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1.0 Introduction 

On 26 June 2018, the Chief Mental Health Advocate (CMHA) arranged a meeting of key 
stakeholders to discuss difficulties in accessing appropriate mental health inpatient admission for 
16 and 17-year-old youth in custody at the Banksia Hill Detention Centre (Banksia Hill). 

Discussion at the meeting reinforced that access to mental health care services for youth at Banksia 
Hill is below acceptable general community levels. There are currently no dedicated forensic mental 
health beds or services in Western Australia (WA) for children and youth, and this is impacting most 
pressingly on those aged 16-18, at times leading to inappropriate detention and treatment in Banksia 
Hill, or on an adult forensic ward. 

While the Mental Health Commission (MHC) informed the meeting that funding has been allocated 
and efforts are proceeding to establish up to 6 dedicated forensic beds for youth, this     is still in the 
early stages. It was generally agreed that standalone acute beds cannot be effective. They would 
need to be imbedded in a Child and Adolescent Mental Health Service (CAMHS), Youth or Forensic 
Service Stream comprising at a minimum Consultation – Liaison, and optimally Sub-acute (Step 
down/rehabilitation) and community service with dedicated adolescent forensic expertise. 

Underpinning the development of effective forensic mental health services for children and youth, 
key stakeholders need to be involved in mapping of pathways within existing services, identifying 
where the problems lie currently, where the gaps are and the unmet community need. Being a state-
wide service issue, the Chief Mental Health Advocate (CMHA) wrote to the Director General (DG) 
of the Department of Health (DoH) as the System Manager, inviting the DoH to collaborate on the 
project of Pathways to Care for Forensic Youth. The Mental Health Unit (MHU), Clinical Excellence 
Division was tasked to provide project management and secretariat support on behalf of the DoH. 
The Forensic Youth Mental Health: Pathways to Care Project Proposal was submitted to the Mental 
Health Executive Directors on 19 September 2018. 

A Project Working Group was formed comprising membership from State Forensic Mental Health 
Service (SFMHS), Department of Justice (DoJ), MHC, South Metropolitan Health Service (SMHS), 
East Metropolitan Health Service (EMHS), CAMHS, and the Mental Health Advocacy Service 
(MHAS). The ‘Forensic Youth Mental Health Mapping of Pathways – Access to Care’ working group 
met on 28 September 2nd November and 14th December 2018. It is jointly chaired by Dr Stella 
Fabrikant (DoH) and Dr Edward Petch (DoJ). For project scope and timeframe reasons, membership 
of the core group was agreed to be kept small. However, additional key stakeholders were brought 
into the process via participation in a half day workshop on 20th February 2018. Terms of Reference 
and Membership were finalized at the   end of November 2018. (Attachment 1). Workshop 
participants are listed in Attachment 2. 

The project tasks are 

• to identify the target population 

• identify and consult with key stakeholders 

• specify existing services and mental healthcare for youth in Banksia Hill and at risk of 
detention 

• map pathways for youth in Banksia Hill, and those at risk of detention, to forensic mental 
health care using existing resources of the Health Service Providers (HSPs). 

• identify target population pathway needs 

• gap analysis 

• make recommendations on closing the gaps or modification of pathways to care. 
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While access to acute mental health care, including hospital treatment, in-house  care  or  in- reach 
for mentally ill youth already in Banksia Hill Detention Centre (BHDC) are at the forefront,   in terms 
of urgency, early intervention that can prevent them coming into detention, diversion strategies, 
entry and exit  pathways (flow) have to be considered when mapping  pathways to  care for those 
mentally ill youth who are currently ending up in Banksia Hill or  the  adult  Frankland Centre. 

Flow is optimized by clear maps, navigation tools, collaborative relationships, workable processes, 
filling in the gaps or safety netting where gaps remain, triggering practical escalation, feedback and 
improvement for when things do go wrong. 

The working group decided to treat the proposed 6 forensic beds for youth as a ‘black box’ 
component of acute care (location and model still to be determined) and to focus on mapping 
pathways, flow, and identifying gaps using patient journeys. 

Identifying target population needs of youth who require forensic mental health care in WA was done 
using semi-qualitative analysis, as there is no current formal quantitative data collection process. 

An estimate from the BHDC mental health team based on their monthly log of patient category 
ratings kept over 9 months, is that between 1 and 4 adolescent detainees per month might need 
admission to acute inpatient care, and would be referred to a forensic youth bed, if available. In the 
absence of such beds, they are seen at BHDC via in-reach for assessment and support with 
management on site, or, if appropriate and accepted for transfer, treated in a Youth Mental Health 
ward. The BHDC staff estimate a further 4 detainees per month might require step-down mental 
health care facilities or intensive community support and the majority of these do not get access to 
required services. BHDC staff estimate that overall about 30 detainees require mental health 
assessment and intervention each month, though not necessarily requiring acute admission. When 
seeking mental health care for detainees, Banksia Hill staff negotiate with health service staff who 
are often unclear about their service role for this cohort. There is no agreed specialist mental health 
telephone support for Banksia Hill after hours. 

An informal estimate from SFMHS staff is that 1-2 youths a year end up at the Frankland Centre 
adult acute forensic inpatient unit before age 18, and several others soon after turning 18, further 
highlighting the service gap. 

Using case studies allowed mapping service user journeys, with consideration of the implications of 
current gaps in existing pathways, services, human rights, social and financial costs. Using patient 
journeys to stimulate discussion, followed by thematic analysis during a half day workshop by key 
stakeholders helped identify barriers and gaps in existing pathways, and ideas on how gaps might 
be closed. The outputs of the workshop, together with reference to youth forensic services in 
other states, are then used to make recommendations regarding changes that would improve 
access and outcomes of care within existing pathways and resources, and to help prepare the case 
for development of a specialist forensic youth service. 

The following report highlights some of the gaps identified in existing services and pathways to 
mental health care for those children and youth with mental disorders who are at high risk of serious 
offending, or already on a concerning offending pathway, and explores some of the consequences 
and risks of not closing those gaps. It also proposes some recommendations arising from the 
workshops. 

  



Trim 133852  4. 
 

2.0 Background 

2.1 The Young Offender Population 

Young people whose physical, psychological and intellectual development is incomplete, and whose 
emotional maturity is yet to be established have different needs compared to adults. This is reflected 
their comparatively minor offending, which is usually transitory in nature: less culpability is usually 
attached. Most do not persist with offending, and preventative measures towards more stable 
adjustment can be highly effective at this age.  In addition, the prevalence of psychiatric disorders 
is different. Rates of disorder are high in children and adolescents who offend, and those on remand 
suffer particularly poor health and multiple social stressors.1 The average number of psychological 
disorders in a New South Wales population of young people in custody2 was 3.3 disorders. 
Specifically, there are higher rates of traumatic stress, anxiety, depression, substance misuse, 
suicide, and homelessness3, as well as personality disorders, attention deficit disorders, and high 
levels of intellectual disability456 Pervasive developmental disorders such as Asperger’s syndrome 
or autism may present for the first time in the criminal justice system. Conduct disorder (a persistent 
pattern of behaviour in which either the rights of others or major societal norms are violated7) is very 
common8, and predicts later offending, mental disorder, personality disorder and substance misuse 
in adulthood9. Neurodevelopmental disorders such as Attention Deficit and Hyperactivity Disorder 
(ADHD) are often missed.  

It is important to detect the early insidious, often prodromal features of schizophrenia to intervene 
early, but there is unfortunately a long lag from onset to diagnosis, and this is often compounded 
when substance misuse, social disadvantage, emotional, behavioural or offending issues co-exist 
with the evolving illness. Presentations of Bipolar Affective disorder and a range   of Psychotic 
disorders can be difficult to clearly diagnose in adolescence, especially early in the course of illness. 
This is reflected in the now common practice of grouping and treating these as “Early Episode 
Psychosis”, and due to the high co-occurrence with substance misuse, at times “drug induced 
psychosis”. The term drug induced psychosis often induces prompt rejection from services. 

2.2 Current services 

Some major gaps have been found in Youth MH Service delivery10, including in aboriginal services, 
ADHD services, eating disorders, emerging personality disorders, inpatient beds for youth, children 
in Department of Communities (DoC) care, transition planning between different services, and 
forensic services. 

In 2011, some of the well-known identified gaps in forensic services included a forensic adolescent 
and youth mental health service, including a unit for children and young people in the criminal justice 

                                                
1 Sawyer, M.G., Guidolin, M., Schulz, K.L., McGinnes, B., Zubrick, S.R., Baghurst, P.A. (2010). The mental health  and well-being of 

adolescents on remand in Australia. Australian and New Zealand Journal of Psychiatry 44:551 559. 
2 Teplin, L. et al. (2007) Psychiatric disorders of youth in detention. In: Kessler, C. & Kraus, L. (eds).The Mental Health Needs of 

Young Offenders. Cambridge University Press: Cambridge. 7-47. 
3 Abram, K. et al. (2003) Comorbid psychiatric disorders in youth in juvenile detention. Arch Gen Psychiatry 60(11): 1097–108; 

Teplin, L. et al. (2002) Psychiatric disorders in youth in juvenile detention. Arch Gen Psychiatry 59(12): 1133– 43; Teplin, L. et al. 
(2007) Psychiatric disorders of youth in detention. In: Kessler, C. & Kraus, L. (eds). The Mental Health Needs of Young Offenders. 
Cambridge University Press: Cambridge. 7-47. 
4 Wierson, M. (1992) Epidemiology and treatment of mental health problems in juvenile delinquents. Advances in Behavioral 

Research and Therapy 14: 93–120 
5 Robertson AA, Dill PL, Husain J, Undesser C. Prevalence of mental illness and substance abuse disorders among incarcerated 

juvenile offenders in Mississippi. Child Psychiatry Hum Dev 2004; 35: 55-74 
6 Penner EK, Roesch R, Viljoen JL. Young offenders in custody: an international comparison of mental health services. Int J Forens 

Mental Health 2011; 10: 215-32 
7 American Psychiatric Association (2013) Diagnostic and Statistical Manual of mental disorders Fifth Edition. APA: Washington DC. 
8 Meltzer, H. et al. (2000) The mental health of children and adolescents in Great Britain. Office of National Statistics: London. 
9 Kratzer, L. & Hodgins, S. (1997) Adult outcomes of child conduct problems: a cohort study. Journal of Abnormal Child Psychology 

25: 65-81. 
10 Department of Health (2011) A Better Deal for Youth Mental Health: Prevention Meets Recovery. 
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Since 2011 the only development within youth forensic services has been the LINKS Court Liaison. 
This is comprised of 2 FTE nurse clinicians and 1 Senior Psychologist from the DoJ. They provide 
assessments for the courts, on-referral and care coordination but not case management.  Forensic 
mental health service provision to Youth in WA remains negligible, with psychiatrist consultation 
provided by request and good will via the adult SFMHS. 

In prison, there is little by way for formal mental health assessment, very limited psychiatric input, 
with little alternative sources of support. One FTE mental health nurse has been appointed but 
working in isolation makes liaison with other services and provision of care for all needs difficult. 
There is psychiatrist in-reach from the State Forensic MHS at 0.2 FTE, which in practice means one 
half day a week or one day a fortnight directly on site and may be provided by an adult or child 
trained forensic psychiatrist. Although there are 3 psychiatrists with combined child/adolescent and 
forensic training working in WA Public MH Services, two of them are employed as child psychiatrists 
without a specifically funded or allocated forensic role, and one in forensic services without a 
specifically funded or allocated adolescent MH role. 

There are no adolescent beds in Health Services specifically allocated for those in detention 
requiring admission. If a young person in custody requires inpatient treatment, there are three 
options, all of which are deeply unsatisfactory, and contrary to basic human rights and ethical 
standards of service provision. 

The first (and most common) is to remain unwell in custody, where there is no fit-for-purpose 
accommodation for their safe care and treatment. For mentally ill and aggressive, suicidal or self-
harming adolescents, safety can be maintained in separate high observation cells, but these are 
isolating and non- therapeutic measures. It is the equivalent of managing mentally unwell 
adolescents in seclusion for prolonged periods due to lack of more appropriate safe care. This 
contravenes their human rights as offenders and as mentally ill people- if they were hospitalised, 
under the Mental Health Act 2014 (MHA 2014), all seclusion would have to be reported and 
monitored by the Chief Psychiatrist; if they were not mentally ill, they would not be secluded for 
prolonged periods in the high observation area of the detention centre. 

Secondly, admission can take place to the Perth Children’s Hospital (if aged under 16) or to one of 
two Youth MH Units for offenders aged 16-18 in SMHS and EMHS. None of these units are designed 
for the safe and secure containment of those in DoJ custody. In practice, this means that 2 detention 
centre officers must maintain supervision of offenders transferred to a mental health ward unless a 
court releases that offender to the care of the hospital on a community- based order. In addition to 
security concerns, there are concerns about risk of aggression, predation or violating the rights of 
others by some young offenders, and the effect of the constant presence of two uniformed guards 
on the ward. This contributes to a reluctance to admit for fear of compromising the therapeutic 
environment, delivery of trauma informed care, or safety of other vulnerable young patients. 

The third option, in exceptional circumstances, is admission to the Frankland Centre, where the 
adolescent will be accommodated on a forensic acute mental health ward with adult serious 
offenders who are also severely mentally unwell. It is difficult to meet their needs in such an 
environment, and difficult to maintain their safety, when they are potentially most vulnerable. It also 
violates their rights under the MHA 2014 to be treated in an environment and with specific 
interventions appropriate to their developmental needs, sufficiently separated from where adults are 
being treated. 

 

                                                
11 Psychiatrically Disturbed Adolescent Offenders Working Party (1999) Business Case for Young Offenders Inpatient Unit. 
12 Department of Corrective Services (2010) Making a positive difference in the lives of young people in youth custodial services. 
13 Commissioner for Children and Young People (2011). Report of the Inquiry into the Mental Health and Well - 

 being of Children and Young People in Western Australia. Western Australia: CCYP 
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Recent disturbances at BHDC14 demonstrate the challenge in providing safe care and containment 
for young offenders. In custody, a balance needs to be struck between providing safety, security 
and control, and adequate care and rehabilitation services. 

3.0 Pathway mapping workshop 

The Workshop on 20th February 2019 was attended by representatives from CAMHS, Directorate of 
Youth Mental Health, Dept of Communities, Dept of Health- Area Mental Services, MHC, MHAS, 
CAG member, DoH, and DoJ. 

Two case vignettes of adolescents identified as representative of the target population by the 
Working Group co-leads were presented and discussed. The Workshop task was to use these real 
patient journeys to build a map of existing services, barriers and gaps. Both case vignettes were of 
youth who would have been referred to a forensic youth service had it existed, but instead, 
transitioned to adult mental health services and became long-term adult forensic inpatients following 
homicide or attempted homicide. 

Not all cases selected had negative outcomes. A third vignette was prepared of a youth with 
schizophrenia, family violence, homelessness and drug issues who spent prolonged periods on a 
youth mental health ward. He absconded from the ward and was involved in offending against a 
member of the community during the time he was missing. The mental health service liaised with the 
court and he was managed on a community justice order to hospital care, avoiding remand in BHDC. 
He transitioned from youth to adult community services on injectable medication under a community 
treatment order at age 18, and remained on a Community Justice Order, avoiding detention with 
plentiful support from mental health services to comply with the community reporting requirements. 
Referral for Community Forensic services assessment was made once he turned 18, but declined on 
the basis of resource limitations, with advice to re-refer in future if there were further offending and 
risk issues after full treatment was provided by mainstream services. To date he has not gone on to 
further serious violent offending. However, this case was not discussed due to time constraints. 

3.1 Summary of key themes from the workshop 

 These are complex patients and families, many agencies are involved over time in their 
assessment and care, and various risks are identified many times along the way.  However, 
risk formulations and risk management strategies are not comprehensive and not shared. 
There are repeated assessments, yet key information is lost, continuity is poor, and 
thresholds, criteria and level of expertise are variable. This results in both poor care and poor 
outcomes. 

 Communication and collaboration between agencies, services and families is hampered   so 
that no one has “the whole story” or “the comprehensive management plan”. The roles and 
goals of those involved are different, each being a piece of the puzzle. Families, when there 
is will and capacity, may be best placed to hold the “Big Picture” if effectively engaged. There 
are perceived legislative, organisational, procedural and cultural barriers to information 
sharing and collaboration between agencies, services, departments and with the family, or 
sometimes between family factions, creating a silo effect instead of a support network. 

 Defined triggers for escalation and for sharing risk information are lacking – there is no clear 
common pathway when one agency raises a “red flag” (e.g. a coordinating service, or shared 
alerts procedure). 

 Early intervention and secondary prevention opportunities are being missed:  for example, 
use of screening and protocols for conduct disorder, early/family drug use, domestic violence, 
or criminality. 

_____________________________ 

14 
OICS (2013) Directed Review into an incident at Banksia Hill Detention Centre on 20 January 2013 Office of Inspector of 

 Custodial Services: Perth. 
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 Forensic risk affects others greatly, both in the family and the community. Family and 
community interventions are important but are underused.  Multi-systemic therapy (MST) is 
an example of effective early intervention, but it is not widely known or accessible. These 
youth are at high risk of discharge back to situations which are not stable or safe for them or 
others. 

 Risk of aggression from both patients and families is a barrier to service access for this 
population across inpatient acute, subacute, accommodation and community services. 

 There is often a lack of engagement with services.  Reduced access and engagement with 
services shifts the risk back to families and the community and does nothing to ameliorate 
the problem. This must be acknowledged by services and requires risk management at 
the whole of system level. An adequate response for those with “red flags”- i.e. those with 
acute risks – requires a collaborative process across all departments involved. This might 
require interdepartmental MOUs supported by appropriate procedures to coordinate 
available services. 

 Timely access to expert comprehensive youth forensic assessment and interventions will 
support risk formulation and risk management and mitigation. Such interventions should 
reduce the likelihood of highly adverse and potentially preventable outcomes, such as serious 
injury or death, usually of family members. In addition, not just the human costs to all 
concerned, but the necessary prolonged (and expensive) journey through the criminal justice 
system, lengthy stay in custody or on a forensic unit afterwards might be avoided. 

4.0 System Gaps 

The specific gaps in current pathways to care for child and adolescent offenders include: 

• Information flow (particularly the quality, access and transfer/sharing - loss, distortion and 
fragmentation of information) 

• Family participation 

• School participation 

• Appropriate accommodation/accommodation support 

• Emergency Department use/response 

• Assertive case management 

• System wide care coordination role by an identified person 

• Risk response (i.e. specific triggers/protocols when significant risk/deterioration is detected 
which might including common agreed processes across services and agencies to sharing 
the alert) 

• Transition/handover process between services (often resulting in loss to follow up or long 
waiting lists) 

• Inadequate joint agency working with poor service planning and coordination 

• Inadequate level of mental health services for people presenting at court - LINKS limitations 

• Inadequate services to BHDC 

• Inadequate access to community forensic services 

• Variable application of trauma informed practices 

• Variable cultural competence 

• Inconsistent adherence to human rights and the charter of public patient rights 
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• No detailed inquiry after homicide. 

The implications of these is explored in more detail below.  

4.1 Opportunity for intervention 

The mental health support of young people in prison has the potential to prevent a lifetime of 
involvement in the criminal justice system15. It is among the most prominent of all the needs of young 
people in criminal justice systems. In general, custody provides a unique opportunity to assess health 
needs, and provide educational, emotional, social and psychological support where it is needed for 
this often highly disadvantaged population of emerging adults.  In particular, addressing the social 
problems of young alcohol and drug misuse, domestic and family violence and trauma, provision of 
stable accommodation and optimizing opportunities can all contribute to better health, reduction of 
reoffending and a safer society. 

However, it is particularly difficult to meet the needs of mentally ill adolescents in custody. There is 
a well-established offender pathway from childhood into adulthood, and early intervention has the 
potential to divert trajectories16. It has the potential to improve lives and significantly reduce costs to 
society1718. These costs include those to criminal justice, lost employment, reduced productivity, and 
increased levels of crime. Young people who offend and who have mental disorders are increasingly 
marginalised, alienated, and excluded from services. Many offenders are also victims and have a 
complex array of needs, so youth justice requires a balance of welfare, justice and therapeutic 
interventions. Youth justice is a potential gateway for under- privileged people to access mental 
health care: they don’t tend to refer themselves. 

Services have been developed in other states in response to the opportunity for significant long- 
term health, social and financial benefits. These provide expert youth forensic mental health 
interventions before the age of 18, including early intervention. The nature of these is variable, from 
comprehensive and large capacity services to smaller, consultation-liaison and coordination focused 
options. This may reflect their different fiscal, social and health priorities, existing services 
landscape, resources, pathways and gaps. Analysis of this may assist future service planning, and 
so form the basis of the recommendations made in this report. 

Attachment 3 briefly summarises these models as described through liaison with their lead clinicians. 

5.0 What are the potential adverse outcomes if these gaps in service provision remain? 

Without adequate mental health service provision to youth in the criminal justice system it is not 
possible to generate individualized evaluations of need or practical, comprehensive treatment plans. 
This means that the most vulnerable young people with special needs, chronic mental illnesses (with 
functional impairments, problems, symptoms and risks), emerging illnesses or disabilities cannot be 
understood or managed. Treatments or potential therapies cannot be delivered, and interventions 
with the potential to alter trajectories are unlikely to be effective, if delivered at all. Treatment barriers 
grow, requiring more complex or intensive interventions later, and may become insurmountable. 

 

15 
National Mental Health Commission (2013) A contributing life: the 2013 National Report card on mental health and Suicide 

 prevention Section 7: Feeling safe, stable and secure. NMHC: Sydney. 
16 

Kim-Cohen, J., Caspi, A., Moffitt ,T.E., et al. (2003). Prior juvenile diagnoses in adults with mental disorder:   developmental 
follow-back of a prospective longitudinal cohort. Arch Gen Psychiatry 60:709– 17. 
17 

Cohen MA & Piquero, AR (2009) New evidence on the Monetary value of Saving a High-Risk Youth. J Quant 
 Criminal 25: 25-49 
18 

Foster, ME et al (2005) The High Costs of Aggression: Public Expenditures Resulting from Conduct Disorder.  American 
Journal of Public Health 95: (10) 1767-72 
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In the group of mentally ill offenders also sit the small number severely mentally ill people who go 
on to kill or seriously harm others. They may be identified as high risk, but without expert 
assessments, treatment planning and good pathways to appropriate and effective interventions at 
the right time, increasing barriers to treatment may mean they only come into forensic treatment 
after such offending, missing the opportunity for secondary prevention. 

Risks of non-intervention in this population may include: being rejected or bullied by peers or others; 
feeling alienated; failure to meet academic and vocational potential; association with deviant peer 
groups; development of a more antisocial range of behaviours; the choice of anti- social romantic 
partners; initiation and receipt of partner violence; early pregnancy  and  adolescent motherhood 
and fatherhood; having children with health problems; being poor  parents; increased time to 
diagnosis and treatment with  reducing  effectiveness  of  intervention for serious mental illness; 
increased level of associated disability, health costs and social marginalization from a young age; 
and increased risks of harm to self/others. 

5.1 Information flow 

When information does not get well gathered, recorded, used or flow with the patient across 
jurisdictions, or between agencies, services are acting blind – without a full picture. This leads to 
inefficiency, missed diagnoses, mis-diagnoses, under estimation of risk, mis- or under- treatment, 
frustration and disengagement by patients and families, further unnecessary service use and 
potentially preventable adverse outcomes. 

Confidentiality and patient preference are often used as an excuse by overloaded services and 
agencies not to ask for or share clinical information. Even when confidentiality is not an issue, it 
takes a lot more time to carefully review past information, and historical information may not be 
regarded as relevant to solving immediate problems but be crucial. Services do not know what 
important information is missing, and unknown information cannot be acted on. In some cases, this 
may be easier for services, but carries significant risk. 

An example of loss of key information during transition between agencies contributing to a 
catastrophic outcome was taken from one of the cases discussed in the workshop.  

5.2 Family participation 

Families often hold a wealth of longitudinal, collateral and crucial information, but may not be 
contacted, or, worse, not listened to. In both these cases there is an inadequate and incomplete 
history, potentially leading to the consequences outlined above. In situations of high risk, inadequate 
risk information and incomplete risk assessment can lead to highly adverse outcomes. Insufficient 
engagement of the family misses’ opportunities for treatment participation and continuity of care. In 
some cases, family conflict may be missed, and may contribute to difficulty in engagement, or the 
continuation of an inappropriate placement, or exposure to risk and further trauma for the patient or 
family. 

5.3 School participation 

Many behaviours and problems can present for the first time at school. Some schools have difficulty 
in managing disruptive behaviours, which sometimes may be an indicator of trouble ahead. 
Interventions can be put in place to minimize these before they develop further, and referrals made 
to services to manage risk and divert trajectories.  Inadequate service response    to school issues 
or neglecting involvement in school or vocational training as part of a comprehensive intervention 
contributes to adverse outcomes. 
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5.4 Appropriate Accommodation/placements 

Lack of appropriate placements may result in long waiting lists and escalation of risks of youth either 
waiting or unable to gain access. Lack of accommodation provokes social, emotional and 
behavioural instability and disadvantage. Homelessness can compound substance misuse, abuse, 
mental disorders, marginalization, exclusion and alienation from society.  Services are very much 
more difficult to provide to a homeless person, because access to many services is problematic 
without a fixed address, and arrangements for contact are difficult to make. 

Conversely, once established, the increasing instability, behavioural patterns and risks associated 
with long-term homelessness become a barrier to being accepted into or succeeding to remain in 
placements and services that do become available, creating a vicious cycle. Both mental health 
needs and a history of offending can reduce access to placements, and for those with co-occurring 
significant forensic and mental health or developmental issues, the range of appropriate options can 
be very limited. 

5.5 Emergency Department Use/response 

Emergency Departments (EDs) are often the immediate port of call in a crisis with high/immediate 
risk, or when there has been difficulty gaining access to care in other ways, especially outside 
business hours. However, EDs are less than ideal bases from which to provide mental health 
comprehensive assessment, treatment, or organize coordinated community services and 
responses. 

The information, or time to search it, is limited in a busy ED, contributing to less than comprehensive 
assessments. Patients and families may be exhausted or  frustrated  by  the  crisis, service access 
difficulties, long waits, effect of drugs or medications, and the high stimulation environment in an 
ED. Staff try to assess and assist under the most difficult  conditions, and may be frustrated because 
of  “frequent presentation” effects  - the same patient  or different patients with the same problem, 
creating a rotating door phenomenon because of external, system factors outside their influence. 

Bed access block contributes to inappropriate use of ED as a “holding bay” because no bed is 
available to directly admit urgent cases from the community, or for those for whom the decision to 
admit from ED is made. It is not uncommon now for patients to remain in ED for so long that their 
referral for examination in an authorised bed expires. Patients have consecutive assessments and 
referrals made, and in the meantime require a high level of resources to be treated or managed. 
Bed flow or access block increases pressure to discharge from ED straight back to the community. 
It also increases the threshold for admission. This means that patients who are deemed high risk 
enough to be referred to ED under the MHA 2014 are returned into   the community without the 
benefits of intervention provided by the mental health unit. 

Inadequate levels of community services, access or response contributes to inappropriate ED use, 
and places extra pressure on the ED. This is seen in increasing presentations with effects    of 
substance misuse, behaviour disturbances, deliberate self- harm/suicidality and violence. ED staff 
may be at increased risk, requiring containment by increasing security and/or police presence, 
rendering the ED a less therapeutic place for all. 

The current pattern of inappropriate ED use also leads to potentially wasted opportunities for more 
comprehensive assessment and effective interventions including risk management, and can lead to 
inappropriate service use and increasingly catastrophic outcomes - one of the cases presented in 
this workshop went on to kill his family shortly following assessment and discharge from an ED. 
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5.6 Assertive case management 

Complex cases require assertive case management, and due to service resourcing, this is often 
inadequate or absent. Lack of comprehensive treatment planning and coordinated care for high risk 
and complex cases results in poor continuity and inconsistencies in care, service gaps, 
inefficiencies, and lack to follow up. The capacity and confidence of services to collaboratively 
manage complex cases, such as those with conduct disorder as a co-morbid condition, is eroded. 
In practice this often leads to unacceptable behaviour and rejection from services. This can place 
youth, families and communities at risk. It increases the risk of problematic behaviours such as 
substance misuse becoming entrenched. Such rejection also leads to rapid criminalization. 
Alternatively, if Community Treatment Orders are used instead of meaningful engagement, they 
increase risks of police contact and entering the criminal justice system. 

5.7 System wide care coordination role by an identified person 

Complex cases, such as the target population of youth forensic mental health services, come into 
contact with many services and agencies at different times and places, as exemplified by mapping 
the journeys in the case studies. Often, no one service holds the case over time, so cannot develop 
the big picture view that is so important in risk formulation and management, as the sections above 
on information flow and family participation illustrate. 

A nominated, willing and appropriate long-term, stable family member or other support 
person/advocate who can facilitate system-wide care-coordination and collateral information- 
sharing is invaluable. The nominated persons should be involved in care planning, communication, 
reviews, risk management and coordination of the support network over time and across services. 
Where no such suitable person is available from family/supporters, then a long-term GP or stable 
clinical complex care coordinator may be able to hold this function, and hand it over when 
appropriate family or support person becomes available. 

5.8 Risk response (i.e. specific triggers/protocols when significant risk/deterioration is 
detected which might include common agreed processes across services and agencies to 
sharing the alert) 

While repeated risk assessment and management plans are completed by each service from their 
own perspectives, there are few protocols for actions based on triggers or signs of deterioration. 
Often an alert is placed on “the system” but no communication of the ‘red flag’ occurs with other 
involved agencies, unless some action is required from them. For example, system alerts are not 
shared automatically even within health: e.g. ED information system (EDIS) alerts will not cross 
populate to PSOLIS (the mental health system), let alone across departments such as Health and 
Communities. 

If alerts of increased risk or deterioration were by agreement shared between all already involved 
agencies, there would be more coordinated and effective responses by all.  For  example, an 
episode of domestic violence by an adolescent (based  on  delusional  beliefs that  his brother is 
trying to kill him in a conspiracy with the ex-girlfriend who is in his school class)  could trigger an 
alert by the first agency becoming aware of this to the other agencies involved, and generate 
collaborative risk management responses as appropriate e.g. these could include mental health, 
Department of Communities, the school, and police. 

5.9 Transition/handover between services 

Transitions between services often rely on documentation rather than verbal handover, involve 
double or triple handling and oftentimes on a wait list (overt or not). Time on waitlists, interim 
“holding” and more transitions contribute to drop out or moving out of area in a population with 
already high mobility and barriers to engagement. Repeat assessments and handovers increase 
potential for errors, information loss in risk assessment and management, and ongoing inadequate 
service provision. In turn this may lead to developing problematic behaviour remaining unchecked 
or escalating. Problematic behaviour which is not adequately understood may be misinterpreted. 
Lack of forensic knowledge and skills by those either handing over or receiving responsibility for 
care provision can lead to increased likelihood of rejection by services. 
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5.10 Lack of interagency working: poor service planning and coordination with gaps 
between services providing support to the same client/family 

Work with complex youth and families requires close collaboration within communities, across 
health, education, social care, justice and NGO sectors. Lack of inter-agency working results in 
siloed thinking, inadequate responses, and poor outcomes. Where services lack the expertise for 
interventions, without help these agencies may not intervene effectively, or may inappropriately 
reject cases. Gaps in understanding, information sharing, and joint working processes between 
agencies result in lack of continuity of care, lack to follow up, frustration (of professionals, clients, 
families and carers), inefficiency, mistrust and substandard care. Emerging problems may be 
overlooked, and opportunities for interventions and risk reduction missed. 

An example: 

 
 

Formal processes of communication of even limited key information across multiple agencies and 
departments would aid support and risk management. Barriers to collaborative working would need 
to be overcome. 

5.11 Inadequate services for children presenting to court 

There is an inadequate pathway for people presenting to the children’s court who need an 
intervention. The Links Court can provide a valuable preliminary assessment and advice to the court 
but can offer limited interventions as a service and limited therapeutic option to the court because, 
so few are available. As a consequence, there is a missed opportunity to intervene and divert from 
the criminal justice system at an early stage. Many more serious offenders with mental disorders 
are remanded into custody to BHDC than should be the case.  

5.12 Inadequate services to Banksia Hill Detention Centre 

In recent years the BHDC has had a troubled history, with a number of disturbances. As an institution 
it has struggled to develop a more therapeutic regime, and to meet the needs of some of its more 
vulnerable detainees. As a consequence, a potential outcome has been further criminalisation, 
traumatisation, and neglect of mental illness. This has contributed to delays in service provision, 
inadequate access to hospital care and mental health deterioration, which increases the risk of long-
term pathology and service use. 

On site assessment of mental health for offenders in custody at BHDC is provided via 0.2 FTE 
psychiatry and 1.0 FTE level 2 nurse employed by the DOJ. In practice, in-reach from SFMHS   for 
assessment and management recommendations occurs once a month to once a fortnight. The 
provision of mental health services to the centre does not meet the need. 

If severe mental illness of a detainee is identified, there are no specific or appropriate hospital beds 
available to transfer them to. This can lead to prolonged and inhumane neglect in un- therapeutic 
areas in the detention centre, delayed access to treatment and possibly mental health deterioration. 
Unsuitable regimes have led to prison disturbance and disruption of the prison, and these can also 
be traumatising, with lasting psychiatric consequences.  Mental illness is also a known risk factor in 

A family was served its second eviction notice for loud disturbances, neighbour complaints about 

suspected drug dealing and damage to the property. The staff of the public housing provider were 

concerned about the welfare, behaviour and health of the family’s agitated adolescent. The adolescent 

was already known to Child Protection for periodic family support but was not an open case. He had 

been referred by his school psychologist to CAMHS for longstanding oppositional behaviour and 

development of anxiety, with school refusal starting 2 months prior. He was awaiting his first 

“partnership appointment”. He was facing the Children’s court on arson charges for having set fire to 

some bins at his school two weeks previously. This was not known to any of the other agencies. 

 

None of the other agencies were aware of the eviction circumstances, as the adolescent failed to attend 

his partnership appointment. His family is not contactable by CAMHS or the school participation officer. 

He is not activated by CAMHS, and the DCP is not contacted because there are no specific child safety 

concerns. 
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suicide. WA falls behind services offered by other states and territories in Australia and most 
developed countries of the western world in failing to provide access to mental health beds for young 
people in custody. 

Within the centre itself, in essence there needs to be an upgrade of all aspects of the mental health 
intervention provided. As with adult services this will require enhancement of screening and 
assessment procedures (for example by using an updated JMR1012 or other youth screening 
instruments)19, development of a case management model, increased integration with other 
services, such as drug and alcohol services, and mental health services in the community. 
Development of an individual care plan addressing problems, needs, symptoms, strengths and risk 
management20, with input from other agencies will be needed. Treatment paradigms such as family 
therapy, cognitive behavioural inputs, multi-systemic therapy and aftercare services should be 
provided. 

5.13 Inconsistent cultural competence 

Where services are not finely attuned to meet the cultural needs of their service users, this can lead 
to poor user engagement, alienation, lack of community engagement, lack of family input, mistrust 
of services, misunderstanding of presentations and social contexts, misdiagnoses, culturally 
inadequate treatment approaches, and ineffective and inefficient interventions. 

5.14 Inadequate access to community forensic services 

Even if local services recognise high forensic risk and the need for assessment, inability to access 
forensic services for a timely specialist risk assessment and management plan can hamper Youth 
and CAMHS services’ ability to manage cases effectively. This can lead to suboptimal interventions 
to reduce offending risk, and possibly subsequent realisation of that risk. This has obvious adverse 
consequences on families, victims, patient, communities, criminal justice system, services, 
reputations, and civil rights, as well as the public purse. The pressure on forensic services for 
provision of unfunded risk assessments is substantial and growing. This can lead to delays in 
response, inadequate or incomplete assessments, or no assessments. The referral threshold for 
assessments may be too high, and patient consent is required (but not always given) for forensic 
referral from local services, meaning many risks are inadequately assessed and managed locally 
without specialist input. 

A comprehensive forensic assessment offers the potential opportunity for specialist risk formulation, 
the development of a very detailed understanding of the case, and the creation of a detailed inter-
agency treatment plan, with coordination, multidisciplinary input, sharing of knowledge, skills, 
therapeutic endeavour, risks and optimum outputs. 

5.15 Variable application of trauma informed practices 

When services develop for this vulnerable client group, models of care and services need to consider 
the significant pathways through trauma that many potential clients will have endured. Many 
services have attempted to introduce these, including BHDC. Trauma informed care is challenging 
to deliver in the face of challenging behaviours and aggression which can be triggered in traumatised 
people. Lack of access to services and repeated experiences of rejection or failure of care can 
themselves amplify the effects of past trauma. 

 

 

____________________________ 

19 
Stathis, S. et al. (2008) Use of the Massachusetts Youth Screening Instrument to assess mental health problems in young 

 people within an Australian youth detention centre. Journal of Paediatrics and Child Health 44: 438-443; Bailey, S. et al. (2006) 
 Recent developments in mental health screening and assessment in juvenile justice systems. Child and adolescent psychiatric 
 clinics of North America 15: 291-406. 
20 

Chapman, J. et al. (2006) Mental Health Service Provision in Juvenile Justice facilities: Pre- and postrelease 
 psychiatric care. Child and Adolescent Psychiatric Clinics of North America 15: 445-458. 
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5.16 No inquiry after homicide 

Gaps in services are perpetuated due to ongoing apparent lack of community concern. Multiple 
preventable homicides and other serious incidents arising from disjointed system of care are not 
often brought to public attention, and even then, in an ad hoc fashion.  A regular high-level inquiry 
after significant failures of care in other jurisdictions has educated the public about the standard of 
care required. Public concern with increased scrutiny of the sector from inquiries, implementation of 
sensible recommendations and government investment has ensured the quality of care provided 
has risen to the level required. 

5.17 Rights to care 

Access to care is a civil right of detainees which is currently being neglected.  The violation of the 
civil rights of vulnerable adolescents with mental disorders is difficult to justify. Treatment of mental 
health patients detained in hospital for their safety is overseen by the Chief Psychiatrist, with strict 
reporting and monitoring of the use of restrictive practices such as seclusion.  Prolonged isolation 
of suicidal and self-harming adolescents in observation cells (as a means of keeping them safe 
because of lack of access to more appropriate care) violates their rights as mental health patients 
to least restrictive care. 

6.0 Conclusions 

Significant gaps were identified in service availability and access throughout existing pathways to 
forensic mental health care for youth in WA. No specific forensic mental health services for children 
and youth exist in WA. Therefore, there appears to be no overview of the system, or service interest 
in taking the lead in navigating care along these pathways.  Attempts to intervene are often ad-hoc. 
There are significant capacity, access, process, engagement and flow issues at all points of these 
pathways. 

Practical, knowledge, information and cultural barriers exist between agencies and services that do 
become involved. These contribute to deficiencies in secondary prevention, continuity of care, 
collaborative care provision, quality and safety of care, and optimal inclusion of family/support 
persons in care coordination and planning. The silos are multiple, big and strong, but ultimately 
unconnected, so collaborative interagency working is currently very challenging. 

The system will only work once these connections are made and processes and practices along the 
pathway properly coordinated. A whole of system interagency response, with collaboration across 
stakeholder departments and organisations is needed.  Sustained meaningful change and effective 
pathways across the system will require genuinely putting big picture, long-term costs and outcomes 
(measured on an individual and population scale) above short term political and funding pressures, 
to achieve more together- system wide.  The broad stakeholder workshop held by this working group 
clearly articulated, and jointly agreed, that there is willingness “on the ground”, but that high-level 
executive championship and engagement is needed. 

Most Western countries as well as other Australian states and Territories have established forensic 
child and youth mental health services. The interventions these offers are associated with 
therapeutic outcomes and greater reductions in recidivism than those systems with fewer 
therapeutic options which can only offer more punitive responses.  Leadership in youth forensic 
mental health care should be provided by a dedicated mental health child and youth forensic service 
which operates across the existing pathways.  
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Where such teams have been adequately resourced elsewhere, elements have included 
contributions from multidisciplinary teams, with a base in a health setting, and having access to 
health service support, supervision and governance processes. Teams should comprise psychiatry 
time, psychology, psychiatric nursing and social workers, substance misuse workers, occupational 
therapy, art therapy, and speech and language therapy input21(a).  

This input should be provided across the entire forensic pathway, including in the detention centre. 
The team should provide care and treatment for those with major mental disorders, distress 
tolerance and behavioural input for those with anger and impulse control disorders, and appropriate 
therapy for those with post traumatic symptoms. Social work input is vital to maintaining and re-
establishing links to the external world, family support and in transition planning. Substance misuse 
services should be integrated and provided throughout the forensic pathway. Peer support workers 
and family support/intervention are a relatively low-cost high impact addition in care provision for 
youth with complex comorbidities and needs. 

Systems failures such as those identified here do lead to catastrophic outcomes, with consequent 
high personal, health, social and economic costs in this high risk and high stakes space. There 
needs to be a change in the level of acceptance that the lack of evidence-based interventions 
available for this group in WA is justified or acceptable. There is an opportunity to develop 
interventions which are more effective and potentially cost neutral over time.  These have the 
potential to prevent such adverse outcomes. 

7.0 Previous Recommendations 

In 2012, a WA Youth Justice Think Tank21(b) recommended: 

 

 

None of these recommendations have been implemented. They would go some way towards 
rectifying the issues identified here. They are therefore endorsed. 

 

 

 

______________________________ 

21
(a) Withecomb, J. (2010) The young offender. In: S. Wilson, S. & Cumming, I. (eds.) Psychiatry in prisons: a comprehensive 

handbook. Forensic Focus 31. Jessica Kingsley: London. 
21

(b) WACOSS 2013, The report and recommendations of the 2012 Youth Justice Think Tank 

 

• a dedicated forensic mental health unit for children and young people be 
established 

• young people in detention should have improved access to mental health 
services including psychiatrists 

• ongoing support after leaving detention is provided 

• increased funding to community organisations to provide personal care through 
services and support to young people leaving detention 

• service coordination by a care manager 

• individual centred planning undertaken in consultation with a young person 
occurs prior to them leaving detention 

• increased availability of a range of supported accommodation options for young 

people who are due to be released from detention or on bail but who do not have 

safe, stable and appropriate accommodation to return to. 



Trim 133852  16. 
 

 

8.0 Further Recommendations 

8.1 System improvements 

• An independent system-wide WA youth MH service collaboration and integration review 
should be initiated, with a dedicated lead, small taskforce and appropriate funding allocated. 
A service and process Collaboration and Integration Plan should be produced for 
consideration by Departmental Leadership at system-wide level, with clear lines of 
responsibility for implementation once approved and published. As similar system wide 
collaboration and integration gaps have been highlighted in other MH service streams, there 
is potential for this work to support broader system-wide integration planning and 
improvements. 

• An interdepartmental MOU which addresses provision of mental health care to youth 
offenders and youth in detention should be developed. This should be led by the MHC, DoH 
and DoJ, but include the Department of Communities, Department of Education and Training 
and Police Department22. 

• The MOU and Integration Plan should be supported by the establishment of a multi- 
departmental working group23 whose role is to review and develop joint working policies and 
procedures, and develop and implement best practice in: 

o Information sharing protocols between agencies and services 

o Joint case management 

o Sharing alerts regarding safety of clients, staff, family or community 

o Protocols for transition of cases between agencies and services 

o Protocols for shared care arrangements between agencies and services. 

Care coordination and collaborative partnerships between involved agencies, departments, and 
wherever possible client and family should be the principle for care provision. 

Once a trans-departmental forensic client is identified by a key service provider, they should be 
flagged. This should trigger a thorough collaborative assessment and joint care planning 
meeting. 

An appropriate and stable nominated family member/support person/advocate should be involved 
where possible, or a complex care coordinator where not, and this needs to be facilitated in the 
MOU. 

Once established in care in the system, follow up needs to be provided, coordinated through regular 
multi-agency case conferences/progress and planning reviews involving client, family/support 
person and all involved agencies. 

Special arrangements and culturally inclusive assessments and interventions need to be established 
for certain groups: people from Aboriginal, other indigenous and CALD communities, refugees, 
temporary residents (e.g. international students), youth in custody. (Threshold for concern and 
initiating assessment should be lower in these groups.) 

8.2 Development of a forensic youth stream 

• A state-wide forensic youth MH stream development project should be initiated with a 
dedicated lead. 

 

 

22 
An example is the MOU between DoJ and DoH regarding health service provision for offenders. 

23 
An example of a successful initiative is the Joint Working Group between the DoJ and DoH regarding health service provision 
for offenders. 
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• A service with the capacity to manage or co-manage people with complex comorbid mental 
health disorders commonly seen in this group24 at all points of the criminal justice pathway is 
required. 

• Youth forensic beds are needed and would need to be embedded in the Youth Forensic MH 
stream to operate effectively. 

• This stream should be functionally separate to adult forensic services and target 
delivery/support of care to identified service gaps in existing pathways. 

• The forensic youth MH stream should offer in-reach (or telehealth) services to different 
settings for continuity of care and capacity building, including the community, CAMHS/Youth 
services, and in detention.  Assessments and interventions should occur in consultation and 
collaboration with other involved agencies and family/support persons. 

• Principles including continuity of care, interagency working, trauma informed care, secondary 
prevention, multidisciplinary and peer support input, nominated family/person involvement 
and supported care transition should inform service development. 

• The age ranges covered by “Youth” services differ according to the target population, and 
type of service, some starting from age 10, some covering 16-25. The age range of services 
may be different for inpatient and non-admitted service components (as in whole of WA 
mental health services currently). Adult forensic services currently service over age 18, as 
do adult mental health services. Some youth over 18 are more appropriately treated in a 
youth service, while others in an adult service. The issue of economies of scale is of practical 
importance in establishing a new service, especially inpatient beds. Therefore, appropriate 
age range should be considered and determined as part of the service development project. 

8.3 Other recommendations 

• Referrals to assessment and support/treatment services should be considered and available 
if needed to all youth who appear within the Links Court of the Children’s Court of WA. 

• Consideration should be given to the establishment of a formal process of a mandatory 
independent inquiry undertaken after a homicide or attempted homicide involving a young 
person who is or recently has been under the care of mental health services. 

 

 

 

 

 

 

 

 

 

 

 

 

 

24 
ODD, emerging personality disorders, schizophrenia and psychotic disorders (early episode psychosis), ADHD, ASD, 
substance use and dependence disorders, complex severe PTSD, intellectual/developmental disabilities (including FSD), 
organic brain injury, severe social/developmental disadvantage and homelessness. 
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ATTACHMENT 1: 

 

Terms of reference and members of the Forensic Youth Mental Health Mapping of 
Pathways: Access to Care Working Group 

 

1. Name 

The group shall be known as the Forensic Youth Mental Health Mapping of Pathways: Access to 
Care Working Group. 

2. Deliverables 

• Identify scope of target population  

• Identification and consultation with key stakeholders 

• Specify existing services, care including admission, in-house care or in-reach care for 
young people in Banksia Hill Detention Centre using existing resources 

• Benchmarking with existing and planned services in other states 

• Map pathways to mental health care using existing resources of HSPs and NGOs 

• Identify target population pathway needs 

• Gap analysis (to include an analysis of the implications of current gaps on pathways, 
services, human rights, financial efficiency of the system as a whole) and analysis of 
pathway barriers 

• Produce recommendations for closing gaps or modification of pathways within the entire 
forensic system. 

3. Background 

On 26 June 2018, the Chief Mental Health Advocate (CMHA) arranged a meeting of key stakeholders 
to discuss the current difficulties in obtaining appropriate mental health inpatient admission for 16 
and 17-year-old youth in custody at the Banksia Hill Detention Centre (Banksia Hill). It is also noted 
that there are also barriers in place in obtaining care for high risk youth going through the courts. 

The discussion at the meeting reinforced that access to mental health care services for youth at 
Banksia Hill is below acceptable general community standards.  

Being a state-wide service issue, the CMHA wrote to the Director General (DG) of the Department of 
Health (DoH), as the System Manager inviting the DoH to collaborate on the project.  

The CMHA wrote to the DG of the DoH on 5 July 2018, advising that further to a meeting of relevant 
stakeholders on 26 June 2018, one outcome from the meeting was that there was a need to map out 
pathways to mental health care using existing resources of the Health Service Providers (HSPs). The 
CMHA advised John Banfield, Program Manager, Mental Health Unit on 10 August 2018 that Dr 
Chinar Goel and Dr Stella Fabrikant from Fiona Stanley Hospital will co-chair the ‘Forensic Youth 
Mental Health Mapping of Pathways – Access of Care’ working group.  

4. Chairs / Leads 

The Chair or Co-Chairs will be elected by the Forensic Youth Mental Health Mapping of Pathways 
and Access to Care Working Group.  
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5. Membership 

Members of the Forensic Youth Mental Health Mapping of Pathways: Access to Care Working Group 
will be invited from a diversity of backgrounds with the primary aim of building inclusive partnerships 
with relevant knowledge, skills and experience to address the endorsed specific purpose of the 
Working Group. The following members constitute the Working Group: 

 

Dr Stella Fabrikant (Co-chair) Clinical Lead, Youth Mental Health, FSH 
Dr Edward Petch (Co-chair) Consultant Forensic Psychiatrist, DoJ Dr 
Chinar Goel Head of Service and Consultant, FSH 

Karen Curtis Director, PCH CAHMS 

Dr Pradeep Rao Head of Department, PCH, CAMHS 

Dr Katinka Morton Consultant Psychiatrist, SFMHS (later PCH) 
Michelle D’Silva Mental Health Advocate, MHAS 

Dr Alex Jaworska Senior Medical Co-Director, Bentley Health Service 

Karen Harris A/Assistant Director, Commissioning and Contracting, MHC 

Rochelle Moukina Youth Mental health Advocate, MHAS 
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ATTACHMENT 2: 

 

Attendees of the Forensic Youth Mental Health Mapping of Pathways: Access to 
Care Workshop – 20 February 2019 

Esther Dawkins (Facilitator) DoH (Institute of Health Leadership) Clinical Excellence Div.  

Kayran Bell MHC 

Smitha Bhaduri Bentley Health Service 

Amanda Branley MHC 

Michelle D’Silva MHAS 

Margaret Doherty Forensic Mental Health Sub network 

Kristy Downe DoJ 

Dr Stella Fabrikant FSH 

Moya Fisher MHC 

Chinar Goel FSH 

Rachel Griffiths Bentley Health Service 

Gaynor Harrington DoJ 

Karen Harris MHC 

Ian Matthews DoJ 

Dr Katinka Morton PCH (Former Cons. SFMHS) 

Dr Edward Petch DoJ 

Dr Pradeep Rao PCH, CAHMS 

Warwick Smith NMHS, Directorate Youth Mental Health 

Louise Soia MHC 

Richard Steward Bentley Health Service 

Stephen Cohen DoC 

Julien Kerrie DoC



 

ATTACHMENT 3: 

 

Adolescent Forensic Mental Health Service Models in other States 

  

New South Wales 

 

Victoria 

 

Central and South Queensland 

Service Models 
for Community 
Adolescent 
Forensic Mental 
Health Services 

Forensic Risk 
Assessment 
Management Advice 
Service 

CYMHS kids with 
violence risk 
consequent 
psychosis, possible 
paraphilias and when 
emerging 
psychopathy is 
queried. 

Statewide Consultation 
(east of Victoria, Orygen 
are providing the west) 

Secondary Consultation 
for Eastern Health and 
Rural Services 

Primary Consultation for 
Bayside and Southern 

“Capacity Building” 

No case management 
“Co therapy” 

Risk assessments for all 
adolescents other than those 
referred by Child Protection 
Services (due to the risk of harm 
with reduced service provision). 

Some ongoing psychological work, 
but not prescribing or crisis 
management. 

Transition for 
Adolescents 
Leaving 
Custody 

Community 
Intervention Team 
established. 

No Community 
Intervention Team 

Community Intervention Team 
established. 

Attend Watch Houses, provide care 
for children awaiting Youth 
Detention beds. 

Court Liaison 
Service 

Court Liaison Service 
included 

Children’s Court Clinic in 
place, not included 

 

Court Liaison Service – including 
fitness and mental impairment 
assessments.  10-12 year olds seen 
automatically.  Very serious 
offending seen automatically. 

Referral rate has increased 150% 
over the recent 18 months. 

Additional 
Services 

  In 2019, the commencement of a 
Violence Prevention Program Pilot. 

Patient Ages Age 14 – 17 years Age 10 – 21 years 
(Youth Justice driven, 
Youth Justice Orders) 

Age 10 – 18 years (upper age limit 
increased to 18 years from 
February 2018) 

Eligible 
Referrers 

Must be CYMHS 
registered 

Must be CYMHS 
registered 

Accept referrals from CYMHS, Child 
protection services, Youth Justice, 
Court. “Everyone” 

Risk must be managed by a local 
agency. 

 

 

 

21. 

 

 



 

 

 

 

 


