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Executive Summary

This is the evaluation of the Assertive Community Child and Adolescent Mental Health
Service (CAMHS) pilot which was run in three Local Health Districts (LHDs) in NSW. The

evaluation involved qualitative in-
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1 Introduction
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This is in keeping with the Mental Health Act 2007 (NSW) key principles of care and
treatment which include:

Consumers should receive the best possible care and treatment in the least
restrictive environment enabling the care and treatment to be effectively given
(Section 4A).
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Components of the model

° Timely triage response
° Assertive approach to engagement: persistent approach with repeated attempts to
make contact, including immediate follow-up of clients who did not attend

° Flexible approach: time and location of assessment and intervention(s) in community
settings
° Planned intensive intervention: frequent clinical input (e.g. 3-5 contacts a week), and

high staff to service user ratio until the need for intensive input is resolved
° Collaborative relationships: able to access other CAMHS professionals, and agencies
as required in order to meet the needs of the young person and their family or carers

Service Delivery

The services these teams will provide include the assessment and assertive management of
children and adolescents with acute mental health symptoms. The mobile CAMHS specialist
assertive teams will be responsible for:

° triage

° initial assessments

° acute interventions

° brief interventions

° prompt child and adolescent psychiatric consultation

° intensive community care

° assertive early intervention through home-based treatment

° providing education and support to primary referrers including GPs, schools, police and
community services to manage clients with acute needs

° linkages to physical health care

Staffing

Social Policy Research Centre, UNSW Australia




Evaluation of the Assertive Community CAMHS pilot in NSW

Social Policy Research Centre, UNSW Australia



Evaluation of the Assertive Community CAMHS pilot in NSW
3 The Evaluation

This is the final report of the evaluation of the Assertive Community CAMHS pilot program.

Social Policy Research Centre, UNSW Australia
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The main questions which formed the basis of the impact evaluation were:

1. What was the extent of the changes?
2. Did the introduction of the Assertive Community CAMHS Teams make a difference?
3. Were there any unintended outcomes?

The scope of the impact evaluation included:

° whether there was change in response times
° whether there was an impact on hospital admission rates
° whether there was a change in capacity of broader CAMHS team to deliver other

evidence-based treatments

3.3 Approach

The evaluation used quantitative and qualitative methodologies. As it was primarily an
implementation evaluation, the theoretical framework for the project was based on
implementation science (Fixsen et al, 2005), that has been developed in response to the
increasing evidence indicating that evidence-based programs often lose much of their
effectiveness due to implementation failures.

Social Policy Research Centre, UNSW Australia
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Figure 1 Implementation drivers

Source:

Social Policy Research Centre, UNSW Australia

10


http://implementation.fpg.unc.edu/module-2/implementation-drivers

Evaluation of the Assertive Community CAMHS pilot in NSW

It was therefore important to focus on aspects of implementation such as the resourcing of
the program; training and mentoring for program staff and other key stakeholders;
preparation of other agencies to engage with the program; structural changes introduced
including data collection, staff supervision, and workload allocation; as well as cultural
change activity within key organisations to accommodate new ways of working.

The evaluation was also based on the program logic model for the Assertive Community
CAMHS program as outlined in Figure 2 below, with the Outputs and Impacts forming the

focus of the evaluation.

Social Policy Research Centre, UNSW Australia
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4 Methodology

4.1 Interviews with stakeholders

Semi-structured qualitative interviews were conducted with 23 stakeholders associated with
the NSW Assertive Community CAMHS pilot program. This included staff members and
managers from CAMHS within the three participating LHDs. A total of nine interviews were
conducted with stakeholders affiliated with LHD A, six from LHD B, and six from LHD C. A
further two interviews were conducted with stakeholders associated with the Assertive
Community CAMHS pilot but not affiliated with a specific LHD.

The interviews aimed to understand the process of implementing the Assertive Community
CAMHS pilot program in each of the LHDs and the impact of the pilot program on the
CAMHS service.

The interviews explored the following broad areas:

° participants’ perception of the Assertive Community CAMHS program and its
effectiveness

° participants’ thoughts as to how the Assertive Community CAMHS program has
integrated with other relevant services

° whether there had been any changes for CAMHS and other mental health services
resulting from the introduction of the Assertive Community CAMHS program

° whether there had been a clearly defined role for the Assertive Community CAMHS
team

° whether there were any barriers to the setup and implementation of the Assertive

Community CAMHS team and program

° whether there were any factors that enabled the setup and implementation of the
Assertive Community CAMHS team and program

° recommendations about how the program could be improved

The associate investigators from each LHD

Social Policy Research Centre, UNSW Australia
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4.2 Filereview

A review of 59 randomly selected Assertive Community CAMHS client files was undertaken
as part of the evaluation: 20 from LHD A, 20 from LHD B, and 19 from LHD C. The selection
criteria for files included both current and discharged clients who had accessed the Assertive
Community CAMHS program for a minimum of two weeks.

Social Policy Research Centre, UNSW Australia 15
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unresolved issues, much of the data provided to the evaluation team should not be
considered to be a reliable summary of Assertive Community CAMHS as a whole, nor of the
Assertive Community CAMHS at any of the three LHDs. As can be seen, there were often
fewer responses to some questions in the NSW State Health Information Exchange output
than there were in the file review data, which means the output can be contradictory to the
file review data.

As per the file review data, an aggregated summary of the administrative data has been
provided in the body of the report. Considering the large differences in the delivery of the
model in each LHD, we refer to individual LHDs in reporting the results. The small cell sizes
in each LHD mean that we cannot publish the individual tables for confidentiality reasons and
have placed them in Appendix C which has not been published. Researchers who would like
access to these data should contact the authors.

The issues affecting data identified included:
Critical issues

° As described Section 5.1.1, the staffing issues in LHD C meant that members of the
Assertive Community CAMHS team were performing clinical cover to other services
(e.g. mainstream Community CAMHS, adult mental health services). Unfortunately
the Assertive Community CAMHS code was used to record this additional cover (i.e.
to record the team’s work even when it was not for Assertive Community CAMHS).
This meant that it was impossible to distinguish in the data extracted between the
clients that may have received an assertive response and those who received an
alternative service. Part of the resulting issue was that data was received for hundreds
of people in all age groups; however, removing those people aged 18 and older still
left a large number of children and young people who did not access the Assertive
Community CAMHS. Unfortunately due to these clients being recorded as Assertive
Community CAMHS, the evaluation team was unable to disentangle the Assertive
Community CAMHS clients from other clients. The data from this LHD should
therefore not be used in any way to represent the Assertive Community CAMHS
clients.

° No data could be extracted in LHD A for Assertive Community CAMHS clients who
commenced services at the time the service first opened, as no specific data code
had been set-up. The data therefore only represents a portion of the clients for this
LHD. The evaluation team were advised that the data were missing for 26 clients;
however, the information that was able to be extracted still had missing data and it
remained unclear whether the extracted data was representative of the clients and
cases in that LHD.

Social Policy Research Centre, UNSW Australia 16
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5 Implementation of the Model

MH — Children and Young People provided each of the three LHDs with the Assertive
Community CAMHS model outlined in Section 2.2. Due to the organisational arrangements
within NSW Health, each LHD was given responsibility for determining how the model would
be best operationalised and implemented in their area. This arrangement exists, in part, due
to the recognition of the uniqueness of each LHD and the overall policy of the NSW Ministry
of Health to devolve as much authority as possible to LHDs. Performance agreements were
established between the LHDs and MH — Children and Young People relating to the
implementation of the Assertive Community CAMHS program.

Social Policy Research Centre, UNSW Australia 19
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This quote illustrates the tensions inherent in rolling out a program such as Assertive
Community CAMHS, in particular the tension between a top down model which clearly
specifies what is required but does not take into account the local context, and a bottom up
approach which provides limited central guidance but can accommodate local contextual
variations.

Section 5.1 below outlines the approach to implementation taken by each of the LHDs, as
summarised in Table 1, and the facilitators and barriers to implementation experienced within
each LHD. As outlined in Section 3.3

Social Policy Research Centre, UNSW Australia 20
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LHD A LHD B

Social Policy Research Centre, UNSW Australia

22






Evaluation of the Assertive Community CAMHS pilot in NSW

Social Policy Research Centre, UNSW Australia

24



Evaluation of the Assertive Community CAMHS pilot in NSW

working in pairs included being able to offer safety to clinicians, so that clinicians do not feel
solely responsible for managing a client and family at a time of high-risk, and consistency of
care to the young person and their family if one of the pair was absent.

One of the [mainstream Community CAMHS] clinicians initially remarked ‘who would
want that job, dealing with crisis all the time’ but it doesn’t feel like that. There is a
core clinician on the [Assertive Community CAMHS] team but everybody on the team
knows about that young person and that family, and there is usually a second clinician

Social Policy Research Centre, UNSW Australia 25
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5.1.2 Local Health District B

The Assertive Community CAMHS team in LHD B was responsible for providing intensive,
short-term interventions to children and adolescents with mental health issues, and their
families. The specific aim of the team -

Social Policy Research Centre, UNSW Australia
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In terms of referral to the Assertive Community CAMHS team, people could not refer directly
to the team. All referrals went through the state-wide Mental Health Access Line, and then
the Community CAMHS team reviewed each referral. Wherever possible, clinicians
completed initial assessments in pairs and decisions were then made as to whether the
young person and their family require an assertive management approach or not.

Despite making no distinction between the Assertive Community CAMHS and mainstream
Community CAMHS teams, several participants explained that there are two separate
streams of management for children and young people, depending on need.

They are not like two discreet services; they are kind of working as one service at the
moment. We certainly will provide a more assertive intervention to kids that need it,
but that is kind of what everyone is doing across the two teams at the moment.
(Community CAMHS, LHD C)

If a change in clinical management was required due to a change in the circumstances of the
child or young person, the clinicians would adjust the management approach accordingly.
For example, if a crisis started to develop for a young person, the intensity of the support
provided would increase in an effort to work with the family to contain and settle the crisis,
and maintain the safety of the young person. The young person and their family were not
required to change clinicians or teams during this period. Several participants spoke
positively about this management approach providing continuity of care for young people and
their families.

5.2 Challenges to implementation and how these were
addressed

All three LHDs faced significant challenges implementing the Assertive Community CAMHS
model; some challenges were common, others unique to each LHD. Implementing this model
in the context of broader organisational re-structures appears to have created a significant
challenge in two of the three LHDs. Personnel issues within the team, and between the team
and others, also emerged as a significant challenge. The ideal structure of the Assertive
Community CAMHS team, and how this fitted within the broader CAMHS structure (e.g. in
relation to co-location, geographical coverage and operational protocols), appeared to be
very difficult to predict, and each of the teams has had to experiment with different
configurations. This section outlines the challenges experienced during implementation and
indicates the implementation driver (Fixen et al.

Social Policy Research Centre, UNSW Australia 28
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number of issues related to the functioning of the team that led to the resignation of a
significant proportion of the team within the first 12 months. During the initial team
recruitment, no arrangements had been made to recruit a team leader. With the team fully
staffed, a member from within the team needed to fill this role. The process of assigning a
team leader after the team was formed reportedly resulted in a breakdown in some team
relationships and subsequently undermined team cohesion. A number of participants
reflected that in setting up a new team it was important to recruit a team leader first, and then
build the team.

Organisation drivers

Given the context of changing senior management and staffing of the team, several
participants described how the proposed model of care for the Assertive Community CAMHS
program had undergone various iterations. This resulted in a lack of clarity for both the team
and the broader mental health services as the referral criteria, service characteristics, and
hours of work of the team shifted leading to some confusion and/or frustration. At the time of
the evaluation, the team were operating under the framework of the Safety First Model
(Bickerton et al.

Social Policy Research Centre, UNSW Australia 31
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Nineteen people left, mainly from the adult team but also from CAMHS [...] So the
whole mental health team is in crisis because to replace the staff it will take a very
long time [...] and it is also a human resource issue. | don't know if it is LHD C or the
whole of NSW Health, but it can take up to four months just to recruit somebody.
(Community CAMHS, LHD C)

Concerns regarding the delays with recruitment across the mental health service in LHD C
were raised by a number of participants. The changed staffing levels across in LHD C had
direct consequences for the Assertive Community CAMHS team as the team were required
to provide crucial clinical support to both the CAMHS and adult mental health teams. This left
limited opportunity to plan for and implement the Assertive Community CAMHS program.

Unfortunately, when the Assertive Community CAMHS team was initially set up, the
mainstream Community CAMHS positions were fully occupied. Then there were a
couple who left the mainstream Community CAMHS team, which then put pressure on
the Assertive Community CAMHS team [...] the program was just expected to fall into
place without sufficient time for planning [...] and then when clinicians started leaving,
it became even more difficult because the caseloads just got even heavier.
(Community CAMHS, LHD C)

Leadership drivers

Social Policy Research Centre, UNSW Australia 33
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Competency drivers

The final workforce issue raised by participants related to opportunity for training and skill
development. One of the key principals of the Assertive Community CAMHS model is to

Social Policy Research Centre, UNSW Australia
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former Child and Adolescent Mental Health Service Director, and the Child and Adolescent
Mental Health Team Leader.

The Team Leader and the former Director of the Child and Adolescent Mental Health
Service had a very clear vision around the [Assertive Community CAMHS] model and
a very clear concept of how it was going to work. They had to stick to that concept,
whilst not being rigid or inflexible, but at the same time were under the pressure of
providing services to emergency departments and inpatient services. They had to be
really clear what the role was and to be protective of that. So | think that management
leadership was critical. (CAMHS, LHD A)

In addition to the support from management, the clinical lead on the Assertive Community
CAMHS team, the psychiatry staff specialist, was noted to have provided strong clinical
leadership, both in the development and operation of the program. The clinical lead and the
other initial team members were given time for service planning and to develop a model that
would add value to existing mental health services. This included looking at research and
literature, consulting with existing CAMHS services and identifying service gaps, meeting
with consumer and carer organisations to identify what was important for these organisations
when accessing mental health services, and collaborating with key partners within
government and non-government sectors. Participant

Social Policy Research Centre, UNSW Australia 36
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5.4 How the model was operationalised

5.4.1 Referral criteria

Local Health District A

As outlined in Section 5.1, the Assertive Community CAMHS team in LHD A were seeing
children and young people aged less than 18 years, where there were increased concerns
about safety and wellbeing. This could include an increased risk of harm to themselves or
others, poor school attendance, or the risk of family or placement breakdown. The primary
focus was on children or young people who had presented, or were at risk of presenting, to
emergency departments and other hospital settings, or who had been admitted to an
inpatient ward, such as a Psychiatric Emergency Care Centre (PECC) or a specialist child
and adolescent inpatient mental health facility. An additional focus was children or young
people who already accessed mainstream Community CAMHS but who required intense
intervention due to a change in circumstances.

The [Assertive Community CAMHS] team have quite a broad definition, they talk
about a referral being appropriate if it is creating enormous anxiety within the system,
S0 a young person or child creating a lot of stress within the hospital system, or if they
are creating enormous stress for the school, or if they are creating enormous stress
for a therapist from the [Community CAMHS] team. It is quite broad, but if a young
person is creating large amounts of stress then the [Assertive Community CAMHS]
team would consider the referral. Because they can step in fast and intensively [...]
and that is really critical when a kid is in crisis and there is a lot of anxiety around
them. And there is a confidence that the team can help contain the anxiety.
(Community CAMHS, LHD A)

One key decision made by the Assertive Community CAMHS team when developing their
referral criteria was to not limit the service to children or young people with a formal mental
health diagnosis. Several participants spoke about the importance of this decision in being
able to offer a service to children and young people in need who may otherwise ‘fall through
the gaps’ in the health service.

Not having the mental health diagnostic focus has enabled young people who have
not been able to access other mental health services to get a mental health service.
They are the ones that fall through the gaps —

Social Policy Research Centre, UNSW Australia 38
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work and referral to other services. They wouldn’t normally fit within the standard
CAMHS referral criteria. (Community CAMHS, LHD A)

Local Health District B

As outlined in Section 5.1, the referral criteria for Assertive Community CAMHS team
included children and young people under the age of 17 years, or up to 18 years if still at
school, who had at least one nominated parent or carer. Children and young people could be
referred to the Assertive Community CAMHS team if there was a high level of concern about
their safety and wellbeing. This could include a presentation at an emergency department
following self-harm or suicide attempt, being identified as high risk on initial mental health
assessment, or when there was a significant carer issue leading to uncertainty about risk.
Children and young people who were receiving services through Community CAMHS could
also be referred to the Assertive Community CAMHS team if they were rapidly deteriorating
despite maximum mainstream Community CAMHS intervention.

Several participants noted that the referral criteria for the Assertive Community CAMHS team
had changed numerous times since the program was first implemented. There were mixed
views voiced as to whether the current criteria were useful. A couple of participants
expressed the opinion that the current criteria ensured the Assertive Community CAMHS
team provided a service to the children and young people who were truly high risk.

The cases they tend to deal with are the most complicated ones: the ones who have
the most difficulty making any therapy gains. [Assertive Community CAMHS] deal with
the more challenging end; clients where there is a greater level of family dysfunction,
mental health problems are often chronic, and there are a lot of co-morbidities.
(Community CAMHS, LHD B)

However, another participant expressed the view that the referral criteria were too restrictive
and the model of care for the Assertive Community CAMHS program meant that the program
was no longer providing a service that best meets the needs of the target group. The referral
criteria, the reduction in outreach service provision, and the time-limited 6-week intensive
service provision, were all factors cited by this participant as reasons why the Assertive
Community CAMHS program was no longer filling existing service gaps within CAMHS. The
participant argued that an earlier model had been better.

As the referral criteria, model of care and service arrangements at the time of the evaluation
had only recently been implemented, a review by the CAMHS Director, CAMHS Executive
and the Assertive Community CAMHS team was planned after a six month trial.

Social Policy Research Centre, UNSW Australia 39
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Local Health District C

As outlined in Section 5.1, participants described the Assertive Community CAMHS program
within LHD C as focusing on children or young people at high risk of being admitted to
hospital due to the acute nature of their mental health difficulties. For these identified
children and young people, the Assertive Community CAMHS team provided intensive
individual and family input, on a daily basis if required, in order to establish safety.

The aim is to keep young people out of inpatient units, particularly in our area
because the closest inpatient unit is an adult unit in [regional centre within LHD], and
then the child units are in [metro centre outside of LHD] and then Sydney. So there is
a real lack of child and adolescent units here. So the aim was to provide a service
where you could be an inpatient unit in the community and get in and work intensively
with family systems around safety, to try and ensure that the child could remain in the
community, rather than being contained in a unit [...] to maintain the safety of these
young people, whether this is harm to themselves or others, and also to up-skill the
family to be able to manage these young people in the community. (Community
CAMHS, LHD C)

5.4.2 Referral pathway

As outlined in Section 5.1, people could not refer directly to the Assertive Community
CAMHS team in any of the three LHDs. All referrals were made via the state-wide Mental
Health Access Line. However, as outlined below, the referral pathways from the Mental
Health Access Line to the Assertive Community CAMHS teams differed slightly in each LHD.

Analysis of the administrative data provided the ability to examine the recorded source of
referral. Across the three LHDs, the administrative data showed that the most common
referral sources were public mental health services in and outside of the area, family and
friends and specialist adolescent services. Within each LHD (tables shown in Appendix C),
LHD C recorded the fewest referrals, which is unusual given the large numbers of clients
recorded in the program data for that LHD. However, given that people could not refer
directly to the service, it was unclear whether the lower numbers were due to data quality
issues or structural issues. LHD A recorded the largest proportion of referrals.
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such as schools, other hon-government organisations (NGOs) or the NSW Department of
Family and Community Services.

I think there are always challenges in setting up a new service and working out the
referral criteria and procedures. | think it might be easier for the [mainstream
Community CAMHS] team to get access to [Assertive Community CAMHS] than

Social Policy Research Centre, UNSW Australia
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referral to Assertive Community CAMHS were public mental health services within LHD B
and specialist adolescent services (Appendix C).

This is consistent with the feedback from a number of participants who indicated that
referrals to Assertive Community CAMHS came from two primary sources: the mainstream
Community CAMHS teams, when there was concern that the safety and wellbeing of a
mainstream Community CAMHS client was deteriorating and they were in need of intensive
management; and inpatient facilities, when it was thought that Assertive Community CAMHS
program may benefit a child or young person to transition out of an inpatient setting and
assist in preventing readmission. However, one participant explained that with the recent
change in referral criteria, Assertive Community CAMHS would accept referrals from
emergency departments but were no longer accepting referrals from inpatient facilities. The
process of transitioning a young person out of inpatient units had reverted back to being the
responsibility of mainstream Community CAMHS teams.

Local Health District C

Within LHD C, referrals were forwarded from the state-wide Mental Health Access Line to the
Community CAMHS team, where mainstream Community CAMHS and Assertive Community
CAMHS clinicians would review each referral to determine which service was most
appropriate. The administration data indicated that the most common sources of referral to
Assertive Community CAMHS in LHD C were family and friends and emergency departments
(Appendix C).

A number of participants spoke of the need to further promote the Assertive Community
CAMHS in the local area, as children and young people were often referred too late during a
period of crisis for the Assertive Community CAMHS to effectively intervene.

There is still the challenge of finding the young people early enough, and | think that
child protection and juvenile justice might have a role to play [...] the challenge is

Social Policy Research Centre, UNSW Australia 43
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Table 4 Evidence of care planning

Social Policy Research Centre, UNSW Australia
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Table 8 Psychosocial or psychological interventions delivered

N
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General Hospital N children with any presentations 2
Total presentations 5

Social Policy Research Centre, UNSW Australia
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A review of 59 randomly selected Assertive Community CAMHS client files was undertaken
as part of the evaluation: 20 from LHD A, 20 from LHD B, and 19 from LHD C. The following
tables present a summary of the data from client file review for the three LHDs combined.
This is followed by analysis. These provide an overview of the types of clients accessing the
Assertive Community CAMHS services. As mentioned in Section 5.1 , there were significant
differences between the implementation of the service in each LHD and the combined totals
obscure these differences. Tables outlining the data from each individual LHD can be found
in Appendix B.

Table 11 shows that the sample in the file review had a higher percentage of females
(57.6%) to males (40.7%), and only a very small number of Aboriginal clients." The majority
of clients for the file review were born in Australia (84.7%) and spoke English at home
(83.1%).

Table 11 Demographics, file review cohort
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those who encounter the child in a dysfunctional setting or time but not to those who see the

child in other settings” (Shaffer et al., 1983).

Table 14 CGAS scores on entry

NSW ACAMHS
N 13,121 72
Mean 57.1 59.2
SD 12.1 11.8
Min N/A 10.0
Median 57.0 60.0
Max N/A 88.0

Source: NSW State Health Information Exchange

Note: NSW scores calculated at wdst.amhocn.org admission scores for ambulatory children and adolescents
in NSW over the 2010-2013 financial years.

Criteria for selection include:

Score must be complete and valid

Client must have an admission date

Must be the first entry score only (a very small number of cases had >1 entry score recorded)

Must be the first admission to the program (although it was relatively common to have more than one
admission date, there were very few cases with more than one admission and more than one admission
score)

Must be collected within 30 days of admission date (very small number had collection date after then), or no
earlier than 7 days prior to admission date (very small number had collection date earlier than that).

Table 15 below shows the ratings that NSW Health use to assess CGAS scores. According
to this rating scale, the distribution of CGAS scores for the Assertive Community CAMHS
programs combined (as illustrated in Figure 4) indicates that half of the clients either
experienced ‘some difficulty in a single area but generally functioning pretty well’ or were

managing better than that. In addition, the Assertive Community CAMHS clients also appear

to have slightly better CGAS scores than the average for children and young people

accessing mental health services in NSW (Table 14).

Table 15 Rating on the Children's Global Assessment Scale (CGAS)

1-10 Needs constant supervision
11-20 Needs considerable supervision
21-
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6 Impact on services

As outlined in the Assertive Community CAMHS Service Model (Section 2.2.2 key principles
of the model were to provide a service which: was proactive and ensured the child or young
person received rapid and appropriate treatment in order to prevent a crisis situation; and
caused the least amount of disruption to the child or young person, their family, community
supports and relationships. It was anticipated that the Assertive Community CAMHS team
would be integrated within existing Community CAMHS teams and would build partnerships
with emergency mental health services, inpatient services, and external community-based
organisations, to ensure the provision of a service that best meets the needs of the young
person and their family/carers.

It was acknowledged by participants across the three LHDs that the families who required
intensive support had previously utilised a large amount of mainstream Community CAMHS
resources. Therefore, having a team which was dedicated to providing an assertive and
intensive service, and who had the capacity to provide outreach, added value to the existing
CAMHS.

6.1 How the model fitted within the overall CAMHS and
with other mental health services

One of the key purposes of Assertive Community CAMHS was to provide a service to a
group of clients who take up significant resources for mainstream CAMHS teams. The
intention was to relieve the CAMHS and enable them to better serve their core clientele.

Local Health District A

According to participants, after the funding was released to implement the Assertive
Community CAMHS team within LHD A, the Child and Adolescent Mental Health Service
Team Leader and the initial Assertive Community CAMHS team members, including the
clinical lead, spent time planning how best to operationalise and implement the service
model. This included considering service gaps in the existing Child and Adolescent Mental
Health Service, and consulting with internal and external stakeholders about how best the
Assertive Community CAMHS team could enhance existing services to meet the needs of
children and young people experiencing acute mental health difficulties. The opportunity to
have an outreach team, who could intensively manage young people at times of crisis and
provide support to their families, was viewed by participants as a necessary and positive
enhancement of the existing service.
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The Assertive Community CAMHS team had an opportunity to work with a client
group who were already accessing the mainstream Community CAMHS. And the
[mainstream Community CAMHS] team were going to be provided with a team who
could work intensively with a client group who were taking an enormous amount of
time for the [mainstream Community CAMHS] team. So the Assertive Community
CAMHS team was value adding to our service and providing something new.
(Community CAMHS, LHD A)

Itis a great team and a really innovative model of care and it is really different to what
else is already out there, it is really non-
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support and new service model had been very positive and enabled the service to deliver a
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Despite making no distinction between the two teams, participants reported that there were
two separate streams of management that children and young people and their families may
receive, depending on their needs. One stream involved intensive clinical management over
a short time period and the other involved longer-term, less intensive management.
Clinicians from both teams managed young people in either stream. At the time of the
evaluation, most participants did not consider this arrangement to be different to the way
mainstream
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the same as what we are offering, actually probably less than what we are offering
because [..
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admissions peaked and then dropped from 2005, and then peaked again in 2012 then
dropped in 2013 to 0.45 children per 1000.

The rate of admissions to paediatric units in LHD B was substantially higher than the
remaining LHDs acr
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therefore difficult to attribute the entire change to the introduction of Assertive Community
CAMHS.

Amongst the young people aged 15-18,
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LHD C does not have a PECC unit so no data for this group is shown below.

As with the admission rates to paediatric units, there was consistent slowing or decline in the
rate of admissions to adult PECCs between 2012 and 2013. However, unlike the paediatric
admission rates, the average rate for LHDs without Assertive Community CAMHS continued
to increase during 2013. This may indicate that Assertive Community CAMHS was having an
effect. However, more time would be needed to determine whether this trend continues. Out
of the three groups of population admissions data, the PECC admissions information showed
the greatest indication of a slowing or decline in the rate of children admitted per 1000
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trend over time. The rate showed a decline between 2012 and 2013 from 0.69 to 0.54
children per 1000 entering these wards. The rate of children in the 15-18 age group was also

very high compared to both the other LHDs piloting Assertive Community CMAHS and the
average
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6.2.2 Qualitative findings relating to the impact of Assertive Community CAMHS on
reducing hospital presentations and/or admissions

As outlined in the Assertive Community CAMHS Service Model (Section 2.2.2 key objectives
of the service included: providing care in settings more acceptable to young people, their
families and service providers; reducing avoidable admissions to inpatient services and
increasing the capacity for early discharge; and reducing child and adolescent presentations
to emergency departments. Across the three LHDs it was acknowledged that certain barriers
existed that made it difficult to substantially reduce hospital presentations and/or admissions
of high risk children or young people. However, the introduction of the Assertive Community
CAAMHS service model had resulted in a positive outcome in some individual situations.

Local Health District A

It was acknowledged by a number of participants that, despite all attempts to work with
families and other key stakeholders to establish safety for a child or young person, there are
instances in which a child or young person requires an inpatient admission. LHD A did not
have a specialist child and adolescent inpatient mental health facility. As outlined in Section
5.2.2, a team member from the Assertive Community CAMHS team had an existing
relationship with the inpatient facility in the neighbouring LHD which had made it easier for
the Assertive Community CAMHS team to build links with this inpatient service. However,
access to beds within the inpatient facility remained limited, and young people continued to
present at emergency departments at hospitals across LHD A.

Participants spoke about being unsure as to whether the introduction of the Assertive
Community CAMHS team had reduced admissions of children and young people to inpatient
units; however, anecdotally it was felt that the team had been instrumental in reducing the
length of admission for some young people.
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Things are better, we've done a lot of work with our referral pathways [...] but if you
need an acute bed then and there for a seventeen year old, or dare | say thirteen year
old, we are not going to be able to get you into a bed within a day, with the tyranny of
travel and all those sorts of things, so sometimes we do have to have kids in our adult
units, and that's not ideal for anyone. (CAMHS, LHD C)

Participants explained that for children or young people requiring an unplanned admission,
they were commonly admitted to a local adult unit for a brief period in order to be stabilised,
before being discharged to an adolescent unit or home. There was noted to be a high
number of admissions to the adolescent unit at [regional] Hospital from the local area. A
couple of participants speculated that the community demographics of the local area
contributed to the high number of admissions.

One participant also cited the reduced access to community child and adolescent
psychiatrists within LHD C as a barrier to successfully reducing admissions to inpatient
facilities. The Assertive Community CAMHS model outlined the need for a multidisciplinary
team, but the team operating in LHD C had no psychiatry or nursing team members at the
time of the evaluation. With no team psychiatrist, there had reportedly been instances where
a young person was admitted to an inpatient facility for a short period for the purpose of
medication management. Also, if a young person presented at the emergency department,
the medical practitioner in the emergency department would often make the decision to admit
the young person, as there was no specialist medical support available in the community.
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7 Outcomes for children or young people
and their families

As outlined in the Assertive Community CAMHS Service Model (Section 2.2.2 the aim of the
program was to deliver mobile community acute mental health services that were consumer-
sensitive, responsive and able to provide timely, effective and high quality care.
Unfortunately, there was a lack of reliable and complete client outcome data available for the
purposes of the impact evaluation and hence it was not possible to determine whether any
changes in outcomes for children and young people had been achieved through the
introduction of the Assertive Community CAMHS program within the three LHDs.
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would be if they were working in an inpatient unit, it allows for that flexibility [...] So
families are more likely to engage in the work, and the evidence is there that this is
the time when you can do some of the difficult stuff. (Community CAMHS, LHD A)

The [Assertive Community CAMHS] team have certainly been able to take some of
those tricky clients and been able to settle thing quite quickly. That being said, they've
had to do a lot of work. Meetings, multiple family sessions, some short counselling,
but all that intense work had really been able to produce results. | know of some kids
who have not really been going to school and exhibiting some really risky
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8 Conclusions
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most appropriate way to fit the particular service, demographic and geographical context.
Although most of the participants expressed frustration about the lack of clear articulation of
the model, it is likely that there would have been equivalent frustration if MH — Children and
Young People had specified exactly how the model should be replicated in each LHD. This
is evidenced by the very different service provision contexts in the three LHDs which required
different versions of the model to work within the broader CAMHS at the district level.

As the first stage of implementation of a pilot project, it is appropriate that the three LHDs
were given the leeway to implement the model in the most appropriate way to fit in with the
service configuration in that LHD, and also that they were able to experiment with different
configurations of staffing, location and reach. Over time it would be expected that
implementation lessons would be learned and that the optimal conditions and arrangement of
the model will become clearer. At that stage it would be appropriate for MH — Children and
Young People to provide much more explicit guidance about the operation of the model.

LHDs were strongly encouraged to recruit to the Assertive Community CAMHS teams as
quickly as possible. While this is understandable, it appears to have created difficulties in
two of the LHDs, with adverse consequences not only for the resourcing and governance of
the Assertive Community CAMHS teams themselves, but also for the wider CAMHS. This is
not an issue for Assertive Community CAMHS itself but indicates an overall challenge in
NSW of recruiting CAMHS staff.

Contextual factors

Assertive Community CAMHS has been implemented in the three pilot LHDs in a context of
rapid organisational change. Two of the three LHDs have experienced significant personnel
changes and there have also been structural changes in the three LHDs, as well as within
MH — Children and Young People and in mental health services overall. Furthermore, as
indicated above, the overall CAMHS system in NSW is significantly under resourced. This
context provides significant challenges to the implementation of the model. However, it is
unlikely that these contextual factors are going to change significantly in the foreseeable
future, and so the pilot has illustrated the reality of implementing innovations within a rapidly
changing context. While the implementation science literature indicates that a stable
‘implementation ready’ organisational context is best for the uptake of new ways of working,
this is simply not the reality of CAMHS in NSW (or any other jurisdiction in Australia for that
matter).

Resources

The Assertive Community CAMHS teams were well resourced, and there appeared to be no
significant issues related to the resourcing of the teams. As indicated above, the more
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Appendix A: Research tools

Social Policy Research Centre, UNSW Australia

80












Evaluation of the Assertive Community CAMHS pilot in NSW

Evidence of other service providers’ involvement in the Care Plan?

Evidence that the young person has received a copy of the Care Plan?

Evidence that the family have received a copy of the Care Plan?

Evidence of Care Plan Review?

Is Safety Planning part of the care plan?
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Outreach

Setting (Please tick box where care delivered)

Stage of Care Setting where care was delivered

Community Health Centre Home School Hospital Other (Name)

Initial Assessment

Care Planning

Case Conference

Treatment

Review

Transfer Planning
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To whom was the Transfer/Discharge Summary given/sent? ((Please tick box if evidence sighted)

