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Background

About the RFW Psychiatry Assessment Clinic

Royal Far West data (RFW Annual Report, 2022) shows us that rates of developmental
vulnerabilities increase the further a child lives from a metropolitan centre, and the gap
between city and country kids has widened over the past three years. There is
especially limited access to local psychiatry services, with long waiting times and
lengthy travel to services exacerbating the problem. Royal Far West has seen a 36%
increase in its psychiatry services since 2017 with half of the children in 2022 referred to
RFW requiring a psychiatry assessment.

The Royal Far West Paediatric Development Program (PDP) receives a number of
referrals each year from Paediatricians specifically seeking a second opinion from a
child and adolescent Psychiatrist regarding medications and psychosocial
interventions for their clients with escalating behaviours, despite a variety of treatment
interventions.

Many of these clients are unable to attend the service face to face at Manly due to their
high support needs. While these clients often have chronic and complex presentations,
they are not considered sufficiently acute to gain access to their local Child and
Adolescent Mental Health Service (CAMHS) and therefore continue to be managed by
their local Paediatrician without support from psychiatry services.

A Telecare Psychiatry Assessment Clinic (PAC) within the PDP has been piloted and
shown to serve this group of clients by offering an assessment and management
recommendations to support the local Paediatrician, other relevant care providers and
the child and his/her family in a timely and efficient way. The PAC provides specialist
support to local referring paediatricians without the children and families having to
leave their local area.

One of the rare components of this clinic is the tertiary level of referrals - involving
specialist to specialist referral, consultation, and prompt feedback. Additionally, the
role of the Clinical Nurse Consultant (CNC) (Child and Adolescent Mental Health) sets
this clinic apart from other telepsychiatry services currently available. The CNC collects
vital preassessment data and communicates this to the psychiatrist, provides care and
continuity for the family throughout the assessment and facilitates feedback between
the psychiatrist and the referring paediatrician. This enables families struggling with
complex needs to easily navigate the assessment process and ensures a shared
understanding of the child’s needs and recommendations for further management.

About this evaluation

In February 2022, Murrumbidgee Primary Health Network (MPHN) agreed to fund
Royal Far West to undertake a 12-month feasibility study of a telecare psychiatry
multidisciplinary assessment pathway for 20 children in the Murrumbidgee for
$88,664. This pilot was extended for a second year for a grant of $99,747. In addition,
the Peregrine Centre awarded Royal Far West a Small Project Grant of $57,891.30 for

PAC Stage 2 Evaluation Report 2
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this evaluation entitled "Embedding and extending the RFW

Paediatric Development Program'’s Psychiatry Only Pathway pilot”. Over time, the
name of the pilot changed to the ‘Psychiatry Assessment Clinic’ (PAC). RFW partnered
with the Centre for Community Child Health at the Murdoch Children’s Research
Institute and the University of New South Wales to undertake a research evaluation of
the second stage of PAC. Ethics approval was granted from UNSW IiRECS (iIRECS4456)
(19/12/2023).

This evaluation sought to explore the acceptability, feasibility, effectiveness and
scalability of the Psychiatry Assessment Clinic including its integration into RFW's PDP
as a regular service component stream. The specification of the PAC was also evaluated
to support readiness for scale. It is anticipated that the current study will build on the
findings of the original pilot project. The evaluation findings will be used by RFW to
advocate for ongoing funding, and potentially scaling the PAC into other PHN
locations.

Method

A mixed methods, non-experimental study design was used during evaluation of Stage
2 of the Psychiatry Assessment Clinic.

Participants and procedure

Stage 2 of the PAC involved 20 children and their families/carers from Murrumbidgee
PHN catchment across the 2023-2024 financial year. Evaluation data collection
activities related to each child. Purposive sampling was used to recruit participants.
Parents, the referring paediatrician (8), the RFW Psychiatrists (3) and CNC (1) were
invited to complete an evaluation survey at the conclusion of each assessment. One
initial invitation to compete the survey was sent to each group, with a reminder email
sent as follow up. Survey completion was done on-line (via REDCAP) and was
voluntary. Please refer to Table 1 for response rates for each stakeholder group.

Table 1. Response rates for each participant group

Stakeholder group n value Response rate \
Parents/carers n 55%
Paediatricians 14 70%
Psychiatrists 20 100%
Clinical Nurse Coordinator (CNQC) 20 100%

Parent survey data should be interpreted with caution. Due to the lower response rate,
the feedback presented in this report may not be generalisable to all families involved
in PAC.

PAC Stage 2 Evaluation Report 3
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Evaluation approach

The evaluation adopted a utilisation-focused evaluation (UFE) (Patton, 2013) approach,
meaning that the evaluation was designed and facilitated with a strong focus on
optimising its eventual use.

Evaluation components and design

The PAC evaluation occurred over a 14-month period and included two main
components: formative evaluation and summative evaluation. The formative evaluation
component includes clarificative evaluation (Owen 2006) which was used to clarify the
PAC (including its various components and key pathways or variables). This stream of
work identified ways to improve specification of the model, including the development
of a proposed PAC program logic.

The formative evaluation component sought to understand implementation of the
PAC, in particular, what is working well and what aspects of the PAC may need
improvement. A preliminary assessment of readiness for scale is also included in this
report.

Summative evaluation seeks to understand the impact of a program on the outcomes
of interest. This evaluation includes exploration of the effectiveness of the model with
key stakeholders. Although the timeframe of the evaluation precluded assessment of
longer-term outcomes, the development of a PAC program logic will document what
the intended long-term outcomes of the model are.

As noted earlier, the design of the study is non-experimental; participants were asked
about their experiences with the PAC after the completion of the child’'s PAC
assessment.

Evaluation questions and data sources

Table 2. PAC Evaluation questions and data sources

KEQ Data source(s)'
Formative |KEQI: Is the PAC acceptable to relevant stakeholders?
evaluation fa) Is the PAC acceptable to psychiatrists? RFW Psychiatrist
component evaluation survey
1b) Is the PAC acceptable to paediatricians? Paediatrician
evaluation survey
1c) Is the PAC acceptable to families? Family/carer evaluation
survey
KEQZ: What are we learning about the feasibility of the PAC?
2a) Do paediatricians have sufficient time to Paediatrician
engage with PAC? evaluation survey

PAC Stage 2 Evaluation Report 4
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KEQ Data source(s)'
2b) Can PAC be embedded into PDP? RFW Psychiatrist

evaluation survey
PDP quarterly reports
2c) Does the CNC role increase the feasibility of  |Evaluation survey (all
the PAC model? stakeholders)

2d) Is it feasible for PAC to be embedded in Paediatrician
paediatricians practice model/business as usual? |evaluation survey

2e) Do the RFW psychiatrists feel the Model of RFW Psychiatry

Care (MOC) is appropriate and enables the evaluation survey
completion of a thorough and accurate
psychiatric assessment

KEQ3: What are we learning about scalability?

3a. What is the reach of PAC? (How many children |Quarterly PHN data

are seen? What is the withdrawal rate? What is reports

known about the demographics of the Client Medical Record

children/families who engage with PAC?) and Program data
(various)

Attendance rates
Disengagement rates
Client demographics
Complaint reports or
incidental feedback

3b. What is the cost of the PAC compared to RFW financial records
PDP?

3c. What other evidence is there to inform Triangulate data from
readiness for scale? other KEQs, (e.g.,

acceptability, feasibility,
effectiveness,
specifications of the
PAC)

KEQ4: What is working well? Why?
4a. Which aspects of implementation are going  |Evaluation survey (all
well? stakeholders)

4b. What is enabling implementation?
KEQS5: What needs improving? Why?
5a. Which aspects of implementation are not Evaluation survey (all
going well? stakeholders)

5b. What are the challenges to implementation?
KEQ 6: How is PAC anticipated to work? (Clarificative evaluation

component)

6a. What are the key parts of the PAC? Document review (eg,
6b. How clearly is PAC described/specified to the |current MOC, pilot
people implementing it? reports)’

! Please refer to Appendix 1 for a full list of documents that were used in the document review.

PAC Stage 2 Evaluation Report 5
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KEQ Data source(s)'
Consultation with PAC
evaluation Cl and CNC
Summative [KEQ7: How effective is the PAC model in reaching the desired outcomes?
evaluation [7a) Does PAC support child/family goal Evaluation survey (all
component [gttainment? stakeholders)
7b) Does PAC assessment support child diagnosis [Evaluation survey (all
and pharmacological/non-pharmacological stakeholders)
Mmanagement?
7c) Does PAC build the capacity of paediatricians |Paediatrician
to recognise mental health conditions and evaluation survey
formulate a biopsychosocial approach to
management
7d) Does PAC increase the confidence of parents |Family/carer evaluation
to advocate and care, for their child? survey
7e) Does PAC improve the wellbeing of children? |[Family/carer evaluation
survey
7f) Does PAC result in children being seen for Paediatrician
psychiatric assessment faster compared to other |evaluation survey;
options (referral into PDP; local referral)? RFW data for PDP and
PAC waiting list
duration
Findings

What are the key parts of the PAC?

Proposed PAC Program Logic

A program logic was developed for testing with key RFW PAC staff (see Appendix 2). A
program logic is a visual depiction of how a model or program is believed to work to
achieve the intended outcomes. The development of a program logic is a common
output from clarificative evaluation, as the process helps foster better specification and
understanding of the model (Owen, 2006).

A snapshot of the PAC program logic appears in Appendix 2. This was discussed with
key PAC evaluation staff (Chief Investigator and PAC CNC) and adaptations made
based on their feedback.

Evaluation questionnaires were originally developed for the pilot, and these have been
revised for inclusion in this evaluation of the PAC. It is believed that the questions in
these four tools may provide further insight into anticipated key parts of the PAC. The
evaluation questionnaires imply that the following aspects of the PAC are critical to
ensuring the PAC reaches the outcomes of interest:

PAC Stage 2 Evaluation Report 6
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The CNC role (specifically: coordination and information
sharing between relevant parties; relationship building with family and child;
clinical support)

e The assessment by the psychiatrist

e Use of telehealth / remote communication options

e Feedback session between assessing psychiatrist, CNC and referring
paediatrician upon discharge

These insights may help shape initial thinking about the key causal pathway to the
outcomes of the PAC.

How clearly is PAC described to the people implementing it?

Review of key PAC documents (PAC Process Flow and PAC Model of Care) highlighted
that progress has been made to improve specification of the model since the original
pilot trial. The review highlighted that there are ways in which PAC developers could
further enhance the specification of PAC in existing documentation. Improved
specification of supporting program documents is anticipated to help those
responsible for implementing the PAC. For detailed findings about this review, please
refer to Appendix 3.

Acceptability of the PAC to relevant stakeholders
Acceptability to psychiatrists

The evaluation sought to understand the psychiatrists’ perceptions of the acceptability
of a range of aspects of the PAC. As shown in Figure 1, psychiatrists were extremely
positive about the communication within the PAC, particularly from the CNC and
families. Nearly all of the psychiatrists indicated the acceptability of facets of the CNC
role were excellent (see Figure 2). Furthermore, the warm handover involved in the PAC
was also rated as excellent by 85 per cent of psychiatrists.

PAC Stage 2 Evaluation Report 7
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Acceptability of communication
100%
100%
e B5%
9% 80%
80%
T0%
60%%
50%
40%
0%
a5y 15%
2[} O f -1 0% ) )
10% l 5% 5%
[ g . [ | |
With the family With the paediatrician With the CNC
m Excellent m Acceptable m Neither acceptable nor unacceptabePoor m Very poor
Figure 1. Psychiatrists’ perceptions of acceptability of commmunication with key
stakeholders (n=20)
Perception of CNC support
100% 95%
90% B0 90%
0% B85% 85%
B80%
T0%
60%
50%
40%
30%
20% 15% 15%
10 10% 10% 10% 59
- | 0 O O O -
Coordination with local Coordination and support Availability Clinical support Attendance at all Collaboration/reflection
stakeholders for complex family needs appointments regarding case

X!
mExcellent mAcceptable pNeither acceptable nor unacceptablemPoor @ Very poor

Figure 2. Psychiatrists’ perceptions of CNC role (n=20)

Highly necessary. It would have been much harder to provide a detailed

assessment for this complex case without a CNC. It is also much more enjoyable
and less stressful as a psychiatrist to have that level of assistance. | also value the

CNC's observations and clinical opinion.” - Psychiatrist

The overall outcome of the PAC was rated favourably by all psychiatrists. Sixty per cent
rated the overall outcome as excellent, with the remaining 40 per cent agreeing that
the overall outcome was acceptable. No psychiatrist reported that the overall outcome

was unsatisfactory.

PAC Stage 2 Evaluation Report
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Acceptability to paediatricians

In terms of acceptability, paediatricians were most positive about the communication
in PAC, with nearly all respondents (93 per cent) rating communication as excellent.
Qualitative responses from two paediatricians acknowledged the role of the CNC in
terms of smooth communication. While fewer paediatricians agreed that the referral
process and assessment feedback were excellent, it is notable that these aspects of
PAC were viewed positively by paediatricians, with no one rating these elements of
PAC as poor or very poor. As shown in Figure 3, just over three quarters (79 per cent)
rated the overall outcome of PAC as excellent, with the remainder rating the overall
outcome as an acceptable.

Acceptability of PAC

100% 93%

90% 79%

80% 71%
70%
60% 509%0%
50%
0,
40% 9%
30% 1%
20% o
10% 7% I
0% .
Communication Referral process Assessment Overall outcome
feedback

H Excellent ® Acceptable B Neither acceptable nor unacceptable = Poor M Very poor

Figure 3. Paediatricians’ perceptions of the acceptability of aspects of PAC (n=14)

‘Wonderful service.” - Paediatrician

Paediatricians were also invited to provide feedback about the acceptability of the
CNC role. Figure 4 depicts that paediatrician feedback was common across the
different responsibilities of the CNC, with approximately two-thirds of the sample
rating CNC support as excellent, and the remaining third agreeing CNC support was
acceptable. It is worthwhile to note that, for ‘coordination with local stakeholders (e.g.,
schools, local allied health) one respondent ticked both ‘acceptable’ and ‘neither
acceptable nor unacceptable’. To minimise bias, the analysis used the less favourable
option, but it is not possible to know if this was the preferred response by this
individual paediatrician.

PAC Stage 2 Evaluation Report 9
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80% 719 T1% T1% T19%
70% 64%
B0%
50%
40% 9% 9% 9% 9%
0% 194
208 14%;
3 (O [ [ |
0% u

Coordination with  Coordination and Availability Clinical support  Information gathering

local stakeholders support for complex
(e.q. school, local family needs
allied health)

mExcellent mAcceptable mMeither acceptable nor unacceptablemPoor  mVery poor

Figure 4. Paediatricians’ level of satisfaction with CNC support (n=14)

Acceptability to parents and carers

In terms of acceptability, families were generally positive about the PAC. Of note,
parents were most likely to report the communication as excellent (73 per cent),
followed by feedback received after the PAC visits (64 per cent). There was one family
who indicated that they had experienced some difficulties with linking back to their
child’s local services and with the overall outcome (see Figure 5).

PAC Stage 2 Evaluation Report 10
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Parent perception of PAC acceptability
80% 739
B0%% 55% 55%
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405 365 36%
30% 27%
20%
. 9% 9%
10%
0% [] ]
Communication Telehealth Post-PAC feedback Linking to local  Overall outcome

senvices

m Excellent mAcceptable mSome difficulties

Figure 5. Parent satisfaction with various aspects of PAC (n=11).
Note poor’and Vvery poor’ response options were omitted due to O respondents
choosing these options.

Qualitative feedback provided by parents highlighted the value of PAC staff, telehealth
and the alignment of the outcome with their goals upon referral into PAC. One parent
who reported that there were some difficulties with the achievement of the overall
outcome attributed this to having not yet had sufficient time to implement the PAC
recommendations at the time of survey completion.

‘I found this service extremely helpful and feel lucky to have our daughter
included in the trial as we live rurally where it is extremely difficult to find help
and the added bonus of Telehealth consultations makes it affordable for people
having to travel.” - Parent

‘We got through to the base line of her issues and worked out the best plan to
help her get back on her feet.” - Parent

‘Both [CNC] and [Psychiatrist] made sure throughout our sessions that we
understood and were meeting expectations.” - Parent

Families were also asked to provide feedback about the CNC role. As shown in Figure 6,
most families reported that the CNC role was excellent across all parts of the role.
Similarly to overall PAC acceptability, there was one family who indicated that the
CNC's help with aiding the child’'s understanding of the PAC and the information
sharing was ‘neither acceptable nor unacceptable’. Qualitative responses typically
highlighted the value of the CNC role among parents, particularly in terms of support
for families.

PAC Stage 2 Evaluation Report 11
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[CNC] has been an incredible support for our family as we navigated through these
sessions.” - Parent

‘I think the service has done a great job collecting relevant information regarding
her health behaviour and the family dynamics fantastic job at explaining what
help is needed in the future.”- Parent

“The CNC was always contactable, explained the process and was extremely
helpful.” - Parent

Parent satisfaction with CNC role

90%
82%

B2%
80%
73% 73%

T0%
60%
50%
405
30% 7o 7%
20% 18% 3“‘°
0% I 9% 9969%

- il

Coaordination Availability Alded child Understanding our Information gathering Information sharing
understanding needs

82%

m Excellent mAcceptable mNeither acceptable nor unacceptablem m

Figure 6. Parent satisfaction with the CNC role (n=11).
Note poor’and ‘very poor’ response options were omitted due to O respondents
choosing these options.

Acceptability to CNC

The CNC was asked to report on the acceptability of communication with each
stakeholder, as well as other aspects of the functioning of the PAC. Figure 7 highlights
the CNC's perception of the acceptability of communication. Communication between
the CNC and the RFW Psychiatrists was most strongly rated. Communication with all
parties was positively assessed, with the exception of communication with one
paediatrician. Qualitative feedback indicated that this rating may be due to challenges
involved in contacting this paediatrician, though for the most part, feedback was
positive about communication with all parties, including paediatricians.

‘Some [paediatricians] are very difficult to access - as in this case we could not
contact [himy/her] despite multiple attempts.” - CNC

PAC Stage 2 Evaluation Report 12
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“This was a complex case ++. Stakeholder liaison was
significant and highly beneficial.”- CNC

mg\cceptability of communication
%o
100%

90%
80% 75%
70%  65%
60%
50%
40% 35%
30%
15%
?g . 10%
o [ o

Excellent Acceptable Poor

With the family m With the pasdiatrician m With the RFW psychiatrist

Figure 7. CNC perception of the acceptability of communication with PAC stakeholders
(n=20).

Note ‘neither acceptable nor unacceptable’ and ‘very poor’ response options were
omitted due to O respondents choosing these options.

In addition to communication, the CNC typically rated acceptability of aspects of the
PAC as excellent or acceptable (see Figure 8). The CNC reported that overall
functioning of the PAC was excellent for 90 per cent of cases. Facilitation of a warm
handover with the referring paediatrician was the only aspect of PAC that the CNC
reported as poor in 10 per cent of cases. As noted above, this appears to be due to
challenges in contacting individual paediatricians where handover was deemed
warranted by the psychiatrist and CNC.

PAC Stage 2 Evaluation Report 13
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Figure 8. CNC perception of acceptability with aspects of the PAC and overall
functioning (n=20).

Note ‘neither acceptable nor unacceptable’and very poor’ response options were
omitted due to O respondents choosing these options.

Feasibility of the PAC to relevant stakeholders

Sufficiency of time to attend feedback sessions

All paediatricians believed it was valuable to have the opportunity to participate in a
verbal consultation with the psychiatrist after the completion of the assessment,
coupled with the provision of a written report. As shown in Figure 9, 79 per cent
indicated that this was an extremely valuable aspect of PAC. Qualitative survey
feedback revealed that paediatricians valued both the content covered in the verbal
consultation, as well as the way in which they were facilitated in a professional manner.
The consistent value with which feedback sessions are regarded suggests that
paediatricians are generally willing to make the time to attend them. However as
noted above, there were instances during the trial where it was challenging to arrange
a feedback time with a paediatrician. Qualitative feedback highlights that time is a
factor that limits the capacity of some paediatricians to be involved.

‘Limited timings of feedback sessions with short lead time.” - Paediatrician

‘Communication exists in far more than written word. Talking really helps
validate and listen to the concerns.”- Paediatrician

PAC Stage 2 Evaluation Report 14
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Figure 9. Paediatricians’ assessments of the value of the feedback session and report
(N=14).

Qualitative feedback from an RFW Psychiatrist highlights that the consultations were
valuable also for the Psychiatrist, and most importantly, the family.

“The paediatrician had known this family for many years and it was very valuable
to share information together for the benefit of the patient.”- Psychiatrist

Suitability of PAC to become part of PDP

Please note that most psychiatrist respondents selected ‘unsure’ to this question in the
survey, and qualitative responses indicated that at least some respondents did not
understand the question. For this reason, this survey data was excluded from
guantitative analysis. Qualitative feedback from the psychiatrists highlighted that there
was merit in expanding the PAC to eligible rural children and families beyond the
Murrumbidgee PHN area, a sentiment that was echoed by some parent and
paediatrician respondents.

‘I think this clinic would be very valuable for patients and paediatricians of rural
NSW.” - Psychiatrist

‘Please fund programs like this for all regional locations.”- Parent

CNC impact for feasibility of PAC

Virtually all survey respondents were positive about the value of the CNC role for their
respective experiences of the PAC. As shown in Figure 10, 90 per cent of psychiatrists
agreed that the CNC role was extremely valuable, with the remaining 10 per cent
indicating the role was very valuable. All paediatricians involved in the PAC reported
that the CNC role was extremely or very valuable. Families were also extremely positive
about the CNC's role for their overall PAC experience, with 91 per cent of families

PAC Stage 2 Evaluation Report 15



NS

Royal Far West

selecting ‘extremely’ or ‘very' valuable, and one family reporting the
CNC's role was ‘'somewhat’ valuable.
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Figure 10. PAC stakeholder perspectives about the value of the CNC role.
Note ‘not at all valuable’ and ‘unsure’ response options were omitted due to O

respondents choosing these options.

murdoch
children’s
research
institute

Qualitative feedback provided by psychiatrists and paediatricians highlights that the

CNC role is crucial for optimal functioning of the PAC. Responses indicate that the

CNC's clinical expertise, experience working with children and adolescents
experiencing mental health challenges and ability to liaise with relevant stakeholders
involved in the child’s care are paramount. Paediatricians acknowledged the
importance of the support role the CNC plays for families, clear communication and
the CNC's coordination of PAC. The value of the role was endorsed in the survey free-
text field by nearly all psychiatrists.

“The CNC is highly necessary and crucial to the functioning of this program. |

would not want to work in this program without a CNC.”- Psychiatrist

‘Without the CNC | would not be able to perform a thorough assessment.

Background information and setting up appointments with stakeholders is a
crucial part of this role.” - Psychiatrist

‘CNC with significant experience and high clinical skills is required.” - Psychiatrist

‘Excellent addition to the psychiatrist in terms of family support and obtaining
collateral information.”- Paediatrician

PAC Stage 2 Evaluation Report
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Feasibility of sustaining PAC in paediatric practice

All paediatricians agreed that use of PAC fits in with the smooth running of their
paediatric practice, suggesting that this model could potentially be embedded as part
of their usual business practices. Analysis of their qualitative survey responses indicated
a range of reasons that PAC would fit into the running of their practice, including:
provision of relevant support and advice, the use of telehealth, short waitlist for families,
use of a collaborative approach and clear commmunication. Paediatricians did not
identify any barriers to continuing to use PAC in their practice. All participating
paediatricians also agreed that they would use PAC again if the opportunity arose.

‘In [my location] we have very limited [access] to centralised trauma informed
diagnosis and management of child and adolescent psychiatric issues. | am
more than happy managing these kids once | have the psychiatric
opinion/diagnosis.”- Paediatrician

‘Allows telehealth access to service not readily available locally.”- Paediatrician

‘Excellent, comprehensive service with good communication and support in
dealing with complex psychosocial presentations.” - Paediatrician

Sufficiency of assessment duration

As shown in Figure 11, most psychiatrists agreed that the assessment duration was
sufficient, with one psychiatrist indicating that the length was inadequate for one
family. The same observation was made in the CNC survey (see Figure 12).

PAC Stage 2 Evaluation Report 17



(5

4
A

en's health, coL

Duration of assessment (Psychiatrist opinion)

o
5 L

95%

m Approprate w Inadequate

KEKEKK
ANAA

murdoch
children’s
research
institute

Figure 11. Psychiatrist opinion about adequacy of the PAC assessment duration (n=20).
Note ‘excessive’ response option was omitted due to O respondents choosing this

option.

Duration of assessment (CNC opinion)
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Figure 12. CNC opinion about adequacy of the PAC assessment duration (n=20)

Note ‘excessive’ response option was omitted due to O respondents choosing this

option.

Table 3 summarises the direct and indirect hours that the CNC spent with each child
and family, as well as the direct and indirect time that the psychiatrist spent with each
child and family. The data in this table highlights that both roles dedicate a substantial

amount of time to the program.
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Table 3. Direct and indirect CNC and psychiatrist hours throughout
the PAC trial (n=20).

Direct hours 138.5 hours total
with Range: 4 to 9 hours

child/young Average: 6.9 hours per client
person

(nursing)

Indirect hours 80 hours total

spent with Range: 2 to 6 hours

young Average: 4 hours per client
person/family

(nursing)

144.5 hours total
Range: 4 to 14.5 hours
Average: 7.2 hours
49.5 hours total
Range: 1.5 to 9 hours
Average: 2.5 hours

Direct hours
(psychiatry)

Indirect hours
(psychiatry)

Scalability
Reach of the PAC

Twenty young people who are living in the Murrumbidgee PHN have been involved in
the PAC this year. The participants ranged in age from five to 12 years old; one child is
enrolled in secondary school and the others are in primary school. There were more
males in the trial (13 males and 7 females). Of these 20 young people, no families
withdrew from the PAC, nor have they lodged complaints about the PAC. At the
conclusion of the PAC, there was a waitlist of a further 12 children who are yet to be
accepted/assessed because the PAC was at capacity.

Cost of the PAC

The average cost of the PAC per child this year was $5150. This costing covers the
period of time from the intake of the child through to the conclusion of their PAC
experience. It is important to note that these are direct costs incurred by RFW, and do
not account for costs incurred by the referring paediatrician (e.g. time spentin
feedback/consultation with the assessing psychiatrist). In contrast, the average cost per
child admitted to RFW PDP is over $30,000, though it is acknowledged that there is
variability in costs depending on the child.

Both costing provided above do not include the off-set of a Medicare rebate for the
psychiatrist’s (or paediatrician’s) time. As a condition of funding from Murrumbidgee
PHN, RFW could not access Medicare rebates for the PAC.

Please refer to the Discussion section for an assessment of PAC's readiness for scale.
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All stakeholder groups were invited to reflect on what the enablers are for PAC. While
there is commonality in responses across some stakeholder groups, responses are
presented in Table 4 for each group separately.

Table 4. Identified enablers for PAC, by stakeholder group

Stakeholder
group
Paediatricians
(n=14)

Identified enabler

Feedback consultation with the Psychiatrist
e ‘The ability to discuss case with the psychiatrist
and ask clarifying questions”

N value

Nn=11

Communication

Assessment

Everything

Other (referral process; timeliness; collateral
information)

Parent/carer
(n=11)

CNC role
e ‘The meeting with the CNC helped to build trust
Flexible in approach and able to discuss matters
with and without child present. Talking with
school and other health care providers worked
well.”

Telehealth
e ‘I think the Telehealth aspect worked fabulously

it can be extremely expensive for families to
travel frequently for appointments and hard for
families to take time from work to travel
resulting in loss of income and a financial drain
this Telehealth aspect would be so fabulous for
more people to be able to access help”

n=3

Communication

Other (everything, timeliness, medication
implementation)

3|5

Psychiatrist
(n=20)

Collaboration opportunities

CNC role
e ‘Well organised. Cood access to collateral
information including from school.”

3|5
0o |

Time allocation
e ‘Having adequate time to engage family, provide
psychoeducation, respond to clarifications etc.”

Nn=4

PAC Stage 2 Evaluation Report
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Structure of the model n=2
CNC Comprehensive assessment Nn=15
(n=20) Collaboration between muiltiple stakeholders Nn=11
Opportunity to educate parents Nn=6
e ‘Psychoeducation for parents to understand
their child’s struggles.”
Support for families n=6
Relational practice n=5
o ‘Warmth from psychiatrist that promoted
engagement.”
Liaison with paediatrician Nn=4
Telehealth n=2
Other (expert opinion; increased time for parents; early  n=1

access to services; review of mother's feedback; safety
planning)

What are the challenges?

Each stakeholder group was also asked for their opinion about what could be
improved about PAC. Responses were themed and are presented in Table 5 below.

Table 5. Suggested improvements for PAC, by stakeholder group

Stakeholder Identified improvement N value
group

Paediatricians No improvements sought n=4
(n=14) Improvements related to feedback sessions n=4

e ‘[There are] limited timings of feedback sessions

with short lead time.”
Stronger involvement in the information collation n=2

e ‘Twould have appreciated talking to the team as
part of the assessment process - we often have
far more information than is written in notes and
referrals, and this information can be useful in
the case formulation, as well as discussing direct
concerns and reason for referral - so as to ensure
the targeted support (i.e as having specific
questions when referring to tertiary level service)”

Other (capacity to see more families) N=1
Parent/carer No improvements sought n=5
(n=1) e ‘Ireally couldn't fault the process it was
seamless.”
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Increase duration of sessions

explain recommended therapies; in-person
assessments; more engaging use of telehealth for
children; periodic reviews after PAC completion)

Other (send follow up information to families to further

3|3
Lg

Psychiatrists Improve processes
(n=20) e ‘There were some technical issues, but we got
through them.”
e ‘More standardised questionnaires.”

n=7

No improvements sought

Increase time allocation
e ‘Enhance time of all professionals if possible.”

Continue to offer PAC beyond the trial period

Other (improved collaboration with relevant
stakeholders involved in child’s care)

CNC No improvements sought

(n=20) Improve administrative logistics

Improve liaison with paediatricians

Organise / identify local support for family/young
person

33:&3
NI &S

Organise / identify local support person for parent

Enhance processes (e.g., clear escalation pathway for
CAMHS; clear process for onward referral to PDP)

NN

Increase collaboration between Psychiatrist and
CAMHS

Impact of PAC

Goal attainment

Forty-five per cent of psychiatrists reported that they believed all the family goals were
achieved by the conclusion of the PAC assessment. Paediatricians were more likely to
agree that all goals were achieved, with 57 per cent agreeing that their goals were met.
This was similar to family feedback, where 55 per cent of families agreed the goals for
PAC were met. The CNC dataset revealed the lowest level of agreement that all goals
were met, with this reported to be the case for 35 per cent of cases. There was one
parent survey respondent who indicated that none of their goals were achieved,
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though this was reportedly due to not having had time to
implement the recommendations at the time of survey completion (see Figure 13).
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18%

Psychiatrists Paediatricians Families CNC

H All of the goals were achieved B Most of the goals were achieved

W Perhaps 50% of the goals were achieved = Some of the goals were achieved

H None of the goals were achieved

Figure 13. Perceptions of goal achievement, by stakeholder group

Qualitative feedback from stakeholders emphasised the positive impact that PAC had
for goal attainment. Broadly speaking, stakeholders were satisfied with this outcome of
the clinic, although it is important to acknowledge that there was at least one parent
who did not perceive that their goals had been met.

“This is a game changer for rural kids child psychiatrists are so few it is extremely
difficult to gain access to them when you are a parent advocating for your child
constantly, dealing with waiting lists it can be extremely heart wrenching
knowing every day you can't access help is a day lost for early intervention if this
trial becomes mainstream it would ease the minds of parents everywhere
especially for rural families.”- Parent/carer

“The suggestions for medication and intervention based on the clinical
assessment have resulted in improvements in desirable behaviour (better eating
and sleeping) and a reduction in dysregulated behaviours.”- Parent/carer

‘Recommendations [are] yet to be implemented.”- Parent/carer

‘1] have had major difficulties with [child] since completion of program.” -
Parent/carer

‘Coals of paediatrician were achieved. Mother was wanting [specifically and
only] an ASD assessment which we were transparent was not part of the PAC.” -
CNC

‘It is a great service, helping vulnerable families who would otherwise not access
such support.”- Paediatrician
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‘No further diagnosis made (appropriately), great advice about how to engage
family better, have achieved a small number of further services for family.” -
Paediatrician

Diagnosis and management

In terms of diagnosis, the PAC assessment was seen to be particularly helpful for
supporting parent understanding of their child’s diagnosis. Nearly two-thirds of families
(64 per cent) agreed that the PAC was ‘extremely helpful’ in this regard. No families
indicated that the PAC was not at all helpful in improving their own understanding of
their child’'s diagnosis. In terms of professional opinion, some difference was evident
between the CNC survey data and psychiatrists and paediatricians; CNC survey data
was more likely to indicate that the PAC ‘added to the existing diagnosis’. In all cases, it
was believed that PAC was likely to have an impact on diagnosis in some way, with
only approximately one quarter of psychiatrists and paediatricians stating that the PAC
assessment did not change the child’s existing diagnosis (see Figure 14).

100% 0%
90%
80%

70%
60%

50% 50% 5%

57%

Psychiatrists (n=20) Paediatricians (n=14) CNC (n=20)

40%
30%
20%
10%

0%

B Both changed and added to the existing diagnosis B Changed the existing diagnosis

Added to the existing diagnosis B There was no change to the existing diagnosis

Figure 14. Impact of PAC on child’s diagnosis.

The surveys explored the impact of PAC on both pharmacological and non-
pharmacological management of the child. With regard to parent opinion about their
child’'s medication, 64 per cent of families agreed that there had been an impact on
their child's pharmacological management (see Figure 15). Qualitative feedback from
some parents highlighted that changes to medications were helpful, as was
reassurance that the current medication plan was satisfactory.

‘Inclusion of risperidone to stabilise aggressive behaviours which allowed the
school to engage in different interventions for him.”- Parent/carer
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‘We may only need to change medication if anxiety gets
worse.”- Parent/carer
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36% 36%

35%
30% 27%
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0%
0%
Both changed and Changed their Added to their ~ There was no change
added to their medication medication
medication

Figure 15. Parent / carer perception of impact of PAC on child’'s medication (n=11)

In the paediatrician survey, the most common response suggests that there was no
change to the child’'s medication, but when the other responses are combined, just
over half (57 per cent) of children had their medication changed, added to, or changed
and added to. Interestingly, both psychiatrists and the CNC were less likely to report
that there was no change to the child’s medication, with one-fifth of respondents
choosing this option. The reason for the discrepancy is unclear, though may be due to
differences in response rates among the stakeholder groups. Both psychiatrists and the
CNC were most likely to report that the child’'s medication had been added to as a
result of the PAC assessment (see Figure 16).
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Figure 16. Stakeholder opinion of impact of PAC on pharmacological management.

Families were most likely to report that the PAC assessment ‘somewhat’ impacted on
their child's non-pharmacological management. Just over a quarter of families
reported there was no change in this area (see Figure 17). Psychiatrists, paediatricians
and the CNC were more likely to agree that the PAC assessment resulted in changes to
non-pharmacological management (see Figure 18).

9%

27%

9%

= Yes, alot = Somewhat = Onlyalittle = Notatall

Figure 17. Family opinion about whether PAC resulted in changes to their child’'s non-
pharmacological management (n=11).
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Figure 18. Stakeholder opinion about the impact of PAC on the child’s non-
pharmacological management.

Capacity building

Paediatricians were asked whether the outcome of the PAC would influence their
future management of other children who have similar challenges. As shown in Figure
19, there was broad agreement with this, with 71 per cent of paediatricians agreeing
that PAC would help them support children in the future to some degree. One
paediatrician believed it was unlikely the PAC outcome would influence their future
management of children.

7% 0%

57%

= Yes absolutely = Yes a little = Maybe/not sure Probably not = Definitely not

Figure 19. Paediatrician opinion about whether the PAC outcome would influence their
future management of children with similar difficulties (n=14).
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“Wonderful learning experience, over and above assistance.”-
Paediatrician

Parent advocacy for their child

As seen in Figure 20, the vast majority of parents reported that the PAC assessment
had a positive impact on their ability to advocate for their child, their child’s needs and
required services. One parent selected ‘perhaps not’ in response to this question.

70%
64%

60%
50%
40%

30% 27%
20%

9%
10%

0%

Yes absolutely A little Perhaps not Definitely not

Figure 20. Parent opinion about whether PAC improved their advocacy ability (n=11).

Child wellbeing

Parent respondents were more likely to agree that the PAC had a positive impact on
their child’s future wellbeing, with 64 per cent of parents highly confident of an impact
on longer term wellbeing, compared to 36 per cent of parents reporting an impact on
their child’'s current wellbeing. Approximately one-quarter of families did not agree
there had been a change in the child’s current wellbeing. A small proportion of parents
indicated that they thought it was unlikely that there would be an impact on the
child's future wellbeing (see Figure 21).
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Figure 21. Parent opinion about impact of PAC on current and future wellbeing of their
child (n=11).

‘I cannot sing the praises of the trial anymore highly than | already do it is a
game changer for kid's rurally to have such expertise available so easily for
everyone involved.”- Parent/carer

Qualitative feedback also highlighted the potential for PAC to have a positive impact
on the parent’'s own wellbeing.

‘We know with the right supports and early intervention will do wonders in the
future and in present time.” - Parent/carer

“There is less worry on my part.” - Parent/carer

Timeliness of child assessment

The intent behind PAC is to mitigate against a source of rural health inequity - i.e. that
rural children and young people do not have the same accessibility to paediatric
psychiatry services compared to their metropolitan counterparts. While RFW have
access to data about the availability of psychiatrists in rural areas, the trial evaluation
was used as an opportunity to obtain insights from rural paediatricians based in the
Murrumbidgee PHN. Paediatricians were asked how long the current wait time was
when they refer a child to see a child psychiatrist in their local area. Responses were
coded according to timeframe estimates and summarised below.

e A wait time of 1-2 years (n=8)

e Nothing available locally (n=3)

e A wait time of less than 6 months (n=2)

e Note - one of these respondents explained that this relatively short timeframe
(of less than 6 months) to see a psychiatrist was when the child was eligible for
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CAHMS, or if the family was willing to travel to the city.
However, the intention of this question was to understand the availability of
psychiatric services locally, since most children who engaged with PAC were not
considered eligible for CAHMS.

e More than 2 years (n=1)

RFW data

PDP wait time is currently 64 weeks. In contrast, the PAC wait time averages around
four weeks, although this has increased to eight weeks over the end of year period
when there were clinic closures and key staff were on leave.

Limitations

It is important to acknowledge the limitations of the current study, which should be
considered when interpreting the findings.

Sample size: The small number of clients involved in PAC will affect the strength of
findings, particularly given the lower response rates for parents and paediatricians in
the evaluation surveys. Given the size of the PAC for the current trial, these response
rates are relatively good, compared to other survey-based research. It is anticipated
that the findings will provide useful insights regarding the implementation of the PAC,
inclusive of learnings to improve PAC, and preliminary impact data.

Data collection tools: Trial outcomes were assessed using tools developed for this
particular evaluation. While they were based on tools used in the Psychiatry Only
Pathway (POP) pilot, they are not standardised tools. Future studies in this area should
consider the use of standardised measures, particularly for outcomes of interest.

Interpretation of question related to scaling the PAC: A point of interest in the current
evaluation is whether PAC would be a workable stream within RFW's PDP, for eligible
children and young people who only require a psychiatric assessment rather than the
full multidisciplinary assessment that is part of the PDP. Participant responses
indicated that this question was not understood as intended, which limited our ability
to answer the evaluation question. If this study were to be replicated, it would be
important to make changes to this question, or use a different methodology, such as
interviews, to ensure that the question is well understood.

Discussion

Implementation

The evaluation findings of Stage 2 of the PAC build on the positive findings relating to
acceptability and feasibility that were identified in the pilot POP report. The data
collected for this evaluation demonstrates that PAC rates well in terms of both
acceptability and feasibility among all stakeholder groups. In particular,
communication and aspects of the CNC role were highly regarded by all stakeholder
groups. It appears that smooth coordination, achievement of referral goals, and
enabling relatively prompt access to psychiatric services for families that cannot easily
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access local child psychiatrists all contribute to parents’ satisfaction

with the PAC. Paediatricians expressed similar views, but it was also evident that the
verbal feedback consultation sessions (between psychiatrist, CNC and referring
paediatrician) were a driver of satisfaction among some of the paediatrician cohort.

The current study sought to explore emergent findings from the POP pilot. One such
finding related to the CNC role, and how this role supports the feasibility of the PAC
implementation. The CNC role includes an array of high level, inter-linked
responsibilities, from communication through to clinical expertise. The findings
presented in this report highlight the number of hours of clinical and logistical support
the CNC provides, which could not be absorbed by other PAC roles, such as that of the
psychiatrist for example. The role of the CNC is highly valued by all stakeholder groups,
many of whom acknowledged that their PAC experience would not be feasible
without this role. This stakeholder feedback strongly suggests that the skill set of an
experienced CNC in child and adolescent mental health is required for the success of
the PAC.

Most other aspects related to feasibility were positively regarded by evaluation
participants. For example, paediatricians were highly satisfied with feedback sessions,
and generally would make the time to attend these sessions despite their busy
caseload. It did not appear that there was a difference here between the workplace
setting of paediatricians. Paediatrician feedback also indicated it would be feasible to
embed PAC into the usual running of their practice. Psychiatrists and CNCs agreed
that the assessment duration was adequate for all but one client. It was not possible
to fully determine whether it was feasible to embed PAC into RFW's PDP, though
qualitative feedback suggests there is some support for this idea. Overall, queries raised
about PAC feasibility in the pilot appear to be addressed by these evaluation findings.

Effectiveness

This evaluation sought to ascertain the impact of the PAC on the following outcomes:
achievement of goals, diagnhosis and management, capacity building of the
paediatrician, improved parent advocacy, improved child wellbeing and timeliness of
child assessment. Self-report was provided on these outcomes of interest, and these
findings suggest that the PAC is having the desired impact, with most respondents
agreeing that there had been a positive change in these areas. There was some
preliminary evidence suggesting the PAC also has a positive impact on parent
wellbeing. Findings suggest that PAC is more likely to have an impact on achievement
of goals, diagnosis and management, capacity building, improving the future
wellbeing of children and supporting children to access psychiatry assessment in
timely manner. It is not clear why the impact was not as strong for parent advocacy
and current child wellbeing, but this may be due to the time between the end of the
family's PAC experience and when the survey was completed by the parent. It would
be timely to consider using standardised tools and/or a more robust study design to
better assess the impact of the PAC over a longer period.

The evaluation findings suggest that PAC has strong potential to address rural health
access equity issues for children and young people experiencing mental health
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challenges. The data provided by paediatricians in this evaluation

highlights that access to child psychiatry services in the Murrumbidgee PHN is costly
and involves lengthy wait times for all but extremely acute children, and in some cases,
is not accessible locally at all. This challenge is not unique to rural and remote children
living in the Murrumbidgee PHN catchment area. The benefit of the PAC is two-fold for
those living in a rural setting: (1) children can access timely support through telehealth
without the cost and time involved in travelling to specialists located in metropolitan
areas, and (2) PAC offers capacity building to paediatricians who often work relatively
independently in rural settings. There is interest and enthusiasm from both families
and paediatricians for the PAC to continue to be provided within the Murrumbidgee
PHN, and it appears that it would be feasible to expand the PAC to other rural and
remote PHN localities.

Scalability

One of the objectives of the current project is to gather evidence that will support
scaling of the PAC to other PHN localities. Greenhalgh and Papoutsi (2019) caution that
scalability is a challenging objective to achieve, particularly in complex systems.
Multiple variables are relevant when considering whether to scale a program. For
example, advocacy for scalability relies on evidence of variables such as: effectiveness,
acceptability, feasibility, cost, and reach (CEE, 2014). A clear understanding of how the
program is anticipated to work is also critical to support an argument for scale. While
some documentation was created as part of the original pilot (e.g., a process flow
documenting the client’s journey through the pilot’'s psychiatry only pathway), much of
the operationalisation of the pilot was acknowledged to be held by key members of
the pilot team. Since the conclusion of the pilot, the team in the current trial sought to
improve specification of PAC through the development of a draft PAC Model of Care,
and updating the existing process flow document for PAC. There remains opportunity
to further improve the specification of the PAC.

A clarificative evaluation component was included in the current project to address
this gap. Clarificative evaluation (Owen 2006) is used to identify various components of
a model, including key pathways or variables. Given the limited specification of the
PAC to date, and the interest in scaling the PAC beyond the Murrumbidgee PHN in the
future, clarificative evaluation is proposed as a useful approach for the PAC. To date this
stream of work has resulted in a) a well described and specified model of care and b) a
program logic that articulates PAC's key pathway or variables. Use of this approach
may also result in further adaptations to how the model is specified. By understanding
how PAC is anticipated to work, it is easier to come to a shared understanding of what
to measure in subsequent evaluative activities (e.g., outcomes of interest). In this
particular project, those decisions have already been made, so the value of this
clarificative evaluation activity is in relation to supporting scalability of the model,
and/or for guiding future evaluation of PAC. In the event that this PAC model is
adopted elsewhere, clear specification will assist with objectives such as strong
implementation fidelity.

Emerging evidence from the PAC evaluation suggests that there is promising evidence
of readiness for scale, due to the following factors:
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e Positive perception of acceptability and feasibility of PAC

e The PAC increases accessibility to psychiatric services, as well as timeliness of
psychiatric assessment

e Direct costs of the PAC to RFW are lower than the PDP (multidisciplinary
assessment); families can also access PAC much faster than PDP

e There is evidence of the effectiveness of PAC in terms of making a difference for
parent understanding, the child’s diagnosis and management.

e There is also preliminary evidence that the PAC has an impact on capacity
building for referring paediatricians, parent/carer ability to advocate for their
child, and for the child’'s current and future wellbeing.

It is acknowledged that this evidence is based on a relatively small trial; and evidence
of effectiveness does not draw on validated tools. Decisions about readiness for scale
may warrant stronger evidence from a larger sample size.
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Appendices

Appendix 1: Clarificative evaluation data sources and process

Data sources

Documents reviewed included:
e PAC Model of Care (version 3)
e PAC Process flow (version 2)
e POP Annual Report (2023)
e PAC Evaluation Plan
e PAC Evaluation questionnaires:

O

o
O
O

Families and carers questionnaire (version 7)
Paediatrician questionnaire (version 6)

RFW Psychiatrist questionnaire (version 2)
Nurse guestionnaire (version 3)

We acknowledge that the current Model of Care continues to be revised by RFW to
align with practice learnings and evaluation findings. As such, some reflections

presented in this report may have been addressed by the time of report submission.

Process

A desktop review of key program documents was undertaken. This information was
used to develop a proposed PAC program logic. This program logic was tested with
key PAC stakeholders (Chief Investigator and CNC), and their input was used to
improve the program logic. Further work is needed with PAC key stakeholders to
identify the key causal pathway of the PAC.

murdoch
children’s
research
institute

Review of the Model of Care and other program documents also highlighted potential

changes that could be made to improve the specification of PAC within the current

Model of Care.
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Appendix 2: PAC Program Logic
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Appendix 3: Clarificative evaluation - detailed findings

This appendix provides feedback about how changes to key PAC documents (PAC
Process Flow and PAC Model of Care) could enhance the specification of PAC. It is
important to note that the suggestions outlined below are based on review of the two
documents, and therefore do not draw on findings from the current trial of the PAC.
Learnings from the current evaluation may require further adaptation to the model
itself or provide opportunities to improve our understanding and specification of the
model.

Process Flow (version 2)

Version 2 of the Process Flow for PAC is well-balanced in terms of providing sufficient
concise detail about the steps followed during the implementation of PAC. The
following points should be considered for future iterations of this document:

e |tisspecified in the blue boxes (‘meets criteria’ and ‘does not meet criteria’) that
referrers are provided with feedback about the outcome of the referral in both
scenarios. Therefore, the point at ‘phone contact with families’ that states
‘Feedback letter sent to referrer (local paediatrician) re outcome of referral’ is
repetitive. Alternatively, this dot point could remain, but remove the points
about feedback from the two blue boxes.

e At ‘phone contact with family’ it mentions that the SDQ is part of the
documentation that is sent to families. RFW have clarified that the SDQ is not
part of the documentation sent in the current PAC, and therefore the reference
to SDQ should be omitted.

e At 'nursing assessment’ there is a dot point that states ‘flexibility to meet the
needs of family/carer’. What specifically does this refer to? For example, does
this relate to logistics such as the timing of the assessment or the location of
the assessment? Enhancing clarity here may support understanding of how to
operationalise this part of the process flow.

e |nsome parts of the document there is reference to timing (e.g., hold
assessment sessions fortnightly) but there is less clarity about the timing
pertaining to other parts of the process, such as the anticipated time between
intake and phone contact with the family.

e Where sessions are mentioned with others (e.g,, at ‘psychiatry assessment’ it
states that sessions can be used to obtain feedback from stakeholders; at
‘transition of care’ there is mention of a feedback session for the paediatrician).
Are families present at these sessions?

e |t currently stipulates that the intention of the case conference (at ‘warm
handover') is to discuss treatment recommendations. It is noted that this is left
to the choice of the paediatrician who referred the family/young person to PAC.
Is the psychiatry report provided upon discharge sufficient to shift paediatrician
capacity to support their patients?

e The bulk of the process flow document represents the family’s journey through
PAC. There are some assumptions sitting behind PAC (such as referral pathways
established, and building referrer understanding about: what is unique about
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PAC; what to expect; and what the paediatrician’s role is). Amendment to the
title may make it clearer that this process flow is not intended to capture the
full PAC process.

Model of Care (version 3)

This version of the PAC Model of Care includes sufficient detail about the rationale for,
and objectives of PAC. It is well structured and includes detail that would support
those unfamiliar with PAC to understand how the PAC is intended to operate in
practice. There are a few places where additional detail may help improve specification
of the model:

Section 3d (v) Are information packs intended to include content only for
families? The location of this point may be more relevant in another subsection
when the packs are distributed, e.g., section 3e.

Section 3d (vii) and (viii) These points appear to be relevant for conduct
throughout the PAC, rather than only the referral process. It may be worth
locating these points elsewhere in the document, e.g,, in a separate subsection
relating to PAC resources immediately following (c) eligibility criteria.

Section 3e (ii) While the process flow document notes that intake decisions
about incoming referrals are communicated to the referring paediatrician,
regardless of outcome, it is not specified here that the referrer is advised of an
accepted referral.

Section 3e does not outline what information is sent to families who are
accepted to PAC. Apart from mention of allocation to a clinic appointment,
there is also no reference to communication with the family about what the
next steps are. Relatedly, while it is clear in this document at Section 3d (vii) that
the consultations will be held onling, it does not appear to be specified that all
clients have some degree of flexibility in choosing where they dial in from. Given
there are unique considerations to the use of an alternative space than the
home, such as confidentiality and internet access, it would be helpful to
articulate how clients are supported to engage with PAC electronically.

Section 3f (ii) and (iii) The distinction here between what occurs as part of the
nursing assessment and the psychiatry assessment is helpful. Discussion with
the PAC team highlights that the CNC role drives a lot of information gathering
with stakeholders that could be made more explicit here. For example, the
range of ways that information is made available (such as: direct provision of
reports from paediatrician; family share reports; direct liaison by the CNC with
stakeholders with family permission; use of the assessment session to connect
with stakeholders online)

Section 3f (iii) This section specifies that the young person is eligible for up to 3
assessment sessions with the psychiatrist. The last sentence of this section states
‘Last 15 minutes of second clinic to be used for feedback to the referrer.” In the
event it is clinically determined the young person requires a third assessment
session, does the paediatrician still receive feedback at the end of the second
session, or is this feedback held over until the final 15 minutes of the third
session?
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Section 3f (iv) The detail provided about case conferences infers that the
decision to proceed with the case conference is entirely at the discretion of the
referring paediatrician. It is unclear whether the psychiatrist, CNC or other
stakeholders involved in the young person’s care have any influence on the
decision about whether the case conference proceeds. Furthermore, in the pilot
final report, there is a comment: “Private paediatricians often not available -
need to ensure this occurs.” It is not clear from the report what stage of the
process this relates to, i.e, referral, assessment, case conferences, or at all of
these stages. It is acknowledged that reflection about this query may culminate
in questions about whether the model itself requires adaptation, rather than the
specification of the model. Further discussion about the purpose and value of
case conferences for PAC outcomes is encouraged.

Section 3f (iv) will users of the Model of Care understand what is meant by ‘put
about MBS

Section 3g (ii) This section also mentions the feedback session to the referring
paediatrician, at the end of the second session. Consider whether this needs to
be referenced in both sections.

Section 3g (iii) This section also mentions a case conference. It is unclear if this is
a second case conference opportunity, or if it is referring to the same case
conference flagged at Section 3f (iv)

Section 3k (i) This section remains blank, as do the sections Costing, Definition of
terms and references/suggested reading.

Section 30 is information that is relevant to the overall PAC, and similar to the
telehealth approach and client database referred to above, should be presented
earlier in the document with other general information.
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Appendix 4: Psychiatry Assessment Clinic Process Flow

Telecare Psychiatry Assessment Clinic (Stage 2): Process Flow F
Royal Far West

+ Referrals received from local paediatrician for opinion from RFW Psychiafrist

regarding diagmosis and further management
Referrals +  Other referrals (e.g. from providersfamilies) will be redirected to local

paediafrician
+ Referral sent to RFW via Intake/Clinic Coordinator, via PDP or directly to PAC
+ Referrals to be via the PAC Referral form; email receipt of referral fo be sent.
Eligibility Criteria
Under 12yrs ald (or 12yrs old and in ¥Year §)
Completed MOT assessment and/or diagnosis
Ancessed appropriste local senvices and suppors that will remain in place afier the RFW Psychiatry assessment (where this has not oczurmed -
discuss with Chief Psychiatrist)
Completed referral from local paediatrician for opinion frorn RFW psychiztrist as to diagnoesis and further management, not for transfer of care

Intake * Intake discussions with Clinic Coordinator andfor Chief Psychiatrist
Meets criteria [Does not meet criteria
»  Document cutcoms on PAC database and in eMR = Feedback to referrer (local paediatrician} and PHN
= Allocation o psychiatrist based on suitability and availability = Fuoress=able issues to be escalated to Chief Psychiatrist
= Feedback to referrer = Dwocument on internal database to track refermrals

* Discuss clinic | Family expectations, goals | schedule assessment times via
Fhaone contact with family Teams or Zoom and document in eMR
{Clinic Goordinator) » Documentation to be sent to family: info/welcome pack | Conzent form | SDQ
*  Clinical Questionnaires (Vanderbilt, Spence Anxiety Scale) to be sent via
Movepsych or the DBEC2Z (via WPS platform)

. ) + Feedback letter sent to referrer (local paediatrician) re outcome of referral
EME reminder re sppoinfment and forms
* Mursing assessment to include baseline information, confirmation of

services and information gathering (e.g. prior clinical’school reports etc)
*  Flexibility to meet the needs of family/carer

Nursing assessment

Ha"dm':r 'f_" neeur ""':tht'_";rs‘e and » Required prior to commencement of psychiafry assessment, unless in
Ealing peychiai discussion with Consultant
SME reminder re sppoinfment

* 1 -3 assessment sessions (as clinically indicated)

Psychiatry aszessment = Joint sessions with CHNC to promote continuity of care

* Sessions spaced as clinically indicated (~2 weeks)

* Sessions can be utilized for the purpose of stakeholder consultationfeedback

Transition of Care
Digcharge from clinic * Feedback session to be offered to paediafrician after second psychiatry
assessment session to support transifion back to local services and further suppon
for family
* Psychiatry report to be sent to local paediatrician and family
Cliniz Coordinator fo manage = Report will have input from Psychiafrist and CHNC

Warm Handover
* PC fo referrer {(~1/12 or following receipt of report) to ascertain if case conference

is required

*  If needed case conference o be offered with referrer +/- key stakeholders

* Purpose is to discuss freatment recommendations following asseszment clinic

* Evaluation survey to be sent fo i) referring paediatrician i) RFW Psychiatrists
and iii) Family

* CCto PC for telephonic completion if no forms retfumed (+1/52)

* SDQ fo be sent 2/52 post clinic

Evaluation
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