the unit (e.g. Isolation from 

exl$tlng ~upports EJnd/or cultural conriection) 
• potential adverse lmpaqts posed by the adolescent 'to other Inpatients and staff. (e.g. the risks 

pos~d by substantiat~d forensic history of offences of a vlol~nt nature or evid~nce of 
inappropriate sexuaUs&d .behavio-ur) · 

• pcdentlal adverse Interactions. with other adolescents at a partlcula'r time 
• posslblt;t safety Issues 

A comprehensive recovery and preliminary dis.charge management plan that includes community 
reintegration wlll be In place prior to admission for all ad~lescents. 

Draft Model of Service 
10{10/2015 
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Adolescents who reach their 18111 birthday dµring admiss!on will be assessed on a case by case 
basis by the panel. The panel wlll consider wh~ttler: 

• continued admission Is likely to produce the greatest cllnlcal outcome In terms of symptom 
reduction and developmehtal progression 

• admissioh will pose any risk to the safety· of other adolescents In the AETRC 

In specific cases when the admission exceeds six months the case must be presented to th~ 
AETRC panel for review fOIJowing the lnitral six month admission. 

The AETRC is gazettEld as .an authorised mental health service. in accordance wUh Section 495 of 
the Mental Health Act. 

. I. 

3. What does the service do? 

Table 1: Key compon~nts and elements of an adolescent extended treatment and rehabilitation 
centre . 

3.1.0 . 
Worki.ng with other 
service provf ders 

Draft Model of Service 
10/10/2015 
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. Key elements 
3.1.1 
The AETRC will develop and 
mafntaln strong partnerships with 
o1her .cQmpc:>nents of the CYMHS 
n·etwork. 
3.1.2 
Shared-care with the referrer and 
t_he oo.mmunlty CYMHS will b~ 
maintained. 

3.1.3 
The AETRC panel wlll develop and 
maintain partnershfps with other 
relevant health services that interact 
with adolescents wi1h severe and 
complex mental illness. 

(:9,mments rn 

• At an organisational ievel, this 
Includes participation in the 
Statew!de Chilq and Youth Mental 
Heal.th Sub Network. 

• In the ,provision of service this 
Includes processes "for regular 
comm.unicafion With referrers in all 
phases of care of the adolescent in 
AE;TRC. 

• This Includes formal agreements 
witti h~alth servlc~ d!sfrlot (H.SD} 
.facilities (paediatric and adult 
health servlc~s) -~ndlor OCH to 
provide medical services for 
treatlnq medical conditions which 
may arise e.g. meQic~I 
managemeni of overdoses; 
surgical management of severe 
laceratlons or burns from self 
lnjU,.Y. 

• Dietetic. services to liaise with and 
advise on the management of 
eating dls~rders, adequa~e 
nutrition, obesity, lnte·raotloris with 
psychotropic medications etq_. 

• This may Include developing 
conJo.lnt programs for youth 
with developmental difficulties 
or somatl!l~tlon disorders 

• This lnciudes but Is not limited to 
the Pep~rtnient of 
Communities (Chlld Safety), 
the Department of 
Communities (Dlsabllity 
Services) and the 
Department of Comrnun"ities 
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Key component 

Draft Model of Service 
10/10/2015 
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K~y elements 

3~1.4 
AETRC staff will comply with 
Queensland Health (QH) policy 
regarding mandatory repQrtlng of a 
reasonable suspicion of child abuse 
and neglect. 

3.1.!$ 
When adolescents have specific 
needs (e.g. sensory impairment, 
tran~cultu~I) to ensure effective 
communication, AETRC wlll engage 
the ~sslstance of appropri~te 
services 

(HQusing & Homelessness) 
and Education .Queensland 

• Mfl_ndatory ~hll(1 protec~n 
reporting of a reasonable 
suspicion of chlld abuse and 
neglect. 

Hypertlnk 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!healthlhtml/careofch![d1htrnJ. 
child safety policy 
[http://qheps.health.qld.gov.ali/mh 
al.u/documentslpolfcles/chil<j_prote 
ct.pdf]. 

• mental health child 0rotectlon form 
[http:l/gheps/health.gld.goV.au/patl 
entsafeMmh/documentstchlld pro 
~ 

• Certain populat!qn groups 
require specific con$1deratlon 
and coflabo~tlve support. This 
includes people from cultufi!ftY 
and llngulstically diverse 
(CALO) backgrqunds and 
Aborl9lnal and Torres Strait 
Islander people. 

Hyperllnks to: 
• interpreter. services 

[http:l/www.health.qld.gov .autrnulti 
culturaJnnterpreterslQHJS~home.a 
spJ 

• hearing impaired/deafness 
[http://wWw.health.qld.gov.aulp~ho 
spltaVmentalhealth/docs/damh_co 
n_info.p(Jf] 

• transcultural mental health 
[http;/lwww.health.qld.gov.$u/pahc;> 
spltal/qtmhc/default.asp) 

• Aboriginal and Torrgs Strait 
Islander CUiturai ·eapablllty 
Framework 2010-.2033 
[http://qheps.health.qid.gov.au/atsi 
h b/docs/atslccf. pdf] 

• lndlgenpus mental health 
[http:l/www.health.gld.gov .au/ment 
alhealt)'l/useful_llnks/ln.digenou$.~ 
sp] 

• multiculiural mental health 
[http://www~health.qld.gov.au/ment 
alheallh/useful .llnks/multlcultural. aseJ . - . 
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Key: comf><!nent . 

3.2.0 
Referral, access 
and triage 

Draft Model of Service 
10/10/2015 
Page 7 of 32 

Key element•. 
3.1.6 
Provision of appropriate educational 
services 

3.2.1 
Referrals to.the AETRC are made 
by Queensland serVice$ providing 
speclaiist adolescent mental health 
treatment. 

3.2.2 
An initial decision is made at intake 
whether or not ·to accept f,m 
adolescenHor ~ssessment for 
provision of service. 

3.2.3 
Prior to admission, an assessnient 
Interview Is a.rra.ng.~d. This 
assessment Involves the 
aqole~cent, their parent(s) or carers 
and significant others where 
appropriate. 

3.2.4 
The Initial assessment Interview wlll 
extend the lnforml!'tion available . 

Comments 
·• The AETRC-School ls a 

dedf~ated facility provld~!:l by 
the Department of Education, 
Training and Employment. It Is 
regarded as an Integral part of 
theAETRC. 

• All new ser\iice referrals will be to 
the CUnfccil Liaison CiJnlcal Nurse 
as a single point of entry. 

• Clear information regarding 
referral pathways to AETRC, 
inoh.Jdlng service entry criteri~. will 
be available to .referrers. 

• Referr~I ag~nc1~$ are suppqrted 
to remain actively Involved during 
AETRC admi$.slon ~nd ~ntfnu(:J 
their role as a mpjor service 
provider following discharge 
(u!'lles~ anQfher _appropriate 
reterr~l ls made).. · 

• This Initial decision will ta~e into 
account 

:... The age of th~ adolescent 
referred 
Level of risk 
Cllnlcaf criteria 
Ablllty/wllllngness to 
engage Jn the AETRC 
Program 

• This de.clslon Js made by the 
Consultation Liaison Person and 
th~. intake panel. 

• This assessment interview helps 
to clarify suitability for ac;fmlsslon 
and potential Interactions Within a 
particular mix of adolescents on 
the AETRC. 

• This assessment Interview is an 
opportunity to orlentat~ the. 
adolescent to the AETRC. 

• A general information pack will be 
available on first presentation for 
all aoofE;lScents and 
families/carers. 

Hyperlink·s to; 
• Information sharing 

(http://qheps.health.qld.gov .au/csu 
/lnfoSharing.htnil. 

• The assessment interview allows 
the clinician to gauge how the 
adolescent and their famllles/ 
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Key CC;!mpooent 
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from the referrer to ob1aln a detailed 
assessment of the nature of mental 
Illness, .Its behaVfoural 
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/documehts/amh 
s_conas~,pdt]. 

• risk screening tool 
·[http://qheps.health.qld.gov.au/p 
atientsafety/mh/docurnents/cyms 
_scre·en.pdf]. 

3.2.5 
Potential treatment, rehabllJtatlon 
and recovery goals will be explored 
with th~ adol$~cent and their 
famllles and/ or carers. 

3.2.6 
SuitabllltY for entry to the CAPO will 
b~ undertaken by a multldisolplinary 
team {MDT) intake panel that wUI 
consist of CADP: 
• Consultant psychiatrist 
• Cllnlqal Liaison Cllnlcal Nurse 
• NUM 
• Ali°ied health representatlv.e 
• Princlp~I AETRC school 
3.2.7 
Priorities for admission are 
determined on the basis of levels of 
~cuity, the risk of deterioration; the 
cummt mix of adolescents on the 
unltt the potential Impact for the 
adolescent and others of adl'l'.llsslon 
at that time, length of time on the 
IJ!alt!ng l!st and age at time of 
referral, 
3.2.8 
If there ls ~ wafting period prior to 
admission, the Cllnlcal liaison 
Clinical Nurse will ll~ise with the 

Comments 
carer talks about current 
symptoms and their level of 
understanding of the mental 
illness 

• It provides opportunity to 
understand development over 
several years, and how 
development has been Impacted 
by the mental disorder if this is not 
av2!Jlable In the referring 
Information 

• It provides opportt)nlty to gath~r 
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· 
und~rstantjlng and commltm~nt of 
the adolescent and their 
fa.m.ilie~/~rer to the process of 
attending and being involved with 
theAETRC 

• MDT intake panel meetings wlll 
qccur weekly. · 

• This decision wlll take Into account 
C? Level of risk 
o Clinical criteria 
o Admission Priorities 
o Olagnostl9 Mix 
o Ablllty/wllllngness to 

engage Jn the AETRC. 

• Where posslble, admissions are 
conducted as part of a 
collaborative assessment and 
treatment plan b~tween the 
AETRC and the specialist 
adolescent mental health service 
re.ferrlng the adolescent. 

• This process monitors changes In 
acuity ahd the need for admlssloh 
to help determine priorities for 
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.. Key com(!!?n&nt 

~.3.0 
Mental Health 
Assessment 

Draft Model of Service 
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KttY elem~nt$ 
referrt;1r until 1he adolescent Is 
·admitted. 

3.3.1 
Prior to admission the Consultation 
1,..Jalson Cllnl~f Nurse will obtain a 
detalle.d history of the ment~I he~lth 
assessments arid Interventions to 
d~te for the adolescent and their 
family 

$.3.2 
From the referral Jnformatl9n ~nd 
the Interview arranged on referral, a 
preliminary formulation Is developed 
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 

.Comments 
~dmlsslons· •. 

' The Cllnlcal Liaison, Clinical Nurse 
can also advise the ref~rrer 
regarding the management of 
adolescent~ with severe an~ 
complex mental iliness following 
consultatlon with the treating team. 

• This· expedites an appropriate 
a~sessment Interview and liaison 
with the referrer If there Is a perrod 
of time uhtll the adoleseent is 
admitted. 

• The preliminary ~ssessment helps 
to avoid unnecessary duplication 
pf asse~sments. 

• Information from the preliminary 
assessment ls lntegrat~d into 
subsequent assessments 

Hyperlln~s t9: 
• mental health cllnlcal 

documentation 
[http:/lqheps, health.qld.gov .au/me 
ntalhealth/cllnlcal_docs.htmJ. 

• statewjde stalidardlsed cllnlcal 
documentation CYMHS user 
gulae . 
[httpY/qheps.health.qld.gov.ali/me 
ntalh.ealth/doC$/cym~_user;pdf}, 

• The formulation Is reviewed and 
refined at case review meetings 

• T~rgeted asses.sments include 
fonneil psychological, occupational 
therapy; ·speech and 1.anguage 
as$es·sments. 

• These ~~s~ssments may assist In 
diagnostic c!arlflcation,,;. 
a.sses~ment of symptom severity, 
devef(ipniental var·lables ahd 
functlorial assessments 

- The outcome of assessments wlll 
be promptly communicated to the 
adolescent. the ·ramtlies and/or 
carers, t:tnd other stakehoide!'S 
(with consent of the adolescent) 

• All risk assessments will be 
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Key come~nent 
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_ Ket-elements 
Risk assessments will be· eonducted 
on admission In to the AETRC and 
be routine thereafter. A risk 
assessment will be documented 
prior to transfer or dlscharg~. Risk 
assessments will Include: 
• a form.aUsed suicide risk 

assessment, assessment of risk 
to qthers and ~bsconqlng risk 

• a c<;>mp~>nent of &Wtndardlsed 
measurement processes, 

3.3.5 
Child safety concerns will be 
address~9 In ac9ordance with 
mandatory requirements. 
Hyperllnk to: 
• child. safety policy 

[http:/Jqheps.health.qld.gov.au/m 
halu/documents/pollcies/9hlld_pr 
otect.pdf], 

3.3.6 
Assessments of alcohol and drug 
use wlll be conducted on ehtry to 
ttle Program and routln~ly 
throughout ongoing contact with the 
service. 

3.3.7 
Physlcal and oral health will be 
routinely assessed, managed and 
documented. 
Hypertlnk to: 
• gbysical .examlnat19n and 

jnvestlgatlons form 
[http://qheps.health..qld.gov.au/p 
atre·ntsatety/l'nh/documents/cyms 
_physical. pdf]. 

Comments 
recorded In the clinical record, and 
will be used to formulate a tisk 
management plan. ·rn the ln.ittal 
assessment the risk assessment 
wlU be conducted as one 
component of a comprehensive 
mental health assessment. 

• Rl~k manag_ement prof9cols will 
be eonslslent With Queensland 
Health policy. 

Hyperfinks to: 
• integrated risk management 
~ 
[http://qheps.health.qld.gov.ay/aud 
it/IRM_StrEtamlRM_Poll<;y/133.~5-
08_2.0.pdfl. 

• risk screehlng tool 
[http://qh~ps.health.qld.gov.~u/patl 
.eritsafety/mh/documents/cyms_sc 
reen.pdf]. 

• child safetv policy 
[http://qheps.health.qld.gov.au/mh 
alu/document~/policies/chl!d_prote 
ctpdf]. · ·· 

Hyperlink t~: 
• child abuse and neglect 

lhttp://qheps.health.qld.gov .au/csu 
/childabuseneglect. htm]. 

• meeting the .needs of children .for 
wbom e person with ·a mental 
illness has care responslbilltles 
Jhttp:J/qheps.he·artp,q!d.gQv.au/me 
ntalhealthlhtm!Jcareofchi!d.htm. 

• Documented evidence of physical 
and oral health asses.sments or 
referral wlll be In the cllnlcal record 
and Included In the consumer 
Integrated mental health 
appllcatlon (CIMHA) database. 

• Clinical alerts (e.g. medlcaUoo 
allergies and blood-borne viruses) 
must be documented. 

• 1 oo percent of adolescents have a 
nominated GP. 

• Adolescents and their families/ 
carers will be actively supported to 
access primary health care 
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3.4.0 
Cilnlcal review 

Draft Model of Service 
10/1012015 
Page 11of32 

i{~l· elements 

3.3.8 
The outcome of as~essm.ents wlll be 
communicated to the adolescent, 
farnlly/oarer and other stakeholders 
as appropriate, In a timely manne.r. 
3.3.9 
Edu~tfonal history and ~ttalnrnents 
will be assessed from admission to 
the AETRC and throughout the 
admission 

3,3,10 
Assessment offamily structure and 
dynamics will continue during the 
course of admission to the AETRC 

3;3.11 
The AETRC will obtain assessments 
on ~n ~dol.esoent's function in tasks 
appropriate to their stage ·of 
c;fovefopment 
3~~-12 
Mental Health Act 2000 

.a~s1.9$sments wlll be ~(!ducted by 
·Authorised Mental Health 
Practitioner and/or authorised 
doctor. · 
~.4~1 
All adolescents wlll be discussed at 
a mult(d1$~lplln~ry tearn review 

. serviC~$ and heaith Improvement 
activities. 

• Any potent!~! health problems 
ldentlffe'd Will be discussed with 
the adolescent and family/carers, 
and where appropriate with the 
GP or either primary health care 
provider. 

Hyperf Ink to: 
• CIMHA business rule 

[http:/iqheps.health.qld.gov.au/me 
ntalhealtl:ll~lmha/faotsh~ets.htm] . 

• General Practice Queensland - A 
Manual of Mental Health Care In 
@eneral Practice . 
[http:l/wWw.health.gov.au/lntemeV 
mafn/publishing .nsfiContentlment 
al-pub.s-111-mangp ]. 

• The eq ucatlon provider for the 
AETRC Will ascertain schools 
attended, history of attendance, 
educational att~lnments and 
history of educational support 
where appropriate 

.• The education provider will 
assess current levels of 
attainment ·in different subjects 

• The eduCf;ltion provider will 
assess _progress Jri subjects 

• Thi& proeess bag·1ns with the 
assessment Interview a·nd 
continues throughput the 
admission. 

• This assessment occurs 
throughout the admission. 

Hyperlink to: 
• Mental Health Act 2000 

[http://Www.legislatlon.qld.gov.au/ 
LEGISL TN/CURRENT/M/MentalH 
eaJAOO.pqij. 

• A ·consult~nt psychiatrist or 
appropriate m~dlcal delegate will 
.participate In all MDTRs. 
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K~Y elements 
(MDTR} at least weekly to integrate 
information from and about the 
adolescent, lnterventtcms that have 
occurred, and to review progress 
within the conte)'.lt of the case plan 

3.4.2 
In addition to the weekly MDTR, ad 
hoe clinical review meetings will be 
scheduled when req ulted (e.g. to 
discuss cases with complex clinical 
Issues, followlng a crltlcal event ot In 
preparation for dl$charge). 

3.4~3 
Continual monitoring of the 
adolescent's progress towards their 
recovery plan goals wlll occur 
through a process of structured 
cllnlcal reviews lnvoMng ttle 
adolescent and their parents or 

Comments 
• All MDTRs wlll be documented In 

the adolescent cllnfcal record, the 
consumer .care review summary. 
anc;f in CfMHA. 

Hyperlink to : 
• Child and Yoyth Mental Health 

Services Consumer Care Review 
summarv form 
[http://qheps.health.qld,gov.au/me 
ntalhealth/docs/cy _cc_review_ su 
m.pd.f! 

• CIMHA business rule 
fhttp://ghep~.health.q·ld.gov.au/me 
ntalheslth/clmha/factsheets. html. 

• Individual care/treatment plans 
.if.Qie} 
{http://qheps.health.qld.gov.a\,!/pcitl 
entsafetylmh/documents/am hs .... re 
c.plan .. pdD: 

• Critical events wUI be r:eviewed 
utilising the clinical Incident 
management Implementation 
stand.ard. 

Hyperlfnk to: 
• cllnlcal Incident management 

ltnplenientatlon standard 
[http:f/www.health.qld.gov.au/patie 
ntsaf ety/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 Cllnlcal 

carers, the AETRC multl~dlsclplinary • 
team (lncludlrig the AETRC School) 
arid relevant external community 
ag~ncies lnch . .iding the referrlng 
speclallst adolescent mental health 

Nurse Is responsible to ensure 
ac;lole!il.cents are r~vlewe~ 
The viewpoint of the adolesceht, 
family and/or carer and their 
community based supports such 
as teachers and community 
mental heaitti case managers will 
be considered during the reviews. service provider an~ potential 

discharge provider If these may 
differ. 

• There will be ah established 
agenda for discussion of cases, 
with conCise document$tlon of tne 
content of the discussion and the 
ongoing plan of care recorded on 
the adolescent Integrated mental 
health application (CIMHA) arid on 
the adolescent care review 
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Recovery planning 
and Relaps., 
Prevention 

Draft Model of Service 
10/10/2015 
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_ ~'~elements 

3.4.4 
Each adolescent's progress will be 
routinely monitored and evaluated 
ln~lud,ng the use· of outcome 
measures. 

3.5.1 
Recovery plans are developed in 
way t~at as$f~ts adolescents ~nd 
their famllles/carers to maintain 
hope and progress In their recovery, 
and to five with mental health 
problems where such problems 
persist In the long term. 

3.5~2 
An lndlvldual recovery plan wlll be 
devel9ped with al/ adolescents and 
their fa:mllles and/or carers. Revi~w 
of progress and planning of future 
goals will be integrated Into the 
recavei'y plan. 

summary, A copy.ls to be 
downloaded and Included in the 
cflnlcal fll.e. 

• Outcomes of cllnical reviews Will 
be dl~cu~SE!d with ~dolescent and 
famlly and/or carer. 

• Any changes to the recovery plan 
Wlil be made In eolfaboration with 
the adolescent, family and/or 
carer. 

" Structured risk and review 
procasses will b~ utlilsed. 

-• National Outcomes ·and Casemlx 
Colieetion; and others based cm 
each adolescent's Individual 
requirements. . . . 

Hyperlink to 

• services. are based on the 
principles of recovery which In 
relation to adolescent's includes 
deveiopmei"ltal prOCe$S9$ and 
may also be applied to parents, 
carers and entire families. 

Hyperllnk to: 
• Child and Youth Mental Health 

~ervlces ·RecovefY Plan 
{h~p:UgheQs.heaJth.qld.gov.au/m~ 
ntalhealth/docs/Cv recovery plan. 
QQf.) 

• Sharing responsibility for recovery: 
creating and sustaining re_covery 
oriented systems of care for 
mental health 
(hrip:i/gheps.hea!th.gld.gov.su/me 
rital health/docs/recovery.odf.) 

• Recovery plans Identify: 
" aVallable· supports 
- crl$1s '.managemenl stra~gles 
- therapeutic goals intervention 
provesse~ 

- PsYcho.-educational needs 
- relapse prevention strategies. 

• Recovery plans may aiso lriclude 
strateg!Eis for Improving: 
- family functioning 
- pro-social and developmentally 
appropri~te interests and 
hobbie·s, 

• peer functioning 
-.;Q'uaiit>f:of life (such as time t9 
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Clinical 
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Key: elements 

3.5.3 
Recovery and relapse prev~ntion 
pl.annlng Is discussed In partnership 
with every adolescent, their family 
and/or carers, and in collaboration 
wlth other senilce providers. 

3.5.4 
Recovery planning is almost always 
partially or fully rellant on the 
relationship between the 
adolescent, family and/or earer, their 
reslllen~ and their individual 
circumstances. 

3.5.5 
Every effort will be made to ensure 
that recovery plarinlng focuses on 
the adolescent's own goals. 

3.6.1 
All aspects 9f $ervlce delivery will 
reflect the development of 
collaborative relationsh!ps between 
adolescents and staff. 

3.8.2 
Adolescent.s will be supp0,rted to 
access a range of biopsychosocial 
interventions and rehabilitation 
services which meet their individual 
needs. AU lnterv&ntioris must 
demonstrate attention to 
developmental frameworks and wlll 

Comments 
experience developmentally 
rerevant play and fun) . 

- achjevement at s~ool/ 
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 revlew~d at le~st three 
monthly (to review routine 
outcome measures, treatment 
prog~~s and any change in 
needs) •. 

• Adolescent's, their families and/or 
~n~r's are strongly encouraged to 
have ownersh.lp of, and sign, their 
recovery plans. 

• Changes to the recovery plan wlll 
be dlscu&sed with the adolescent, 
famHyfe~rer, and reievant service 
provide~. 

• All changes to the recovery plan 
will be discussed with the MDTR. 

• Whilf?f a.do16$cenls 13~·11 years 
gain further Independence and 
mastery to separate from their 
family and/or carer, evidence 
suggests that adolescents With 
mental health problems reqt,aire 
support In re-connecting with their 
@€'rent!$. 

• Where confllctfng goals exist (e.g. 
for adolescents reeelvlng 
lrwoluntary treatment); the goals 
will be clearly outlined and 
addressed In a way that Is most 
consistent with the adolescent and 
the farnliY/careq1oals vaiues. 

• AETRC.Will demonstrate a focus 
~n streng_ths, connectednessi 
personal Involvement, personal 
choice and empowerment and 
Increasing cohfidence In 
accesslrlsf the system. 

• Clinical lnt~rventlons will 
demonstrate evidence jnfonned 
practice. 

• Interventions will be based on 
recovery principles. 

• Multidisciplinary input will be 
pn;>vided to optimise adolescent 
recovetY. 
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Key ~lturi~.nt.s 
be evldenee Informed 

3~6.3 
Clinical Interventions are g1,1lded by 
i;1ssessment1 formulation and 
dla9nostlc processes, using a 
d~velopment~lly appropriate,; 
blop~ychosoclal approach. 

• lnter\teiltions will int:iude relapse 
prevt\lntlon programs an~/~r 
techniques. 

• E;Jaslc human rights, such as 
privacy, dignity, choice, antl
dlscrimln~tion and confld1mtl~llty 
are recognised, respected a·nd 
maintained to the highest degree 
po~slb.le In all clinical 
f nterventions. 

Q This will take into eonslderation 
the -s•r~n9~h~ a~d resl!l~nce within 
the indlvldual, their family and 
th~lr community. 

• The consent of'the adolescent or' 
parenVguardian to disclose 
Jnformatlon·, and (where needed) 
to Involve famlly/carers In recovery 
pif:lnnlng ~nd d·en~ery, wlll be 
sought In· every case. 

• lnformi!-tlon Sharing wili occ;:\.ll" In 
ev·ery case unless a significant 
barrier arises, such as Inability to 
gain appropriate lawful eons.ent 

• lnfofm~.d cons$n~ is docum~nted 
In the cllnlcal rectird, detallfng that 
the. ~dolescertlguardlem 
understands the recovery plan. 

• In. most, ~t;1se It is necessary tha! 
the guardian agrees to support the 
provision of ongoing care to the 
a.dqlesc;ent lr:t the community, 
Where an adolescent Is admitted 
without ade_quate Involvement of a 
guardian, aftemate supports In the 
community wlll be develQped 

• 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 wlll be 
fosterec:f for all aspects of 
treatment, Including risk 
management, wltti expllolt, 
doc~mented evidence of the 
shared understanding in the 
cllnl.c.al file. 

Hyperilnks to: 
• information sharing 

[http://qheps.health.qld.gov.au/csu 
/lnfoSharlng.htmJ. 

• Healih Ser{/w Act .1991; 
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_K_a~y~~-P~n'i~P~Q·n~e.n.t~ __ .....,.Key~·:~e1.e_m_e_n_ts_· _______________ c~· ~o.f11~m-· e~nts~~~~~--..-.,_.._....._...,....$ 
Confidentiality Guidelines 
[http://qheps;health~qld.g.ov.au/lalu 
/~dmln_law/prlvacy_docs/conf_gui 

Draft Moclel of Service 
10/10/2015 
Page 16 of 32 

3.6.4 
Cllhlcal care and the development of 
both prevention and trei;itment 
setvices should derive from the best 
avallabl!' evidence and recognise 
the frequently complex and multl
faciorlal nature of mental disorders 
In adolescents. 
3.6 •. 5 
During service provision, 
ac1olescents and their 
famllles/carers Will have access to 
and be s~P,ported to engage In a 
range of evidence-informed 
thera,peutlc Interventions to optimise 
their rehabllltation, resllience, 
. r~qoyerjf agd r~iaese prevention. 
3.6.6 
A range of flexible and Integrated 
therapeutic, r~lllenoe. rehabllltatlon 
~nd recovety focussed Interventions 
are delivered and/or coordinated by 
the m~ltldlsclpllnafy team. 
3.6.7 
lndlvlduallsed evidence-Informed 
Interventions include: 

• Psyohologlcal Interventions 
(v~nbal and non-verbal 
therapies and education); 

• Pherrnaootherapy 
• Family therapy and 

education; 
• lndlviduallsed behavfoural 

programs. 
• Individualised life skllls 

dellnes.pdf]. · 
• right to Information and 

Information privacy 
(http://Www.health.qld.gov.aulfol/d 
efault.asp]. 

• GuerdlanshlQ {J!Jd Administration 
Act roid> 200Q 
{http://WWw.legislatton.qld:gov.au/ 
LEGISLTN/CURRENT/G/GuardAd 

. mlnAQO.pdf]. 
• carers matter 

[http:/laccess.health.9/d:gov.au/hl 
dlMentalHeafth/Carerlriformation/c 
arersMatterYoureNotAlone ls.asp] 

• Treatment wlll be .provided In the 
least restrictive setting that 
properJy balances the 
adolescent's autonomy with .their 
n~ed for observation and 
treatment In a s~fe environment. 

• lntervehtlons may be 
Individualised, group based or 
9E!nerlc programs. 

• lnterven'tlons may Include art 
therapy, music therapy, sand play 
therapy. 

• ECT Is subject to a specific pollcy 
compliance with Australlan clinlcal 
practice guidelines, and Is 
administered In accord with the 
Mental Health Act 20Do · 

Hyper/Ink to: 
• electroconvulslve the·rapy 

guidelines 
• [http:/Jg heps.health.qld.gov .au/me 
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progr~ms 

• Individual sensory 
modulatlon 

• Biological treatments e.g. 
Ele.ctroconvulsive Therapy 

3.6.8 
Jnt~rventlons delivered. In groups 
include: 

• lndlviqual eduo!:ltiQnal or 
vooatlonal plans; and 

• A ~nge of Information anq 
skiils building groups which 
are ~dapted to , the needs of 
a group of aqolescents 

• A range of predominantly 
a~ivlty-ba$ed groups which 
are tallored to meet the 
n~·ect.~ of a partrcuJ~r $roup 
Of adolescents and aimed at 
lnterven!n_g In areas of 
psychologlca·1 and 
developmental need. 

3.6.9 
Generic interve~tlons includ~: 

• Maintaining a n'lllleu With 
professional st~ff reflecting 
appropriate levels of care, 
supervision, persqnal 
boundaries, safety, problem 
solving and management of 
the adolescent group to 
maximise each adolescent's 
c~re; 

• Encouraging peer support 
opportun"ttles, where 
available, for adolescents 
~nd/or fam llies to 
appropriately engage with 
past consurners/carers for 
Pef:Jr support; 

• Forming appropriate 
therapeutic alllance; 

• Providing opportunities for 
activities of .dally living, 
leisure, soclal lnteraction and 
p~r~qna.I prlvE1cy; and 

• St!Pporting healthy lifestyle 
decisions. 

3.6.10 
lndividuellsed educational or 
vocatlonal programs will be 
deyelopec! foreach a.dolescen.!!_ 

Comments. 
ntalhealth/doC$/ect_g1,11delin~s;_31 
'960.pdfJ 

• Examples of information and skills 
building group~ Include $OCl~I 
·skills, dialectical behaviour 
therapy grol.!ps 

• Examples of activity based groups 
ln9lude community acces$, 
adventure therapy gro·ups 

• Bull(ling and maintaining a 
therapeuti.c amanc~ with the 
adolescent and their' famlly/carers 
is at the heart of almost all cllnJcal 
interventions with young people. 

• A range of medium~ m@y be used 
for intervention as adolescen·t may 
choose to express ~heir thoughts 
~nd feellngs through the medlurn 
of play and other forms of 
expressive therapy Sl{ch as art 
and music. 

• T('le AETRC SchQol will pevel9p 
individual educational goals with 
the adqlescent ~~ing lnto account 
ao$.demlo ca·pacJties end mental 
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KeY elem~nts 
and are Integrated with-their clinfcal 
state 

3.6.11 
Carers are Integral to the mental 
heal~h 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 
rangc;i of muftldisclpllnary strategies 
to manage psychiatric emergencies 
to ensure the safety of the 
ac!olescent and others within the 
immediate environment 

Comments 
state 

• Curriculum Will be provided by 
ext~rnal education provider~ 
lncludlng an adolescent's current 
school currlculurn,. 

• The school program is determined 
by the SChool Principal after 
continuing cQnsultatlons with 
clinicians. 

• The AETRC Sch09f will con~rjbute 
to llfe skllls programs to prepare 
the adoles~nt for work skills or 
transition to tne communiit 

• Adolescents under 18 years of 
age are a child at law1 and are 
developmentally dependent on 
adult 9uldarice and support, which 
reduces from Infancy to adulthood 
at ~ rate that ide~lly promotes 
achievement of the appropriate 
developmental tasks Eind 
developmentally appropriate 
family relationship. 

• Consequently, lnterv~ntlons to 
promote recovery are as much 
focussed on engaging with th~ 
·carer as the adolescent and are 
frequently based around family 
work and parent-adole$cent work. 

Hyperlink to: 
• carers matter 

[tittp://www.heaJth.qld.gov.au/mhc 
arerD. 

Interventions for self harm behavio·urs 
Include: 
• using questionnaires to determi.n13 

the reasons for the incident of self 
harm 

• Increased visual observations 
• restricting access tQ areas of the 

ward where an adolescent can be 
observed 

• use of the de-escalation area 
ranging from an ~raa to which an 
adolescent voluntarily withdraws as 
a safe place up to restraint and 
.seQl~slon as Ii' last resort 

• use of m~dlcatlon if Indicated 
• The adolescent Is informsd of and 

encour!lQ~d to utilise strategies to 

1 CYCMHS (like all health services. for children and adolescents) must be cognlsant of the lmpl!catlons of this 
ie~ai status. 
Draft Model of Service 
10/10/2015 
Page 18 of 32 
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K~y'e.lements 

3.tt13 
Staff will utilise a range of de
esc~la.tlon behavic)ural interventions 
for ~~haviours which may b$ a 
thteat to the safety of others. 

3.6.14 

Comments 
use altern.!it!ves to self harm, e.g. 
talking with staff, us.e of the 
sensory room. utilising non-verbal 
theraeles. 

• Parent15!/caters are lmmedl~te.ly 
Informed of changes In a · 
adoJe~cent's behavf 01.1ral 
presentation 

Behavioural interventions for 
behaviours wnich cause harm to 
others Include: 
• verbal de-escalatton 
• u13e of outside environm~nt 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 whlQh an 
adolescent voluntafJiy w!t'1d~ws as 
a safe place up to restrarnt and 
secll.~sion a~ a last ~sort 

• use of medication If indicated 
• review ()f precipitants lo aggression 
• The acjolescent Js lnfo~me.d of and 

encourag$d to utilise strategies to 
use altematlv~.s t<;> aggres~lon, e,g. 
talking with staff, use of the sensory 
room, LitilislnQ nori-veroal thel'Qples. 

• Antlp~yct)oflcs and other 
41 

M~dl.catlon will. l>~ prescribed, 
administered, end monitored as 
lndlc_ated by clinical ne~d and will 
Involve shared decision making 
processes · between the treating • 
te~m and the adol~i:ieent. 
All phatmacologlcai interventions 
including prescription~. !;flspensing 
and ~dmlnlstratlon of medicines Will 
comply with Queensland Health 
policies, guidelines and standards 

psychotropic medfcation wlll be 
prescribed In accordance with 
Queenslarict Heiilth ~llnlcal 
practice guldellnes. 
S~rategles t9 Improve cornpllancllt 
with medication regime must be In 
plac~. 

• Monitoring of medication side
effect will be routinely conducted, 

• The metabolic monitoring form will 
be u.sed for all ~doles~~nts on 
antlpsychotlc or moocfstablllser 
medication. 

• Adolescent's personal goals for 
medlo~tlon will .be Incorporated 
with staffs clinical knowledge. 

• Tlje p~yohl.atrlst r:1;1spcmslbl~ for 
pharrnacologlcal treatment will be 
familiar with national arid 
inte.mational best pr~ctlc:e . 
standards, and medication Will be 
presc:rlbad In keeping wlth these 
standards. 
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Key ~meonent _ 

3.7.0 
Team ~pproach 

Draft Model of Service 
10/10/2015 
Page 20 of32 

. _ K;tY_~{ements 

3.6.15' 
Man~g~m~nt of physical healt_h 9f 
$dole&pents wlll be in assoclation 
With a primary health care provider. 

~.G.1e 
Time to provide emotional support 
to the adolescent and carer/s will be 
·jlven adequate prlor!tY. 
3.6.17 
Education and Information will be 
provided at ~II stages of contact wi~h 
the service. 

3.7.1 
A tnUltidlscipllnary team approach 
wlll be prcivlded. The AETRC 
School Is an integral part of the 
team. 

Comments __ 
Hypertlnks to: 
• Metabolic monitoring form 

[http://qheps.health.qld.gov.au/me 
ntllh~alth/doos/metabolic_mon_fo 
rm.pdf] · 

• clinical guldellnes 
[http://qheps.health.qld.gov.au/me 
ntalhealth/guldellnes.htm]. 

• medication liaison on .discharge 
[http:l/qheps.health.qld .gov. au/me 
dfcines/documents/general_p611cle 
s/medic_tlaison_discrg.pdij. 

• National Health and Medical 
Research Council· CNH&MRC) 
,Guidelines for Management Of 
Depression (when available) 

• acute sedation guidelines for 
chl!dren and yoUna people (under 
development} 

• ·theraoeutf c guldelines
psychotropic 
Ihttps://online-tg-org

rnau!9.knservlc~s.d_gtS.ec.com/lpfl. 
• All adolescents wlll receive 

Information about physical flealth 
issues. 

• Adolescents wlll be supported to 
access primary health care end 
health lrnprovernent services., 

• This type of support will .assist with 
engagement concordance with 
tr~atment regime, etc 

• This Will include a range of 
components such as education, 
.lnform.atlQn about the mental 
health dlsorder/s or problem/s, 
progre~~lon ihro1,.1gh thf3 sE)rvlce, 
mental health care options, 
medications {benefit, usage, 
P?.tentlal side effects and potentif!I 
effects of missing doses/stopping), 
support $ervices, recovery 
pathways, etc 

• The adolescent, famlly and/or 
carer wlll be Informed of the 
r:nuitidisclplinary mo~el. 

• Olsclplirie spec'ific skills and 
knowlf;tc;lge will Qe utilised as 
appropriate in all aspects of 
service provision. 

• Clinipal, qlsclpllne and peer 
sugervlsion will be i_Miilable to 
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3.8.0 
Continuity of care 
and care co· 
ordination 

Draft Model of Service 
10/10/2015 
Page 21of32 

3.7.2 
Clear cli.nlcal and operational 
leadership will be provided staff ahd 
for the team 
·3.7.3 
Case ma1"1a9ement processes wili 
be mi:mag_ed to ensure effective use 
of re.~purc~s and to support ~taff to 
respond to crises in an effective 
ma.finer .. 
3.8.1 

Comments 
hidlvldual staff and t e team. 

• There wlll be a well defln~d and 
clearly do.cumented lo.cal process 
far escalation of diselpllne specific 
cHnical Issues .. 

Hyperlink to: · 
• Cl;l$e management policy 

[http://qheps.health.qld.gov .a/ment 
alhealth/do~/c~semanage 
_t>oistate'.pdij. · 

• Pr0vlSl<m of this information wllf be 
d.ocumented In the clinical r~cord, 
lricludlhg .the recovery plan and 
the discharge summary, 

Cle.ar do.cumented 24 hours, 7 days 
per week, mental health service 
contact Information is provided to 
adolescents, famllles, carers referral • 
sources and other relevant 

R~levant Information documents 
detalling specfffc ~ervlce response 

supports. 

3~8.2 
Ev~ry ado.lescent will hav~ a 
designated treating consultant 
psychiatrist. 

3 .. 8.3 
Prior to admission, a Care 
Coordinator wlll be appolntecf for 
each adplescent 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 acut~) and community sett;lngs. 
In particular, responsibility for 

ln{Qrmatlon will be readily 
available. 

• · This will bEi recorded in the 
CIMHA as the Internal contact, 
treating oons1,1ltarit psychiatrist. 

• The Care co·ordrnator will"be 
responsible for: 

• providing centre orientation to the 
adolescent and their 
parents/carers 

• as~lstlng the adolescerit tQ 
identify, develop and Implement 
goals for their recovery and crisis 
m~nag~ment plans In partnership 
With the famfly/carer where 
appropriate. 

• acting as the primary liaison 
person for the p_arent(s)/carer and 
external agencies during the 
period of admission and .during the 
dlsch~rge process 

• assls11ng the adQlescent '" 
implementing strategies from 
individual and group interventions 
In daUy living 

• providing a detalled report of the 
adoiesc~nt's progress for the care 
Planning·~·meetlrj'Q:. . 

• Referring services· providing 
sper;:ialist~n~ adolescent ~ental 
health treatment to maintain 
cllnlcalfprofessional contact with 
the PSP via case reviews, email, 
tele-llnks, video - llnks, telephone 
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. Key compO,nent 

3.9.0 
Transfer/transition 
of care 

Draft Model of Service 
10110/2015 
Page 22 of 32 

Ke>: ~laments , _ 
emergency contact will be cleaHy 
defined when an adolescent Is on 
extended ieave. 

3.8.5 
The adole.scenf s treating team will 
be Identified In the cllnlcal record, 
MDTR documentation and 
communication wfli be maintained 
t_t\roughotrt, the phase of c~re. 
3.8;'6 
Speclflcally defined joint therapeutic 
Interventions between the AETRC 
and :the Referrer oan be negotiated 
either-when the adolescent is 
~ttendi11g the Centre or on periods 
of extended leave 

3.8.7 
Community based supports are 
inclqded In recovery planning and 
discharge planning wherever 
possible. 

3.9~1 
Disengagement with AETRO wlll not 
occur before the receiving team has 
made ~o.ntact, scheduleci a first 
appointment and confirmed 
att~nqance at the ·scheduled 
appointment. 

Comments . 
and face to face contact. 

• Open communloatlon between the 
AETRC and the looal ACT team is 
e~sentlal for after hours crisis care 
for .the adolescent and their 
family/carers. 

• The PSP and other $ervlce 
p~ovldets 

Will be recoroea 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 
whlle the adolescent fs In the 
AETRO' 

• Non-government organisation 
s~rvlc;~ proVfders who h~ve 
established (or are establlsh1ng) 
support Jinkswith the adolescent, 
families and/or carers will be given 
access to AETRC as appropriate. 

• All community based supports. wilt 
be co-ordinated prior to discharge. 

• The process for sharing 
Information will be explicitly 
~oc.umenteq for each case tQklng 
existing privacy and confidentiality 
considerations Into account. 

Hyperllrik to; 
• Health Services Act 1991 part 7 

Confidentlallty Guldellnes 
[http://qheps.health.qld.gov.au/la . 
lu/admln_l$w/prlvacy_ docs/confgutdell 
nes.pdf]. 

• Gul~ellne~ tor.Internal transfers 
will be clearly written, and 
reqelvlng te~ms will ma.ke 
assertlve efforts to establish 
contact within a reasonable time 
period. 

• The time period wlll be lndlvldually 
determined at a local level 
betwe13'n AETRC and the receiving 
team/s. 

• A feedback mechanism Is in place 
so tMt the receiving team Informs 
the referring team if the 
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Key elements 

3.9,2 
Clearly documented provisions will 
be outlined between the A!:TRC, 
cotnmlinity services and acute 
inpatient urdts for adolescents who 
may .expe~~mce eris(s during the 
transitfon .ehase. .. .. 
3.9.3 
A timely written himdover will be 
provld$<:1 on every transfer occasion. 
Hyperlink to: 
• consumer end of 

episode/discharge summarv 
{http:l/qhep~.h~~lth.qld.gov.au/p 
atiehtsafety/mh/documents/cyms 
_consurner:edfi 

3.9.4 
Adolesce,nts and their 
familles/carers will be Informed of 
tran~fer procedures. 

, ---
3.9.5 
Adoiescents transferred under an 
Involuntary treatment order will 
rem~in the ~spooslbllity of the 
transferring service until the first 
medlcal assessment Is completed. 

3.10;1 
Planning for discharge from AETRC 

.Comments .. 
adolescent falls to attend o-r if 
slgnlffcant pr0.bl~ms occur or 
recur. 

• Where tra·nsfer is Inevitable, all 
servl~e~ need to m~ke dire~t 
contact and ensure saf~ transfer 
( setvlce capability will be 
considered). 

• Both a written .~nd verpal 
handover will be provided to the 
receiving team within a week of 
day of transfer. 

• Famllies/carers will b~ ·informed Qf 
the transfer in a timely .manner ·as 
<X>n~~nt wlll be required forth~ 
transfer. . 

• F~mllles/carers will be provided 
with relevant info.rmatlon 
concerning reasons for ttansfer 
and ~xpected o~tcom~s. 

Hyperllnks to: 
• Health SetVices Act 199.1: 

confidehtialitV Guidelines 
[http://www.health..qJd.gov.au/fo!ld 
ocslconf _guldellnes .. pdfJ 

• right to JO(ormatlon and · 
rnformation prlvacx 
Ih~p://www.health.qld.gov.au/fol/d 
efault;asp] 

• Information sharing betweea 
rrtentai health workers. 
consumers. carers. f8nilly and 
significant others. 
[http://WwW.health.qld.goV.au/ment 
alt).~!Jth/docs/IQfo,,,;,sharl!:)Q';ijdfll. 

Hyp~rllnks ·to: 
• Mental Health Act 2000 

(ottpt/www.legisl~tion.ql~.gov.~u/ 
LEGISLTN/CURRENT/M/Mental 
HealAOO.pdfj 

• MHA2000 Resoyrce Gujde 
[http;//qheps.health,.q!~tgov.au/m 
ha!ulre$Ource_gutd~.htni] 

• The referrl!'1Q specialist adolescent 
mental heaith service providers 
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transition· of-care 

Draft Model of Service 
10/10/2015 
Page 24 of32 

Key elements 
will commence at ttie trm·e of 
referral, 

3.i0.2 
bis.charge plann/ng Is a component 
of each adoiescent's Recovery and 
Relapse Prevention Plan. 

·3.10.3 
Dlschargia planning wfll involve 
multiple processes at different times 
that attend to therapelitic needs, 
developmental tasks and 
reintegration Into the family 

3.10.4 
Discharge planning will require the 
ascertainment that the potential 
accommodation is safe and 
approprtate, In most cases, this wJll 
be the family home, or established 
care arrangements. Where the 
family home is unsafe, unable to 
provide the necessary support or 
where c:are arrangements do not 
exist, safe .supervised 
accommodation with adequate 
support~ wUJ be sougf1t. 

Comments 
and fammestcarers will be 
Included In all aspects of 
discharge planning. 

• DMHS will glve priority to 
adolesce.nts transferring back to 
their dl~trlQt fl'9m AETR,C. 

• The decision to discharge Is at the 
discretion of the con~ultant 
psychiatrist In consultatlon with 
the MDT. 

• !t is antlcip~ted that supp°'rt m.ay 
be required on discharge for the 
adolescent and their family ahd/or 
car~rs. 

Hyperllnk to: 
• recovery plan form 

[http:l/qheps.health.qld.gov. au/patf 
entsafetyJrn.h/documentsJoyms_re 
oovetyfpdg. 

• Discharge planning will occur in 
close collaboration with the 
adolescent and their family 

• Discharge plar:inlng will consider 
the adolescent's potentlaf for 
optlrn~J functioning and determine 
the level of care required ·to support 
that functioning as an Inpatient, 
partial Inpatient, d~y a~m.isslcm or 
in the community 

• Discharge planning recognises the 
needs at times that re--admisslon 
may be necessary where risk of 
relee.se Is h}Q'h. 

• Where the famlly home or usual 
care arrangements ar~ appr<:>ptiate 
and supportive, every endeavour 
will be made to encourage the 
adolescent to ret.urn 

• The adol~scent will be lntegtal to all 
planning for a.ccommodatlon on 
discharge 

• Parents providing a safe and 
supportive environment will always 
t?e involved in plannrng for 
accommodation on discharge. 

• ihe Dep~rtment of Child Safety will 
remain · primarily responsible for 
providing timely and appropriate 
acc0mmodatlon for an adolescent 
In their care. ?Hyperlink to MOU 
between Q1,1e~nsland Health am;j 
Department of Child Safety? 

• Any decision to not return the 
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Draft Model of Service 
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Key elements 

3.10,5 
AETRC discharge planning.and 
support for adoJescents Includes.: 

• Facilitating contact between 
th~ ado.lescent, their _family 
or carers and their 
community case manager 
(PSP) as well as relevant 
other support ser\ilces; and 

• Maintaining collaborafive 
relatlonshlps with a wide 
range of service providers 
including general 
prac:tltlo.ners, education 
providers, ext~nd.ed family 
anq car.;ns, gener~I 
community health services 
and/or adult ·mental health 
~ervlcei> to meet the needs 
of the edoleseent and 
enhance their Qapaqlty to 
effectively manag~ In a less 
Intensive environment and 
enable recove,Y; 

-~.1~.() . 
The discharge plr~n wi'll include a 
relapse prevention plan, crisis 

Comments 
adoie·scent to the home of origin· 
will pe made ill ~olJaboratlon With 
the adolescent and their parents as 
their' guardians If they are under the 
age of18 

• If patents are unavailable or 
unwllllng to be Involved In 
negotiations about accommodation, 
a referral will be made tp the 
Department of Child Safety on the 
grQuriQs of neglect. ff this referral 
is not ac~epted, accommodation 
options will be sought by the 
AETRC on the bash~ of being age 
appropriate, safe, and levels of 
$~pervlslc;>ri and -support available 

• The adolescent will be equipped to 
live lndependEi11tly In preparation for 
dJscharge outside ·of home 

• The ~~:fo'~~cent wit! t;>e offered trl~! 
of Independent living In the step 
d~wn facility attached to the unit as 
long as they are safe enough "to 
stay there, but require reaso·nable 
levels ofclinleal support during the 
.day :·and evenlnf1 

• 

Hype~llnk to: 
• crisis Intervention olan 

[http://qheps. health.qld.gc::>v .1:1u/patl 
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_ KeY elements 
management plan, and service re
en!a,plan, . .. 
3.10.7 
Comprehensive liaison and 
handover wlll occur with all other 
service providers who will contribute 
to ongoing care. 

3,10.8 
Adolescents Wiii be encouraged to 
actively contribute to (and 
countersign) their discharge plan. 

3.10.9 
If events necessitate an unplanned 
discharge, tt)e AET~C will ensur~ 
the adolescent's risk assessments 
were reviewed arid they .are 
discharged or transferred In accord 
with their risk assessments. 
3.10.10 

· Transfer to an adult Inpatient unit or 
community care unit may be 
required for adolescents who reach 
their 1 a th birthday and the AETRC Is 
no lbf1ger able to meet their needs. 

Comments 
-~nt.~afety/mh/documents/mh_cip.p · 
cffJ . 

• Alf clinlcfans ar~ resp.onslple 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 
i·nformatlon will be provided where 
avttHable. 

• A follow-up direct contact with 
ongoing key health service 
provlc;lers (e.g. GP) will occur to 
ensure the dis.charge letter was 
recelv~d. 

• Discharge summaries will be 
compreheru~lve and indicate 
relevant Information including 
diagnosis, treatment, progress of 
care, r~commendatlons .tor 
ongoing care and procedures for 
re-r~ferral. 

• Compliance with the mental health 
cllnlcal d.ocumentation Js the 
minimum requirement for 
documentation. 

Hyperllnk to: 
• mental heaUh .olinlcal 

documentation 
[http://qheps.heelth.qld.gov.au/patl 

.. entsafe!Y/rnMnhform.html• 
• Family/carers will also be dfrectty 

Involved In discharge planning. 
• Where adolescents are lost to 

follow-up, there will be 
documented evidence of attempts 
to contact adolescents, 
family/carers anq other service 

·- providers before. dlscharjie. 
• Every attempt to engage with 

specialist m~ntal heaJtt"! service 
providers Will be made on 
discharge and the adolescent 
supported to attend 

• Transfer procedures will bt;t 
discussed with adolescents, their 
family and carers. 

• Processes for admission Into an 
adult acute mental health Inpatient 
unit wlll be followed, with written 
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3.11.0 
Collectlo~ of data, 
record keeping and 
documentation 

Draft Model of Service 
10/10/2015 
Page 27 of 32 

3.11.1 
AETRC will enter and review all 
required Information into the CIMHA 
in accordanc~ with approved 
statewlde and district busln~ss 
rules. 

·a.·11.2 
AETRC wlll .u~illse routine outce>me 
measures as part of assessment, 
recovery planning and ~ervlce 
development. These will Include 
those mandated through the 
National Ol!tcq111es and Case rnlx 
CollectlOli (NOC~): 

- Health of the Nation 
Outcome Scales for Children 
and Adolescents 
(i-foNOSCA) 

- Strengths a.nd Difficulties 
Questionnaire ($DQ) 

- Chllcfr.en's Global 
Assessment Scale (CGAS) 

- Factors).rflu.enclng Health 
Status '(FIHS). 

3.11.3 
All contacts, crintcel processes, 
recovery and rel~pse prevention 
planning wlll be documented In the 
adolescent's cllnlcal reoord .. 

3.11.4 
Cllnlc~I records wlll be kept lri 
ao\:iordance with legislative and local 
policy requirements. 
Hyperlln~ to: . 
• retention and disposal of cllnical 

records 
[http://qheps.health.qld.gov.au/p 

· o,llc;y/doc~/eoVqh·e1:>1-280.~dfJ. 
3;11.5 
Local and statewlde audit processes 

_ Cor:nme.n!! .. 
. · and vei'bal. handover·j?rOVfded. 
- Hyperllh.k :to: ,...... • 

• CIMHA business rules 
[http://qheps.health.qld.gov.au/me 
ntalhealth/cimha/factsheets. htmJ. 

• Outcomes data Is presented at ~II 
forma.l cuse reviews and will be an 
Item agenda on the relevant 
m~etlng agenda~. 

• Results of outcomes are routinely 
discussed with the adolescent and 
their family and/or earers. 

• Outc9mes data Is used With the 
adolescent to: 

a. record details of 
symptoms and functioning 

b. monitor changes 
c. revlt;tw progress and pla.n · 

future goals In the recovery 
pleri~ 

Hyperllnk to : 
• . NQCC collection protocol: 

http://ciheps.health.gld.gov.au/mhl 
nfo/documents/collproty1 . 6. pdf 

• Progress note~ wiil be consecutive 
(aceoi'dlng to date of event) Within 
~I! h~rd copy c;:onsumer cllnlca! 
records. 

Hyperllnk~ to: 
• Queensland Health Child and 

Youth Mental Health 'Services 
Statewide Standardised Suite of 
Cllnlcal Documentation User 
Gulde 
[http:f/qhep.s.health.qld.gov.au/me 
ntalhealth/docs/cyms_user.pdf] 

• Cllnical Documentation 
fhttp:(/qh~P.lil·h~alth..ql~,gov .. ~.u./me 
ntalhealth/cllrilcal docs.htm .: _ 

• Personal an·· demographic details 
of t~e adol('sqent, thel~ 
famlly/carer·and other health 
service providers wlll be kept up to 
d.ate, 

• Mobile or tablet technology will 
support Increasing application of 
electronic record keeping. 
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