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Introduction 

Child Development Service (CDS) Townsville has been providing outreach services to children with 
chronic and complex developmental concerns living in outer regional, rural and remote localities 
across the Townsville Hospital and Health Service (THHS) in an ad-hoc way since the 1990’s. A 
review of this service indicated that the model was inefficient, ineffective, dislocated from local 
providers, and delivered in a way that was not evidence based or family focused.  

The Australian Early Developmental Census (AEDC) is a population measure of children’s 
development upon school entry. The AEDC enables services to better understand the developmental 
capabilities of children from communities across Australia and compare communities in terms of the 
prevalence of developmental vulnerability. The AEDC confirms that geographical isolation increases a 
child’s risk of developmental vulnerability. The AEDC data indicated that CDS Townsville outreach 
communities demonstrated levels of developmental vulnerability significantly higher than the state and 
national averages, yet service access rates from these communities had historically been low. 

CDS Townsville developed an evidence based model of care aimed at improving access to high 
quality, integrated, specialist child development services specific to the needs of children and families 
living in communities within THHS. The new model of care was informed by: 

• evidence gathered through a literature review 

• service mapping of local communities 

• analysis of needs and satisfaction feedback from consumers, clinicians and community 
stakeholders 

• a three-month pilot of an interim service model. 

Evidence for a new model 

Evidence gathered through the literature review 
The literature review integrated evidence relating to the following: 

• outreach services to rural and remote communities 

• contemporary multidisciplinary child development practices 

• services to Indigenous children and families 

• the use of advanced technologies in service provision. 

Findings from the literature review recommended flexible and innovative outreach models that build 
on existing options, were tailored to local needs, and promoted cross-agency collaboration to increase 
access to family-centred services for children and families living in rural and remote areas.  
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The model of outreach service delivery recommended focuses on increased networking and 
collaboration between the visiting specialist team and rural primary service providers and places 
strong emphasis on the utilisation and mobilisation of existing resources within rural communities. 
Within this model the CDS outreach team act as consultants, educators and indirect service providers 
rather than the direct providers of care. Utilisation of a Single Session Therapy framework may also 
be valuable in an outreach setting, where children may only be reviewed a limited number of times.  

Child development is multifaceted, therefore, when developing a new model of care, 
recommendations must be guided by a thorough understanding of the core business of child 
development services. The overall aim of an outreach service is to improve access for families living 
in rural and remote communities, whilst providing parents and families with the knowledge and skills 
required to support their child’s optimal development and participation. An outreach model that 
achieves these goals should ideally:  

• be supported by appropriate policy, governance, leadership and funding; 

• have community consultation and participation; 

• provide a service that is flexible, innovative and meets local needs; 

• partner with key stakeholders (including families) and be integrated and collaborative with existing 
service providers; 

• be regular and predictable in nature; 

• be multidisciplinary in approach;  

• provide early intervention services that are guided by family-centred and transdisciplinary care 
practices; 

• provide timely provision of feedback and education; 

• utilise telehealth and technology to support face-to-face service provision; and  

• be culturally safe, use appropriate language and communication for Indigenous families, and 
understand child development within the cultural context.  

Service mapping of local communities and analysis of community need 
When comparing the feedback from caregivers, rural clinicians and community stakeholders, several 
key themes emerged. All consumers identified that there was limited access to health disciplines 
(allied health and medical) in their communities. Both the caregiver and community stakeholder 
groups identified that school-aged children had the most limited access to allied health assessment 
services. Caregivers and community stakeholders both agreed that assisting parents to better 
understand their child’s needs was the most important aspect of a child development service. 
Caregivers and community stakeholders also advised that is was important for the outreach service to 
visit their community frequently and build relationships with existing services (including early 
education facilities). Similarly, rural clinicians and community stakeholders identified that: 

• access to screening clinics (for early intervention or readiness for school) 

• integrated transdisciplinary assessments of complex children 

• support to develop a parents understanding of the their child’s needs 
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were beneficial services offered by a child development service in their community. All consumer 
groups identified the importance of co-ordination, communication and collaboration with existing 
services within the community. 

Cultural sensitivity was identified as an integral component of a service, with collaboration and 
guidance from the community being identified as the best way to build rapport. Caregivers and 
community stakeholders both identified that a Queensland Health facility was the most appropriate 
setting for child development service clinics, however, home visits and other culturally appropriate 
locations/facilities should be considered, as required, to promote equitable access. 

The results from the service mapping and analysis of community need aligned with the findings from 
the literature, and indicated that the recommendations for the improved model of care stemmed from 
robust and consistent evidence. 

Findings from Interim Pilot Model 
Data collected from a three-month trial (October 2015) of an interim model of care in Charters Towers 
indicated positive outcomes with respect to activity, engagement and satisfaction. Activity was 
doubled and referral rates were nearly tripled. The interim model improved family-centred practice 
with an increase in families participating in orientation to CDS, assessments being guided by family 
concerns and an increase of feedback sessions offered following the assessment process. Outreach 
clinicians perceived that the interim model improved rapport and relationships with consumers and 
stakeholders and increased their ability to provide comprehensive assessments and feedback 
secondary to frequency of visits. It was identified that clinic coordination and administrative support 
would be essential for the success of the new model.  

In addition, it was hypothesised that the increased referral rates and activity (measured by occasions 
of service) directly related to the increased frequency of clinics, enhanced visibility within the 
community and the addition of a speech pathologist to the outreach service.  

It was anticipated that further exploration of key areas including family and community engagement, 
community awareness of developmental impairment and family and community satisfaction would 
provide a more thorough indication of the success of the new model following implementation.  

Implementation 

Implementation of the CDS Outreach Model (July 2016 – December 2016)  
Findings from the review indicated that a contemporary child development outreach service delivered 
in rural and remote communities must: 

• be flexible, innovative and responsive 

• be regular and predictable 

• be child and family centred 

• be transdisciplinary 

• build on existing local services 

• be individualised to the needs of the child and their community 

• promote cross-agency collaboration 

• utilise emerging technologies 

• be culturally safe and sensitive.  
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Given these recommendations, in July 2016 CDS Outreach service implemented a model that 
supported:  

• six-weekly visits to the to 5 outreach sites within THHS (Ingham, Ayr, Palm Island, Charters 
Towers, and Hughenden/Richmond) with speech pathology, occupational therapy, physiotherapy 
and social work/psychology (senior level clinicians), plus associated travel, accommodation and 
information technology costs 

• administration officer/bookings support of the clinic 

• access to screening clinics if identified as a need in a community 

• access to parent/community education sessions around childhood development, early 
intervention or transition to Prep etc, and can be collaborative with schools/ daycares / 
kindergartens or other NGO and community groups 

• access to ‘drop-in’ clinics or ‘single session’ clinics 

• service delivery within Queensland Health facilities, however home visits and other flexible access 
options (i.e. school, community centres) offered where cultural barriers or travel make attendance 
at Queensland Health facilities difficult 

• access to multidisciplinary assessment service for children aged 0-8 years 

• utilisation of assistive technologies (including telephone and video conferencing) to facilitate 
orientation to the service, feedback of assessment results, goal setting, and follow up reviews with 
families 

• collaboration with existing services, education providers, community groups and other NGOs in 
the outreach sites.  

Evaluation 

Evaluation of the CDS Outreach Model (July 2016 – December 2016)  
A six-month evaluation of the new model of care occurred in January 2017. The evaluation was both 
quantitative and qualitative and considered the following: 

• impact on community engagement (measured by referral rate) 

• impact on community awareness of developmental impairment (measured by average age of 
children at the time of referral) 

• impact on family engagement (measured by attendance rate) 

• consumer and community satisfaction (survey monkey feedback) 

• cross sector and agency partnerships (referral sources)  

• workforce impacts and satisfaction (unpaid overtime and clinician feedback). 

Impact on community engagement 
In a six-month period in 2014-2015 there were 17 new referrals in total across the three sites (Ingham, 
Charters Towers and Hughenden/Richmond) previously visited by the CDS Outreach service. In the 
six-month period from July-December 2016 there were 134 new referrals across the five sites visited 
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under the new model of care (Ingham, Charters Towers, Hughenden/Richmond and the addition of 
Palm Island and Ayr).  

This equates to a 788% increase in referral rates. 

 

Impact on community awareness of developmental impairment  
The average age of children referred to CDS in the 2014-2015 period was 3.89 years. The average 
age of children referred to CDS in the 2016-2017 period was 3.25 years. This is a decrease in referral 
age of 7.6 months.  
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Impact on family engagement  

Activity 
Activity (occasions of service) captures client attendance and is a key performance indicator of 
service productivity. Under the new model of care actual activity was significantly increased. For an 
equivalent six-month period in 2014-15, 71 children were seen versus 280 children seen in July-
December 2016 (with a 16.2% failure to attend rate). This represents a 294% increase in overall 
activity. 

Adjusted activity rates for time and resource allocation allows for more effective comparison of 
resource efficiency. The 2014-15 the outreach service had a 0.4fte dedicated clinical resource. The 
2016-17 service had a 1.4fte dedicated clinical resource. With activity rates adjusted (for time and fte 
resource), the equivalent activity for 1.0fte for a six-month period equates to 177.5 OOS (2014-15) vs 
200 OOS (2016-17). Whilst these numbers are projections, this suggests that the new model of care 
is able to deliver more occasions of service with an equivalent allocated resource and is therefore 
more efficient and cost effective than the previous model of care.  

Quality of care 
The clinical pathway for children accessing the Child Development Service locally includes:  

• compulsory caregiver orientation session (to clarify the role and expectations of CDS and 
families) 

• caregiver consultation and clinical assessment of the child (where caregiver concerns guide the 
assessment process) 

• caregiver feedback session (to discuss the assessment results) 

• strategy session (to discuss ideas to assist the child’s development) 

• goal setting session (to identify priority areas and link families in with early intervention services). 

Thus, for every ‘new’ appointment, there are 4 follow up sessions, resulting in a new:review 
appointment ratio of 1:4. This ratio suits a local service however in an outreach context, where flexible 
service delivery methods and ‘soft’ entry points are vital, this structure may not be as suitable. The 
outreach care pathway may vary, particularly for those families who are reviewed in a ‘drop in clinic’ 
(i.e no orientation to the service) or ‘singe session framework’ (i.e feedback provided at the point of 
assessment) so the ratio needs to be adjusted to reflect this. With this in mind, it is expected that the 
new:review appointment ratio for outreach services should be approximately 1:3. Data from the July-
December 2016 evaluation identifies that the new:review appointment ratio is 1:1.3. This strongly 
suggests that families seen on outreach are not receiving an equivalently, high quality service 
compared with those seen in Townsville.  

Use of technology 
Teleheath has been utilised to facilitate caregiver orientation, caregiver consult, feedback and strategy 
review appointments within the outreach model, however these numbers remain low. Of the 280 OOS 
for the July-December 2016 period, 15.7% (n=44) were provided by telehealth. Whilst it was initially 
anticipated that these numbers would have been higher, it is important to note that it is an increase 
from the previous model where telehealth was not utilised at all.  
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Consumer and community satisfaction 
A satisfaction survey was distributed to: 

• caregivers of children reviewed by the CDS Outreach team between July-December 2016 

• community stakeholders from the outreach sites. 

Response rates for the caregiver and community stakeholder surveys were 50% and 23%, 
respectively. All outreach sites had representation amongst the responders. 

Key findings from the caregiver satisfaction survey were: 

• 87.5% of caregivers identified that CDS Outreach service met their expectations. 

• Communication between CDS and education services (including daycare, kindergarten and 
school) was considered to be the most important aspect of the service. Helping parents 
understand their child’s needs and providing strategies to support this were identified as the next 
most important. 

• Caregivers perceive that they are not routinely receiving orientation to the service, having 
caregiver questions/concerns explored in detail, receiving feedback regarding the results of the 
assessment or discussing strategies to support their child’s development. 

Given the small sample size of caregiver survey participants, CDS undertook a chart review of all new 
clients reviewed by the CDS Outreach team July-December 2016 to gain a thorough understanding of 
the clinical pathway for outreach families. This review highlighted that: 

• 32% of families received orientation to the service (compared with 100% of families seen locally) 

• 28% of families received parent consultation to guide the assessment process (compared with 
100% of families seen locally) 

• 58% of families received feedback following the assessment process (compared with 100% of 
families seen locally). 

Key findings from the community stakeholder satisfaction survey were: 

• 31% of community stakeholders identified that CDS Outreach Service met their expectations. 
44% of stakeholders reported no previous experience with CDS so were unable to identify if 
expectations were met or not.  

• 56% of community stakeholders had received a copy of the assessment findings. 

• Multidisciplinary assessments were considered to be the most important aspect of the service. 
Undertaking screening clinics and supporting parents to understand their child’s needs were 
identified as the next most important. 

• 100% of responders identified that CDS provides a valuable service, however 25% did not 
understand the role of CDS and 25% did not perceive that CDS worked collaboratively with 
community stakeholders. 

Cross sector and agency partnerships (referral sources)  
Collaboration and partnership with community stakeholders is a vital for outreach services as 
engaging communities in the development of a model of care is known to enhance the success of the 
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service. The type and number of referral sources was identified as a key outcome measure for 
evaluating community partnerships. 

In 2014-15 CDS Outreach service received referrals from 6 community sub-groups in outreach areas. 
These included Child Health Nurses, General Practitioners, Paediatricians, Education Queensland, 
Queensland Health Allied Health clinicians and parents/carers. In July-December 2016, CDS 
Outreach service received referrals from 11 community subgroups. In addition to those listed above, 
these included Queensland Health Medical Officers (other than Paediatricians), Department of Child 
Safety, National Disability Insurance Scheme Early Childhood Early Intervention Partner, Non-
Government Organisations and ‘drop-in’ families, who made contact with the service without a formal 
referral.  

 

 

CDS Outreach Referral Sources (2014-15)

Referrals from CHN

Referrals from GP

Referrals from Paed

Referrals from Ed QLD

Referrals from Parent

Referrals from QH AH

CDS Outreach Referral Sources (2016-17)

Referrals from CHN
Referrals from GP
Referrals from Paed
Referrals from Ed QLD
Referrals from Parent
Referrals from QH AH
Referrals from QH Med Other
Referrals from Child Safety
Referrals from Drop-in
Referrals from ECEI/NDIS
Referrals from NGO
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Workforce impacts and satisfaction  
The outreach speech pathologist, occupational therapist and physiotherapist accrued a total of 150 
hours of unpaid overtime in the 26-week period between July – December 2016 (average of 
approximately 2 hours per clinician per week). It was initially expected that this time would be able to 
be taken as ‘time off in lieu’, however, the pressures of providing timely clinical follow-up and reporting 
have made this unfeasible.  

The outreach clinicians were asked to provide feedback about the new model. There were many 
perceived benefits of the model including: 

• ‘the clinic structure and consistency of staff increases community engagement’;  

• ‘increased referral rates indicate the demand for the service’; 

• ‘the model allows for flexibility, innovation and an ability to cater to a community’s needs’;  

• ‘having the opportunity to engage with the community is very rewarding’; and  

• ‘working collaboratively with the local staff/services is positive’. 

Challenges of the new model were also identified. These included:  

• ‘families aren’t receiving a ‘full service’ due to time/resource restraints (e.g. not able to complete 
feedbacks in a timely manner or at all)’; 

• ‘there is a mismatch between what children’s local pathway would look like compared to children’s 
outreach pathway (e.g. orientation, assessment and feedback)’;  

• ‘the lack of resources allocated for administrative follow up and social work/ psychology positions 
increases the workload for the occupational therapist, speech pathologist and physiotherapist’; 

• ‘the lack of resource allocated to travel time extends the working hours for the day, this is very 
exhausting. We are not able to readily take the TOIL we have accrued due to the limited time for 
clinical follow up’ and 

• ‘limited time for preparation (e.g. collecting resources)’. 

Reflection 

Since the roll out of the new model of care, there has been a significant increase in activity 
(attendance rates) to the service. Generally (87.5%) families were satisfied with the service, however 
they identified that routinely they weren’t receiving orientation to the service, feedback of assessment 
results or having discussions about strategies to support their child. The original aim of the enhanced 
model of care was to improve access to high quality child development services. It has been identified 
that though the model is providing services to more children than ever before, these children and 
families are missing out on core components of care (feedback and strategy sessions) due to time 
and resource constraints. It is promising to see that 15.7% of activity was provided by telehealth 
(compared to not being used at all in the previous model) and as the use of this modality increases, 
with corresponding increase in available resource/time, it can be postulated that the delivery of 
feedback sessions may increase.  

The failure to attend rate (16.2%) is moderate for the service. If families participate in orientation, have 
a better understanding of what the service can provide and engagement is enhanced then failure to 
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attend rates may decrease. Families reported that community collaboration, understanding their 
child’s needs and receiving strategies to support their child are of utmost importance. It is also 
proposed that seeing fewer ‘new’ clients will increase the time/resource available to provide a 
comprehensive service, however, this will likely have an impact on the wait time to access the service. 
Alternatively, allocating more time/resource to the outreach service would support greater quality of 
care provision and allow similar wait times to be maintained. This strategy is dependent on additional 
funding being made available to the outreach service to support growth of the workforce. 

It is positive to report that referral rates and referral sources have significantly increased with the roll 
out of the new model. The inclusion of 2 new sites (Palm Island and Ayr), the addition of speech 
pathology and social work/psychology services, the increased frequency of visits and enhanced 
visibility within the communities have all contributed to the increase in demand for the service. This 
demand can be interpreted as an improvement of community partnerships and will continue to provide 
a strong reflection of community engagement.  

However, feedback from caregivers and stakeholders identified that, while working with community 
partners is one of the most important aspects of the CDS Outreach service, there are communities 
where this engagement and networking is not yet fully established. In smaller, more remote 
communities, where there are fewer community partners/agencies, it may be more time efficient to 
connect and liaise with community partners. In larger centres, where there are multiple service 
providers, this engagement becomes more challenging. Allocating time for dedicated community 
networking impacts on the activity outputs for an outreach clinic, however, this may be an essential 
strategy in further developing strong networks and collaboration with community partners. These 
networks allow ongoing community education regarding the importance of early identification of 
children with developmental vulnerability, and ensure the sustainability of the CDS Outreach service.  

Summary and recommendation 

In summary, though the new model of care has succeeded in improving access to specialist child 
development services in rural and remote THHS, the quality of the care provided to families is not 
equivalent to that delivered locally. When remodelling outreach services, it is important to ensure 
‘access’ and ‘activity’ are not prioritised over the quality of the care provided. Strategies to address 
this have been discussed above and will be explored with THHS management and Department of 
Health funding bodies. This evaluation adds evidence to support and improve the value of outreach 
services provided to children and families in outer THHS and provides transferrable learning points for 
other agencies or organisations providing like services.  
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