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Service Provider Survey

Executive Summary
Introduction

Coordination of services and activities among dieeand geographically dispersed partners is eatéoti
seamless service delivery and optimal quality o ¢ar children and families residing in the AlkeHealth
Services Southern Zone (formerly the Chinook HeBkigion). Exploring developmental check-ups and
service “client pathways” is a significant firseptin improving service delivery and outcomes Far ¢hild
and family.

Research Question

The research question of interest was, “What aesyistem flow processes (client pathways) expesitby
children 18-36 months of age who completed the AsgesStages Questionnaire (ASQ) between April 1,
2008 and March 31, 2009 as part of the Grow Alorty We project?”

Methodology

A flow map of the current process experienced bigdm and their families completing the ASQ was
depicted using Visio. Key indicators were defined antegrated into the evaluation plan

Results

This preliminary pathway audit has clarified thereat flow or movement of children through the syst
and it has provided the ability to identify suc@ssamisperceptions, inconsistencies and gaps é&ge3).

Recommendations
It is recommended that the Grow Along with Me SitegICommittee:

1. Use this client pathway audit as the foundationnuwhbich to develop of a critical pathway (that
incorporates best practice, evidence-informed kedgé, and quality improvement principles):

a. Examine ways to eliminate unnecessary steps ipribeess and to minimize variation among
service providers;

b. Promote consistency in the use of ASQs (e.gexample, if a child’s age is not consistent

with the ASQ version, should the previous versiothe subsequent version of the tool be used

(e.g. child is 19 months old, should 18-month of26nth ASQ be used);

c. Examine ways to reduce duplication of same-ag§® Aompletion by partner agencies;

d. Ensure that all staff members are aware of kawev how to access best practice literature;

e. Systematically review the quality of care alafignt pathways to analyze obstacles and
deviations; and,

f. Promote staff capacity to participate and desigaluative research in areas where data are

lacking and where limited best practice knowledgauailable.

2. Promote the availability of key indicators in a ush responsive computer database:

a. Refine collected data elements (e.g. capture ahaterity in relation to ASQ completion,
multidisciplinary waits times).

3. Examine data/indicator definitions; define indiaataseful for strategic planning (for system
sustainability post project). Promote computerdigé within and between service providers and
partners (e.g. ASQ results, documentation of dees; and

4. Share the results of this study with managersgstalklers and frontline staff.
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EARLY CHILDHOOD DEVELOPMENT CHECKUP AND REFERRAL PROCESS V8
MONDAY, MARCH30, 2009

| Discipline specific service request to discipli pecific discharg
E ﬂ Intak P $§ Intake to :ﬁ‘ Axto T :&%—Txmmscw
DSSR DSFC Ax Tx DISCD
Disc. Referral date ISC discharge date Date of first Ax Date of First Tx Disc d/c date
Forms Complete
1. Referral for service
2. ASQ Questionnaire
3. Case History
4. Consent for services
’ i
Yes
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Grow Along with Me
Client Pathway Audit.
Exploring Child Developmental Checkups

Introduction

Coordination of services and activities among dieeand geographically dispersed
partners is essential for seamless service delaedyoptimal quality of care for children
and families residing in the Alberta Health SergiGouthern Zone (formerly the
Chinook Health Region). In following the journeydfildren who receive developmental
screening we are provided with the opportunityystematically examine the movement
of the child through a complex service delivery mlodAccording to system theory, it is
essential to examine the system as a whole, asoédlel parts (and partners) is mutually
dependent on each other. Exploring developmentdlchips (screening) and service
“client pathways” is a critical first step in impiiog service delivery and outcomes for
the child and family.

Review of the literature

No single, widely accepted definition of a cliemtipvay exists. In a systematic review of
the literature (2000-2003), DeBleser, DepreiteraeWy, VanHaecht, Vlayen, and
Sermeus (2006) found 84 different terms describliemnt pathways, including clinical
pathways, integrated care pathways, care pathwaysare maps (p. 553).

Coffey (1992) describes a critical pathway as a
“tool that defines optimal sequencing and pointiroie for various key events for
a category of patients, or in certain cases fandividual patient. The basic
critical pathway design consists of identifyingrsfgcant standards, or key events,
which form part of care of a specific category. Hoals are chosen on the basis
of ‘best practice”. The next step is to define dads of expected care, treatment
and the tests to be carried out. This is documentadredetermined sequence
during a specified time period. Thereafter, theowss steps in the care process
are reviewed to find ways to coordinate activibeso reduce the time required.
Deviations in the care for the individual patierg documented in a variation
schedule after which corrective actions are takeequired. In the event of the
care of the patient not proceeding as anticipatédrmation is fed back
continuously to the ... staff and serves as a kineldofcation” (as cited in
Walldal, Anund, & Furaker, 2002, p. 115).
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Source: National Council for the Professional Development of Nursing and Midwifery, 2006, Sept, p. 8).

Reported benefits of critical pathways include:

- Promoting evidence-based practice,

- Improving quality of care;

- Promoting continuity and coordination of care asrdéferent disciplines and sectors

- Standardizing care;

- Reducing variation;

- Reducing risks;
Increasing efficiency;

- Promoting professionalism; and,

- Increasing job satisfaction (Debleser, et al., 200&ional Council for the
Professional Development of Nursing and Midwife2§06).

Describing the journey (or flow) of a child throutite service continuum (the “client
pathway”) provides the foundation for critical pathy development and the provision
of optimal services to children and families. Ttent pathway audit can be
considered as a precursor to the critical pathway.

Background

Regional staff and families have expressed conegarding delays in accessing service
(Jensen-Ross & Gregory, 2008a, Jensen-Ross & Gre2f@d8 b); long waits for
Children’s Community Assessment, Rehabilitation Brdluation (C.A.R.E.) services
are well recognized (Family Health Annual Repo@)2-08). The Grow Along with Me
Client Pathway Audit provided the opportunity taaexne early childhood development
check-ups and treatment services available fodaril 18-36 months and the movement
of these children through the health care system.
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Ultimately the project team aspires to:
a) Provide children and their families timely screenand assessment services; and
b) Adopt a consistent regional referral pathway acpastnering service providers
in relation to an identified developmental delay.
A summary of project goals, associated objectiveended measures (i.e. indicators),
data collection methods, and data collection fregyean be found in Appendix A.

Research Question

The research question of interest was:

What is the system flow process (client pathwayesienced by children 18-36 months
of age who completed the Ages and Stages Questiern(#sQ) between April 1, 2008
and March 31, 2009 as part of the Grow Along witl pfoject?

Definitions

The GAWM flow process (client pathway) depicts tuerent management (including
service utilization and wait times) of early chitdtid development services for children
18-36 months whose Ages and Stages Questionnagreewaived by Alberta Health
Services (Chinook Health). During the timeframeha$ formative evaluation, the client
pathway was limited to children whose ASQ was nesgtibetween October and
December of 2008.

Intake wait timeDays from discipline-specific referral (SLP, IPOT, PT, BMS, Aud)
to discipline-specific forms complete.

Intake to assessment wait tinizgays from discipline-specific forms
complete to first discipline-specific assessment.

Assessment/Treatment Tindezerage (median, mode) time in days from date ffiost
discipline-specific assessment to first disciplepecific treatment.

Wait time: Discipline-specific treatment to disai@-specific dischargelime in days
from first discipline-specific treatment to disdip-specific discharge.

Wait time: Discipline-specific referral to discipk-specific dischargdime in days from
discipline-specific referral to discipline-specificscharge.

Cut-off point:Empirically derived score that indicates when ddthiperformance is
suspect and referral for further assessment isopppte (Squires, Potter & Bricker,
1999, p. 111)
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Methodology

Study population

Children (18-36 months of age) who were screeneadjue Ages and Stages
Questionnaire and whose questionnaire was recély&thildren’s Care Services
between April 1, 2008 and March 31, 2009 (FY200398re included in the study.
Excluded were children where parents’ consent &otigipation in the Grow Along with
Me Research Project was not obtained (see Appé)diRuplicate Ages and Stages
Questionnaires (completed for the same child foresage group by different partner
agencies) were also eliminated from the study Aggeendix C).

Questionnaires (ASQ) are available for developmessessment of infants at 18, 20, 22,
24, 27, 30, 33, or 36 months of age. ASQ Questioasallow for the identification of
children who are in need of further evaluationa@mmunication, gross motor, fine
motor, problem solving, personal-social skills avérall concerns. While nineteen age-
specific ASQs are currently availabléhe focus of this project is the eight questioresi
available for children 18 to 36 months of age. ‘ftgoestionnaire contains 30
developmental items that are written in simplegighitforward language.... Parents
check yes to indicate that their child performshkgaviour (sic) specified in the item,
sometimes to indicate an occasional or emergingprese for their child, or not yet to
indicate that their child does not yet perform ledaviour (sic)” (Bricker & Squires,

n.d., p. 3). Responses are converted to a poinéyvaalues are totalled and compared to
screening cut-off points.

Upon receipt of the ASQ by Children’s C.A.R.E. seeg, client demographic
information and ASQ summary information were erdaerdo the GAWM Master
spreadsheet by the project data entry clerk. A fiaap of the current process
experienced by children completing the ASQ wasaegiusing Visio. Key indicators
were defined and integrated into the evaluation d&e Appendix D & E). For children
referred to C.A.R.E as a result of a positive &heg’ or other identified concern (e.g.
parent-identified concern), critical discipline-spg& gateway point information and
associated dates were entered into the spread$iestipline-specific event timing was

1 Ages and Stages Questionnaires are availablénloiren 3, 6, 8, 10, 12, 14, 16, 18, 20, 22, 24,3%% 33, 36, 42, 48,
54, and 60 months of age.

3 A score below cut-off in one of the 5 ASQ domai@smmunication, Gross Motor, Fine Motor, Problem-
solving, or Personal-Social).
4 The following gateway points and intervals betwsteps were identified for children receiving sezsg
through Children’s C.A.R.E.:

Date of referral to a specific discipline(Discighspecific service request, DSSR)
- Date that appropriate intake forms were complefiddjpline-specific forms complete, DSFC)
- Date that the child received his/her first assessiiérst recorded assessment visit in Meditech, Ax
- Date that the child first received treatment (Fiestorded treatment visit in Meditech, Tx)
- Date of discipline-specific discharge (DSFC dat#ieditech)
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confirmed at the point of discharge using workloadh recorded in the Meditech system.
Where necessary, chart audits were conducted fandsgification.

Approval for this study was received from the Clokdlealth Research Committee, the
Office of Information and Privacy (PIA #0036), attd University of Lethbridge Ethical
Review of Human Subjects Research Committee.

Analysis

SPSS was used for univariate and bivariate analj@sparametric statistical tests
(Fishers Exact, Kruscal Walllis, Chi-square) wered,svhere appropriate, to analyze the
differences between provider groups.

The determination of wait times between key gatep@iyts required that children had
completed the distal endpoint of the process uagamination (for example,
determining the wait time from assessment to treatmequired that the child had
completed treatment [and had treatment data entet@dleditech]). Children who had
not completed the (discipline-specific) distal eoithp were excluded from wait time
analyses. Due to small sample sizes and outliezdjan wait times have been used to
display wait times.

Data field changes were made in October 2008 toranwdate multiple responses to a
single question, clearly identify discipline-spécigervice delivery flow, and to assign a
unique identifier to each ASQ received. This regdithat database elements be defined
and harmonized between databases (see Appendis Fok data dictionary and
harmonization of data fields).

The development of SPSS syntax files ensured densigin analysis between
measurement intervals. Where possible, data frenptévious quarter are included to
allow for comparison and trending over time.

Chart audits establishing concordance for the &lmr of ASQ scores in comparison to
standards (Squires, Potter, & Bricker, p. 66), dath entry into the research database
were completed. Correlational analysis and Cronlsamdtefficient were used as a
measure of ASQ reliability when utilized with ttf8suthern Alberta population.

Kendall's tau-B was used to investigate the relationship betwe®® Aomains (e.g.
communication, gross and fine motor, problem-s@\and personal-social).

® Due to data asymmetry, Kendall’s tau-b was usaaldne of Pearson’s correlation, Squires, Potter &
Bricker, 1999)
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Significant positive correlations were found forra@lationships. This means, for
example, that higher communication scores werecgtead with higher problem solving
scores and lower communication scores were asedaondth lower problem solving
scores (tau[746-754], p<.001). Tau effect sizegedrom small (communication and
gross motor, tau [754] =.012, p<.001) to large (samication and overall score, tau
[746] = 0.61, p<.001); the majority of effect sizmsing medium (Cohen, 1988). Effect
size of all gross motor correlations tended torbalk as were communication and
gross/fine motor correlation effects (see TablelbWw):

Table 1 Correlation between area scores (domainspiapsing across questionnaires

Kendall's tau b correlation between area scores col lapsing across questionnaires

Area Communication Gross motor Fine motor Problem solvi ng Personal-social
Communication

Gross motor 0.12

Fine motor 0.19 0.25

Problem solving 0.33 0.20 0.30

Personal-social 0.30 0.20 0.27 0.32

Overall 0.61 0.35 0.47 0.58 0.53

Note: All correlations are significant at p<.001 (2-tailed)

“The overall score was obtained by adding the figeelopmental scores” (Squires,
Potter & Bricker, 1999, p. 147). Kendall's tau-bsaadso used to correlate ASQ domains
with overall scores for each age interval. Oncerggagnificant positive correlations
were found for all relationships. This means, fxaraple, that higher scores in each
domain (e.g. communication) were associated wgher overall scores (total score for
each domain) and lower scores were associatedawtr overall scores (tau[746-754],
p<.001) for every age interval. Effect sizes ranfyech medium (18 month ASQ gross
motor/overall tau [746] = 0.34, p<.001) to larg® (@onth ASQ problem-solving/overall
tau [84] = 0.66, p<.001) as seen in Table 2 beldwhgn, 1988):

Table 2 Correlation between area scores and overadtore by ASQ age interval

Kendall's tau_b
Age interval (in months) n Communication Gross motor Fi ne motor Problem-solving Personal-social

18 748 0.60 0.34 0.49 0.57 0.50
20 262 0.60 0.42 0.54 0.60 0.53
2 107 0.61 0.48 0.50 0.53 0.55
24 139 0.63 0.43 0.39 0.53 0.57
27 46 0.63 0.55 0.60 0.65 0.56
30 86 0.58 0.36 0.59 0.66 0.44
33 64 0.62 0.37 0.50 0.49 0.62
36 138 0.58 0.28 0.55 0.61 0.52

Note: All correlations are signﬁicant at p<.001

Results and Discussion

The flow of children across the continuum from depenental assessment/check-ups to
referral, service delivery and discharge back éodbmmunity are depicted in the Early
Childhood Developmental Checkup and Referral Pso¢ese Figure 1).
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EARLY CHILDHOOD DEVELOPMENT CHECKUP AND REFERRAL PROCESS V8
MONDAY, MARCH30, 2009

| Discipline specific service request to discipline-specific discharg
&j& K > § % Intake to > m T ;&%—Tx to DiscDP-
DSSR DSFC Ax T DISCD
Disc. Referral date ISC discharge date Date of first Ax Date of First Tx Disc d/c date
Forms Complete
1. Referral for service
2. ASQ Questionnaire
3. Case History
4. Consent for services
v ’_ii
Yes

lure to
lete forms
als achieved

0 consecutive

3/31/2009
Evaluation Team

Page 1

Figure 1 Early Childhood Development Checkup and Rierral Process
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Consistent with the Continuum of Care model (pii4g,“Grow Along With Me’
integrated pathway will be discussed in terms efdbntinuum of careassessment,
intervention, treatment and planned treatment ou&s

Assessment

The Ages and Stages Questionnaire, an early cluttidevelopmental screening tool, is
a component of a universal population-based assggsiges and Stages Questionnaires
(ASQ) are available for developmental assessmeinfarits at 18, 20, 22, 24, 27, 30, 33,
or 36 months of age. ASQ Questionnaires allowHeritlentification of children who are
in need of further evaluation of communicatiorggg motor, fine motor, problem
solving, personal-social skills and overall conseriVhile nineteen age-specific ASQs
are currently availabl®the focus of this project is the eight questioremavailable for
children 18 to 36 months of age. “Each questiomnedantains 30 developmental items
that are written in simple, straightforward langeag Parents check yes to indicate that
their child performs the behaviour (sic) specifiedhe item, sometimes to indicate an
occasional or emerging response for their childyadryet to indicate that their child does
not yet perform the behaviour (sic)” (Bricker & Sas, n.d., p. 3). Responses are
converted to a point value; values are totalled@mdpared to screening cut-off points.
The table below shows the number of Grow Along With Ages and Stages
Questionnaires completed for children 18-36 moftdd bars) in comparison to total
ASQs received by Children’s C.A.R.E.services (ldaes).

6 Ages and Stages Questionnaires are availabléhfioiren 3, 6, 8, 10, 12, 14, 16, 18, 20, 22, 24,30, 33, 36, 42, 48,
54, and 60 months of age.
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ASQs completed 2008-09
(Note: includes duplicate ASQs)
@ Children/parents who completed the ASQ (C.A.R.E., All ages)
B Ages and Stages Questionnaires (GAWM project)
700
603
600
500 515
500 - 446 396 460
400 - 367 331 377
300
200
100
0
0
Q4 Q1 Q2 Q3 Q4
07-08 08-09

Figure 2 Ages and Stages developmental screeningd8809. Children’s CARE and Grow Along with
Me

- Currently Chinook parents can complete an AgesStades questionnaire at their Well
Child Clinic Visit or at any one of the Grow Alongth Me partner sites. A
community-wide screening blitz, held in spring 2@@8mpted the surge in ASQs
completed in Quarter 1, 2008-09;

- Two thousand fourteen (2,014) ASQs were complet&?DD8-09. While a direct
correlation between births and subsequent ASQ aetioplis currently unavailable, the
number of children born in the CHR who would haeer 2 years of age in 2008-09 is
2,561;

- Over 80% of children who had ASQs completed in 209&greed to participate in the
Grow Along with Me evaluation study (1615/2014);

- The number of ASQs completed has continued to asere@ach quarter.

ASQ administration by partner agencies is preseintéue table below:
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Table 3 Ages and Stages developmental checkups lnanistering agency

ASQ Developmental Checkups by Admninistering Agency 2008-09
Q1 Q2 Q3 Q4  2008-09
# of ASQs (GAWM project) 446 331 378 460 1615
ASQ administering agency n=446 | n=330 | n=378 | n=460
Alberta Health Service, Chinook, Wellness Services 53.1% | 75.8% | 73.5% | 74.1% | 68.5%
(n=237) | (n=250)] (n=278)| (n=341) | (n=1,106)
Community developmental checkup 28.5% NA NA 7.0% 9.8%
(n=127) | (n=0) (n=0) | (n=32) | (n=159)
Alberta Health Service, Chinook, Children's C.A.R.E. 9.2% | 13.9% | 10.3% | 5.2% 9.3%
(n=41) | (n=46) | (n=39) | (n=24) | (n=150)
Parents as Teachers (PAT) 54% | 6.7% | 4.8% | 5.9% 5.6%
(n=24) | (n=22) | (n=18) | (n=27) (n=91)
Parent Link Centres 25% | 1.5% | 4.8% | 4.8% 3.5%
(n=11) (n=5) | (n=18) | (n=22) (n=56)
Alberta Health Service, Chinook, Home \sitation Program 1.3% | 2.1% | 6.6% | 3.0% 3.2%
(n=6) (n=7) | (n=25) | (n=14) (n=52)
Duplicate records - - - - 27
ASQs received in quarter (Duplicates removed) 376 449

Source: Ages and Stages Questionnaire Demographics
Note: A child may have received more than one ASQ per quarter

- The ASQ is finding its way into community-basedesgring;

- Nearly % of the 2008-09 developmental screeningaeaspleted by Public
Health Nursing staff (68.5%, Q2-4, mean 74.5 %is ltnportant to note
that actual and relative proportion of ASQs conguldty PHNSs increased
over the fiscal year.

- The emerging role of community partners is refldatethe nearly 10% of
screening done by partner agencies (Parents abdrsd®.6%], Parent Link
Centres [3.5%]), and through coordinated commuthétyelopmental check-
ups (9.8%). The number of ASQs submitted by parigencies (Parents as
Teachers and Parent Link Centres) continues teaser,

- Variation by quarter may be related to “batch” sigson of screening
results to Children’s CARE;

- During the timeframe of study, 27 children had semne-age ASQs submitted.
Duplicate ASQs were submitted by Wellness Servined4), Home Visitation (n=7),
Community-based screening (n=6), Parent Link Cgmtr&), Children’s CARE (n=4)
and Parents as Teachers (n=2). The source of gieate ASQ was not identified. In
eight instances, the same-age ASQ was completedateéwvnes by the same agency.
Most commonly this occurred with Wellness Serviges3) and Care (n=3). Parents as
Teachers and Parent Link Centres each had a singlerence of duplication. Where
differences in coding occurred, the ASQ where threetion date most closely matched
the child’s age was retained and the duplicatertea@s deleted.

8 Rates of developmental delay used by Rosenb&an@& Robinson, 2008 are calculated based on the
number of delays by child by developmental screguaige. Note: duplicates were not removed in the Q3
report.
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Each questionnaire is valid for 1 month before after the indicated age — a “2 month
window” (Squires, Potter & Bricker, 1999, p. 64hély suggest that “if a child’s age falls
outside of the 2-month “window”, it may be usefolitave the parents complete two
guestionnaires (for the preceding and subseque)t ag

- Coding differences between duplicate submissionre walculated for the five children
who had two same-age questionnaires submittedgl@#h Differences between the
two questionnaires were statistically non-significéEischer’s exact).

While frequent evaluation of the child’s rapid deyEnent between 18-36 months is
desirable, the need for communication between pegtand parents is essential to
minimize duplication and minimize parent fatiguée€ing committee members
discussed providing parents copies of their chife3) to allow parents to track and
share their child’s progress with care providers.

To promote access for geographically dispersednadjiresidents, check-ups were

accessible in rural and urban communities. ASQ ssfions by geographical residence
(postal code) and age group can be seen in treniol tables:

Table 4 Ages and Stages developmental checkups Bsidence*

Ages and Stages Questionnaires by Residence 208-09

55.20  47.5%  48.1%
Lethbridge (186/327) (160/337) (212/441)

7.6% 0%
Fort McLeod, Standoff, Monarch, Nobleford (25/327)  (0/337) (0% (0/441)
6.5% 2.3%
Blaimore, Caeman, Lundbreck, Pincher Creek na (22/337) (10/441)
9.5% 12.5% 8.8%
Taber (3V327) (42/337) (39/441)
4.9% 10.7% 14.1%
Coaldale (16/327) (36/337) (62/441)
21.1% 228%  26.8%
Other rural* (69/327)  (77/337) (118/441)
Outof region 2 10 0
Missing data 2 29 8

Source: GAWMMaster Spreadsheet

* Includes: Barnwell, Blairmore, Cardston, Coleman, Coutts, Del Bonitam, Enchant,
Grassy Lake, Lundgreck, Magarth, Milk Rver, New Dayton, Picture Butte, Pincher
Cree&k Raymond, Shaughnessey, Stirling,Vauxhal, Warner
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Ages and Stages Questionnaire Completion
by Residence
(CRH residents)
2008-09 Q4

O Urban
48.1% H Rural

51.9%

Figure 3 Ages and Stages developmental checkups toyal/urban residence (n=337/376)

- ASQ completion by rural and urban residence comedp to the overall geographical
makeup of the Chinook Health population, where flyddaalf of the residents live in
Lethbridge, its largest community, with the remagscattered throughout more than
40 other towns, villages and surrounding rural gir¢@hinook Health, 2008).

Table 3 Ages and Stages Questionnaires by age group

Ages and Sages Questionnaires by Age Group
2008-09

Agegow 2 Q3 e
n=331 n=376 n=449
58.9% 51.3% 48.1%
18 mas. (195331) (193/376) (216/449)
14.2% 17.0% 21.2%
20 mos. (47/331) (64/376) (95/449)
45% 6.1% 7.3%
2 mos. (15/331) (23/1376) (33/449)
85% 9.0 5.8%
24 mos. (28/331) (34/376) (26/449)
30% 2.% 11%
27 mos. (10/331) (11/376) (5/449)
48% 4.8% 31%
30 mos. (16/331) (18/376) (14/449)
09% 3. 2% 31%
3B mos. (3/331) (12/376) (14/449)
51% 5.6% 10.2%
B mos. (17/331) (21/376) (46/449)
100.0% 100.0% 100.0%
Total (331331)  (376/376) (449/449)

Source: GAWM Master Spreadsheet
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Ages and Stages Questionnaires by age group

2008-09
—6—Q2 W Q3 —A— Q4
70.0%
60.0%
50.0%
40.0% \\
30.0% |
20.0% |
10.0% | _ M
0.0% ‘ ‘ ‘ \97'

18 mos. 20 mos. 22 mos. 24 mos. 27 mos. 30 mos. 33 mos. 36 mos.

Figure 4 Ages and Stages Questionnaire by age group

- Nearly % of ASQs completed in the last three qusiwé 2008-09 were 18 and 20
Month Questionnaires. This may reflect ASQ scregiminconjunction with routine 18-
month immunization visits by Public Health Nurs@#e{lness Services).

Over time, the number of children who have hadingeted three screenings within the
18-36 month timeframe has increased. Sequentieéssrfor the same child can be seen
in the figure below:

Sequential ASQ Screening
2008-09

1600 1416
1400
1200
1000

800

600

400

200 76 5 3

0 |
1 2 3 4
Number of ASQs per child

Figure 5 Children with sequential ASQs, 2008-09
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- 95% (1416/1500) of children had a single ASQ comepleluring the timeframe of
study;

- 0.5% reached the target of at least 3 ASQs contp(8@500). Low rates of sequential
screening are likely related to the short studyatian and inclusion of children who
were near to the upper limits of age at the stathe study;

- A trend toward sequential ASQ testing over timegen. Screening over time provides
the opportunity for parents and community parttersack changes and identify delays
early. The ability to share trending informatioreotime among parents and providers
would enhance communication and reduce duplicatf@ervices.

ASQ SUMMARY

Table 5 reflects the total scores for each domasmmunication, gross motor, fine
motor, problem-solving and personal-social) as wasglseverity based on comparison to
standardized norm. Severity scores are based omdtieof Squires, Potter & Bricker
(1999).
“Cut-off points are derived by subtracting 2 stand@eviations from the mean for
each area of development (e.g. fine motor. Fofdbemunication areas on the
... 18, 20, 22, 24, 27, 30 and 33 month questionsgiome item [10 pointsjwas
added. Therefore, the mean for each area reprebendaserage performance of
large number of children. The standard deviatiganegents the amount of
variance for each mean score, or how much scoedliatly to vary in a
particular area. The cut-off points... were generabemhinimize the percentage of
children overreferred and underreferred. The ctipoints vary by area of
development and by questionnaire interval.” (ScqjiRotter, & Bricker, 1999, p.
73).

The table below depicts delays as a proporticiotal ASQS received in the quarter.

° Duplicate ASQ by child by age group excluded
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Table 5 Developmental domains requiring further eva  luation (based on Ages and Stages Questionnaire cut  -off scores).

Developmental Domain 2008-09

No delay (<2 SD) 381/444 | 85.8) 293/331| 88.5 | 333/376| 88.6 | 399/448| 89.1
Mild-moderate (2-3 SD) 36/444 | 8.1 | 19/331 | 5.7 | 32276 | 8.5 | 22448 | 49
Severe (>3 SD 27/444 | 6.1 | 19/331 5.7 11/376 . 27/449

No delay (<2 SD) 420/446 | 98.6) 320/331| 96.7 | 363/376 . 432/448

Mild-moderate (2-3 SD) 15/446 | 3.4 | 7/331 2.1 71376 1.9 | 10/448 2.2
> 11/446 4/331 6/376 6/448

No delay (<2 SD) 422/442 | 95.5| 307/328 | 93.6 | 361/375| 96.3 | 428/447| 95.8

Mild-moderate (2-3 SD) 12/442 | 2.7 | 9/328 2.7 9/375 2.4 | 12447 | 2.7

Severe (>3 SD 8/442 | 1.8 | 12/328 3.7 5/375 1.3 71448 1.6

No delay (<2 SD) 426/445|95.7| 312331 | 94.3 | 359/373| 96.2 | 433/448| 96.7

Mild-moderate (2-3 SD) 12/445 | 2.7 | 9/331 2.7 5/373 1.3 | 10/448 2.2

Severe (>3 SD 7/445 | 1.6 | 10/331 | 3.0 9/373 2.4 5/449 1.1

No delay (<2 SD) 427/445| 96.0 308/330 | 93.3 | 362/376| 96.3 | 432/448| 06.4
Mild-moderate (2-3 SD) 12/445 | 2.7 | 14/330 4.2 6/376 1.6 10/448 2.2
Severe (>3 SD 6/445 | 1.3 | 8/330 2.4 8/376 2.1 6/448 1.3
Do you think your child has hearing concerns? 51431 | 1.4 0/327 0 4/373 1.1 6/445 1.3
You have have concerns that your child may not 14/434 | 32| 16/330 | 4.8 | 10/374 | 2.7 | 11445 | 25

walk, run or climb like others his/her age?
Do you have difficulty understanding most of what 53/431 | 12.3| 52/327 | 15.9 | 45/370 | 12.2 | 46/434 | 10.6
your child says?
Do you think that you child experiences difficulty in 109/438 | 20.8| 67/328 | 20.4 | 68/370 | 18.4 | 65434 | 15.0
talking at alevel similar to others hisher age?

Has your child had any medical problems in the last | 75/434 | 17.3] 51/327 | 156 | 5U371 | 13.7 | 69440 | 157
several months?
Other concerns 74/425 | 17.4) 49/323 | 15.2 | 60/371 | 16.2 | 53/438 | 12.1
Does either parent have a family hx of childhood 29/432 | 6.7 | 37/328 | 11.3 | 28/372 | 7.5 | 34/445 | 7.6
deafness or hearing impairment?
Do you have any concerns about your child's vision? | 19/433 | 4.4 | 7/326 | 2.1 | 10/372| 2.7 | 10444 | 23

Source: A&S Questionnaire Summary
Note: Cutoffs change with ASQ age group
* Includes mild/moderate and severe delays

Note: The first 4 questions under the "Other section" are reverse-scored in the ASQ. Wording in the original tool is: 1. Do
you think your child hears well? 2. Do you think your child walks, runs, and climbs like (cthers his/her age)? 3. Can you
understand most of what your child ways? 4. Do you think your child talks like (others his/her age)? The reporting of these
indicators has been adapted to reflect proportion of children with identified delays.

A listing of parental concerns by ASQ category barfound in Appendix H.
Communication and talking are common areas of qondentified by parents. Often
parental concerns fall out of the scope of the AR@ provide insight into parental
concerns that require further follow-up or clar$Q responses.

- The vast majority of children had no developmed#days identified using the ASQ
screening tool. While lack of consistent measurdrtmois limit comparisons that can
be made between this study and a recent studylgfaaldhood development by
Rosenberg, Zhang & Robinson (2008), rates of diglagach domain (communication,
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gross motor, problem-solving, fine motor and pead@ocial) fall far below the 13%
delay rate among American children under 3 yeaegef

- For most domains, rates have fluctuated over tintle mo discernable pattern
identified. The percentage of delays in each thmalos were lower at Q4 compared to
Q1. This may be related to the increasing globath (rather than targeted) ASQ
distribution.

- Over the course of the fiscal year, fewer pareatelexpressed a concern regarding
their child’s ability to talk like others. This mdne related to increased awareness of

normal growth and development stimulated by the Af@stionnaire and educational
resources.

Communication Delays Problem-Solving Delays
2008-09 (by quarter of ASQ receipt) 2008-09 (by quarter of ASQ receipt)

O Severe (>3 SD) 0%

O Severe (>3 SD)

40%+ B Mild-moderate (2-3 SD)
O No delay (<2 SD)

1 2 3 4
[0 severe 3 sD) [0 severe 3 50) 18 o 13 16
B Mid-moderate (2.3 sD) 81 57 85 x) B mid-moderate (2:3 5D) 27 0 24 27
|2 No delay (<2 D) 858 885 886 891 2" delay (<2 D) %5 936 963 958
Gross Motor Delays Personal Social Delays
2008-09 (by quarter of ASQ receipt) 2008-09 (by quarter of ASQ receipt)

O Severe (>3 SD)

O Severe (>3 SD)

B wild-moderate (2.3 SD)
B Nodelay (<250

40%-+ B Miid-moderate (2-3 SD)
B No delay (<2 D)

1 2 3 4
[0 severe 3 D) [0 severe (>3 5D) 13 24 21 13
@ Mid-moderate (2-3 SD) 34 0 19 22 B Mid-moderate (2-3 SD) 27 42 16 22
[B_No elay (<2 D) %86 %7 %5 %.4 B No delay (<2 5D) %.0 933 9.3 %4

Fine Motor Delays
2008-09 (by quarter of ASQ receipt)

O Severe (>3 SD)

B wild-moderate (2.3 SD)
B Nodelay (25D

[0 severe -2 sD)
B Mild-moderate (2-3 SD)
[B_No delay (<2 SD)
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Figure 6 ASQ Domains. Risk prevalence
Referral Process

Referral Completeness

Table 6 Referral completeness

Referral Completeness
2008-09 QR Q3 Q4

n=52 n=36 n=45
Referral complete % 154 27.8 35.6
# 8 10 16

Source: Master GAWM Spreadsheet

- While the proportion of complete referrals subnditte Children’s C.A.R.E. services
nearly doubled in Quarter 3 in comparison to trevjmus quarter, the proportion of
complete referrals (27.8%) continues to fall faloletarget levels of 100%.

Referrals

Table 7 reflects the request of the person or semprovider who submitted a referral to
CARE in response to an ASQ-identified need fortfertassessment by a CARE staff.
Persons submitting the ASQ indicate their requiestservice by selecting the discipline
(Speech Language Pathology (SLP), Infant Presdbewtlopment (IPD), Occupational
Therapy (OT), Physiotherapy (PT), Behaviour Managieinservices (BMS) and/or
Audiology (Aud). In some instances the person wdtguested further assessment may
have been unsure of the appropriate discipline exbéaladdress identified concerns.
These requests were considered “undecided”. Iir ats&ances, requests for referral to
the “Baby Team” were not appropriate as the cutanfthis service was 8 months of age.
It must be noted that referrals requested by tihegoeor staff who completed the ASQ
may not necessarily reflect actual referrals itetibafter the START team file review.
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Table 7 Referral requests (person submitting referr  al)

ASQ Developmenta e 0 O O O 4
D 0 > DEe elelra > elerlrra
Discipline-specific referrals. ASQ request* n=98 =66 n=48 | n=45**
Ages and Stages Questionnaires (GAWM project) 446 331 378 460
Speech Language Pathology 62.2% 68.2% | 521% | 86.7%
(61/98) (45/66) | (25/48) | (39/45)
Infant Preschool Development 10.2% 13.6% | 125% | 6.7%
(10/98) (9/66) (6/48) (3/45)
Audiology 9.2% 3.0% 8.3% 20.0%
(9/98) (2/66) | (4136) | (9/45)
Physiotherapy 8.1% 45% | 125% | 89%
(8/98) (366) | (6/48) | (4/45)
Occupational Therapy 3.1% 3.0% 4.7% 2.2%
(3/98) (2/66) (2/48) (1/45)
Behavior Management Services 1.0% 1.5% 6.3% 44%
(1/98) (66) | (3/48) | (2/45)
Baby Team 0.0% 0.0% 0.0% 4.4%
Feeding Team 0.0% 0.0% 0.0% 0.0%
To be determined 6.1% 6.1% 4. 7% 13.3%
(6/98) (4/66) (2/48) (6/45)

Source: Ages and Stages Questionnaire Scoring Sheet

* Note a child may have been referred to more than one discipline, multiple referrals could have been

made at different questionnaire intervals

** Duplicates removed

- Consistent with the high number of communicatiolage indentified through the
ASQ, the vast majority of requests were for spdanfjuage and audiology services.

- Infant preschool development service requests Haesased over time. This may be
associated with an increase in parents who fee¢monfident in self-managing their
child’s care (possibly associated with educatiaeneed through enhanced education
received from CARE and community partners) or egldb partner awareness of

decreased staff resources available.

- Audiology requests increased significantly in thstlquarter of 2008-09, perhaps
because of enhanced awareness of hearing scresamiriges offered by community

partners.

Services requested by the person submitting the &A®@ompared to the actual
assignment of referrals (after file review) in thble below
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Table 8 Comparison of requested to assigned referra

Is, Q4, 2008-09

ompariso Reguested A gned 04, 2008-09
n=45** n=45
Speech Language Pathology 86.7% 93.3% (42/45)
(39/45)

Infant Preschool Development
Audiology

Physiotherapy

Occupational Therapy

Behavior Management Services
Baby Team

Feeding Team

To be determined

6.7% (3/45) | 26.7% (12/45)

20.0% (9/45)

17.8% (8/45)

8.9% (4/45) | 8.9% (4/45)
2.2% (1/45) | 2.2% (1/45)
4.4% (2/45) 0.0%
4.4% (2/45) 0.0%
0.0% 0.0%
133% (6/45)|  0.0%

Source: GAWM Master Spreadsheet

- Following START file review, the number of IPD aBdlLP referrals increased (n=9,

and n=3 respectively);

- Many of the requests for IPD services were refusedarents when parents were
contacted prior to service initiation (see readonslischarge by timeframe, pg. 34).

The following table depicts trends in service resja®ver time (by the person initiating
the referral in response to ASQ screening).

Table 9 Discipline-specific referrals. New referrag, 2008-09

ASQ Developmental Check-ups.

Discipline-specific referrals (new referrals)

Multidisciplinary referrals n=77 n=52 N=36 =45
One discipline 74.0% 71.2% 63.9% | 68.9%
(57/77) | (37/52) | (23/36) | (31/45)
Two or more disciplines 18.2% 25.0% 36.2% | 28.9%
(14/77) | (13/52) | (13/52) | (13/45)
Undecided 7.8% 3.8% - 13.3%
(6/77) (2/52) (6/46)

- Referral requests for a single discipline have ei@sed over time. In contrast there has
been an upward trend for multidisciplinary refesrdndecided referrals have also

increased,;

- Increased multiple discipline referrals may beoagged with enhanced community
partner awareness of CARE services available andntlitidisciplinary nature of early
development;

- The increase in referrals where the requestedgtiiseiis “undecided” may reflect the

need for CARE expertise in determining which steduld be the most appropriate to
respond to their request for follow-up assessment.
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A comparison of discipline-specific requests argtigline-specific assignment (after file
review by CARE professional staff) is depictedhe following table:

Table 10 Referrals requests and CARE Assignment flolwing file review Q4, 2008-09

ASQ Developmental Check-ups. Requests CARE

Discipline-specific referrals (new referrals) Assighment

Multidisciplinary referrals Q4 Q4
n=45 n=45

One discipline 68.9% 57.8%
(31/45) (26/45)

Two or more disciplines 28.9% 42.3%
(13/45) (19/45)

Undecided 13.3% 0.0%
(6/46)

Source: GAWM Master Spreadsheet

- Multidisciplinary requests increased after fileieav by CARE staff. This may reflect
Children’s CARE philosophy reflecting the importaraf a coordinated,
multidisciplinary approach.

All ASQs received by Children’s CARE services aaéegorized as being:
a) A new referral,
b) An existing C.A.R.E. client;
c) An urgent referrdf: or,
d) No referral required.
The breakdown by service category can be seereitatiie below:

®Urgent referrals trigger a process whereby childvéh significant concerns can be
seen more quickly (e.g. within 4 weeks) (M. Molapdrsonal communication, May 13,
2008).
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Table 11 C.A.R.E. referrals initiated as a result bthe Ages and Stages Questionnaire

ASQ Developmental Check-ups. Q1 Q2 (OX] Q4
Identification of need for further evaluation
ASQs completed* n=439 n=331 p=376* |n=449*
Referral rate 24.2% 209% | 15.7% | 14.3%
(106/438) | (71/339) |(50/376| (64/449)
New referrals 17.6% 15.7% 9.6% 9.8%
(77/438) | (52/331) |(36/376)| (44/449)
Existing C.A.R.E. clients 6.6% 5.7% 6.1% 4.2%
(29/438) | (19/331) |(23/376)| (19/449)
Urgent referrals NA 0% 0.0% 0.2%
(0/331) | (0/376) | (1/449)
Subtotal n=106 n=71 n=59 n=64
Not referred 75.8% 785% | 84.3% | 85.7%
(332/438) | (260/331) |(317/376] (385/449)
Missing n=1 - - -

Source: Ages and Stages Questionnaire Scoring Sheet

* Duplicate ASQs removed

2008-09 ASQs completed and CARE referrals

[ ASQs submitted Il CARE Referral Requests = Linear (ASQs submitted)
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Figure 7 ASQs submitted and referral requests

- In total, 45 children were referred to Children’ar€ for further assessment in Q4 -
14.3% of the total population screened using th@AS

- Despite a significant increase in the number of A8f@enings completed over the
fiscal year, a 7.8% decrease in referrals is sgentbe 2008-09 fiscal year. This may
reflect the increased specificity and sensitivityederrals initiated as a result of the
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ASQ and the overall effect of an integrated scregapproach (including staff
education, capacity building, and community deveiept).

Table 12 Referrals by child’s geographical residete

New Referrals by Residence

2008-09

Q3 Q4

Lethbridge 16 21
Blairmore, Pincher Creek, Lundbreck 2 0
Coaldale 4 5
Fort McLeod, Standoff, Monarch, Nobleford 0O O
Taber 4 2
Other rural* 8 12
Raymond 5
Subtotal 34 45
Missing or out of region 2 0
Total 36 45

* Cardston, Coutts, Magrath, Raymond
Source: GAWM Master Spreadsheet
Note: Includes urgentreferrals

New Referrals* by Residence
* Includes urgent referrals

Q4 2008-09 (n=45)

Raymond
11.1%
Lethbridge
Other rural* 46.7%
26.7%
Taber —
4.4% / Blairmore, Pincher
Creek, Lundbreck
Fort McLeod, Coaldale 0.0%
Standoff, Monarch, 11.1% ’

Nobleford
0.0%

Figure 8 Referrals by child’s geographical residene (as per postal code of person submitting ASQ)

- The majority (68.9%, n=31/45) of children refertedChildren’s CARE in Q4, 2008-09
lived within a 30 km radius of Lethbridge.
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Table 13 C.A.R.E. Referrals by ASQ domain-specifiseverity (Q2-4, 2008-09)

CARE Referrals (new, urgent, & existing) by Domain and Severity
2008-09

[0] N=71
Severe 23.9% (n=17) 5.6% (n=4) 12.7/% (n=9) 14.1% (n=10) 9.9% (n=7)
Mild/moderate 22.5% (n=16) 7.0% (n=5) 8.5% (n=6) 0% (n=5) 14.1% (n=10)
No delay 03.5% (n=38) 8/7.3% (n=62)  /6.9% (n=38) 78.9% (n=56) 76.1% (r=54)

otal N=59
Severe 15.3% (n=9) 10.2% (n=6) __ 5.1% (n=3) 85% (n=5) T1.9% (n=7)
Mild/moderate 28.8% (n=17) 5.1% (n=3) __ 10.2% (r=6) 68% (n=4) 5.1% (n=3)
No delay 55 9% (n=33) _ 84.7% (n=50)  84.7% (n=50) __ 84.7% (n=50) 831% (r=49)

otal N=64 (unless specified otherwise) n=63
Severe 25.0% (n=16) 6.3% (n=4) 3.1% (n=2) 1.9% (n=b) 4.4% (n=2)
Mild/moderate 18.8% (n=12) 3.1% (n=2) 9.4% (n=6) 12.7% (n=5) 3.9% (n=4)
No delay 96.3% (n=36) 90.6% (n=58) &7.5% (n=56) 79.4% (n=50) 86.7/% (r=39)

Source: GAWM Master Spreadsheet

- The proportion of children referred for further @ssment has remained
fairly consistent in Quarters 2-4, 2008-9.

Table 14 C.A.R.E. Referrals by age at time of refeal
CARE referrals by age ** 2008-09
Q2 Q3 Q4

16-20 months of age 54.3% | 48.8% | 311%
(19/35) | (20/41)| (14/45)
21-25 months of age 25.7% | 24.4% | 28.9%
(9/35) | (10/41)| (13/45)
26-30 months of age 8.6% | 12.2 | 13.3%
(3/35) (5/41) (6/45)
31-35 months of age 11.4% | 7.3% | 111%
(4/135) (3/41) (5/45)
36-40 months of age 0% 7.3% | 156%
(0/35) (3/41) (71/45)
Missing variables 50.7%
(35/71) 0 0
* Includes New referrals, referrals where child was already on C.ARE. caseload, and urgent

referrals. Excludes rereferrals.
**Children where ASQ received by CARE during the quarter of interest
Source: GAWM Master Excel Spreadsheet, 2009 Apr Gold

Consistent with the majority of ASQ screeningsurdag at the lower age

spectrum, the majority of children referred to @hein’'s CARE are 25
months of age or younger,

- The steady decline in screening rates at 16-20 Imasftage, and a
corresponding increase in referrals 36 — 40 moctinespond to the time
delay between ASQ delay and initiation of refeisadeen in the figure
below:
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ASQ submission and CARE referrals by age group
Q4, 2008-09

@ ASQ Questionnaires n=449 B CARE Referrals n=45

70.00%
o 59.3%
Q@  60.00%
& _ 50.00% ||
S 5 0
% % 4000@ 1T 31.1% 28.9%
5 o 30.00% |
c % 0 15 R9%
.% 20.00% | 13.3% 111% 10,20
8 10.00% | g
a 0.00%

16-20 21-25 26-30 31-35 36-40

Age group (months)

Figure 9 ASQ submissions and CARE referrals by aggroup

- The delay in referral for services in comparisothi identification of delay may be
related to a “wait and see” approach, where stadf@ family hope to verify the
persistence of delays over time.

Risk indicators by age group and severity for hlldren referred to Children’s C.A.R.E.
services as a result of the Ages and Stages Queatre are displayed in the following
table:
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Table 15 ASQ risk indicators by age group and sevéy

2008-09, N=1603

onth n=757
Severe 0.9% (n=7) 1.6% (n=12)  1.5% (n=11) 2.5% (n=19) 0.8% (n=6)
Mild/moderate 4.9% (n=37) 16% (n=12) _ 1.5% (n=11) 2.4% (n=18) 2.6% (n=20)
No delay 94.2% (n=712)  96.8% (n=732)  97.1% (n=733) __ 95.1% (n=711) 96.6% (n=729)
20 Month n=262
Severe (> 3 SD) 12.2% (n=32) 2.3% (n=6) 11% (n=3) 3.4% (n=9)
Mild/moderate (2-3 SD) 10.7% (n=28) 3.8% (n=10) 19% (n=5) 15% (n=4) 2.7% (n=7)

No delay(<2 SD) 77.1% (n=202) 93.9% (n=246) 95.0% (n=249) 97.3% (n=255) 93.9% (n=246)
22 Month n=108

Severe (> 3 SD) 14% (n=8) 4.6% (n=5) 1.9% (n=2) 0.9% (n=1) 2.8% (n=4)
Mild/moderate (2-3 SD) 13.0% (n=14) 7.4% (n=8) 7.4% (n=8) 4.7% (n=5) 2.8% (n=3)
No delay(<2 SD) 88.0% (n=95) 90.7% (n=98) 94.4% (n=101) 94.9% (n=102)
24 Month n=139

Severe (> 3 SD) 8.6% (n=12) 0.7% (n=1) 0.9% (n=1) 0.7% (n=1)
Mild/moderate (2-3 SD) 5.8% (n=8) 1.4% (n=2) 2.2% (n=3) 14% (n=2) 2.2% (n=3)

No delay(<2 SD) 85.6% (n=119) 97.8% (n=136) 97.1% (n=135) 97.8% (n=136) 97.1% (n=135)
27 Month n=46

Severe (> 3 SD) 8.7% (n=4) 2.2% (n=1) 0.0% (n=0) 22% (n=1) 6.5% (n=3)
Mild/moderate (2-3 SD) 10.9% (n=5) 10.9% (n=5) 65% (n=3) 8.7% (n=4) 6.5% (n=3)
No delay(<2 SD) 804% (n=37) 87.0% (n=40) 93.5% (n=43) 89.1% (n=41) 87.0% (n=40)
30 Month n=86

Severe (>3 SD) 7.0% (n=6) 0.0% (n=0) 1.2% (n=1) 24% (n=2) 1.2% (n=1)
Mild/moderate (2-3 SD) 3.5% (n=3) 0.0% (n=0) 2.3% (n=2) 0.0% (n=0) 4.7% (n=4)
No delay(<2 SD) 89.5% (n=77) 100.0% (n=86)  96.5% (n=83) 97.6% (n=83) 94.2% (n=81)
33 Month n=64

Severe (>3 SD) 9.4% (n=6) 0.0% (n=0) 15% (n=1) 15% (n=1) 1.5% (n=1)
Mild/moderate (2-3 SD) 17.2% (n=11) 4.5% (n=3) 0.0% (n=0) 6.2% (n=4) 4.5% (n=3)
No delay(<2 SD) 734% (n=47) 95.5% (n=63) _ 98.5% (n=64) 93.2% (n=60) 93.9% (n=62)
36 Month n=139

Severe (> 3 SD) 0.7% (n=1) 14% (n=2) 5.8% (n=9) 2.% (n=4)
Mild/moderate (2-3 SD) 2.9% (n=4) 1.4% (n=2) 5.8% (n=8) 0.7% (n=1) 0.% (n=0)

No delay(<2 SD)

87.8% (n=122)

97.8% (n=136)

92.8% (n=128)

93.5% (n=130)

97.1% (n-135)

Total: 18-36 months n=1603

Severe (>3 SD)

5.5% (n=88)

1.6% (n=26)

1.6% (n=26)

2.3% (n=36)

1.7% (n=28)

Mild/moderate (2-3 SD)

6.9% (n=110)

2.6% (n=42)

2.5% (n=40)

2.4% (n=38)

2.7% (n=43)

No delay(<2 SD)

Age unknown
Missing

87.6% (n=1402)

95.6% (n=1534)

95.9% (n=1533)

95.3% (n=1517)

95.6% (n=1530)

n=1
n=2

n=1
n=0

n=1
n=3

n=1
n=11

n=1
n=1

A distinct difference in domain risk scores among ¢ieneral population of children 18-36

months of age in comparison to the children 18-8@ittms of age can be seen in the table below:
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Table 16 Comparison of Risk Prevalence: General Poation and CARE Referrals

ASQ Risk Indicators by Severity 2008-09

Communication  Gross Motor Fine Motor Problem Solving  Personal - Social
All children with completed ASQs Q4, N=448 n=447
Severe 6.0% (n=27) 1.3% (n=6) 1.1% (n=5) 1.6% (n=7) 1.3% (n=6)
Mild/moderate 4.9% (n=22) 2.2% (n=10) 2.2% (n=10) 2.7% (n=12) 2.2% (n=10)
No delay 89.1% (n=399) %.4% (n=432)  96./% (n=433) 95. 7% (n=428) 96.4% (n=432)
Children referred to C.ARE. Q4, N=45
Severe 17.8% (n=898) 6.7% (n=3) 4.4% (n=2) 4.4% (n=2) 4.4% (n=2)
Mild/moderate 20.0% (n=9) 4.4% (n=2) 6.7% (n=3) 13.3% (n=6) 8.9% (n=4)
No delay 62.2% (n=28) 88.9% (n=40)  88.9% (n=40) 82.2% (n=37) 86.7% (n=39)

Source: GAWM Master Spreadsheet

Assessment

File review

In order to reduce wait times, and to better mieetshort term needs of families requiring
services (START Team Services Protocol, Oct. 20&) process of managing incomplete
referral was revised in October 2008. Further ptarstreamline this process are currently
underway (see Appendix I[b]).

Between October 2008 and April 2009, rather thawdod incomplete referrals to the C.A.R.E.
Intake Coordinator, the START file review team @mtéd parents of children whose referrals
were missing case history and/or consent for seng&tigibility for services was based upon an
identified delay in one or more areas of the Ages$ &tages Questionnaire (ASQ) (e.g.
communication, gross motor, fine motor, problenvisg or personal social skill scores), parent-
identified concerns or concerns identified throagieview of the child’s case history.

Weekly reviews of submitted referrals were conddidte START team members (including a
Speech Language Pathologist [SLP], an Occupatibmaiapist [OT], and an Infant Preschool
Development Educator [IPDE]) 11. Based upon a wewgthe child’s history, Ages and Stages
summary and/or identified concerns, a decisionmwade as to whether the child is appropriate
for a START (SLP and IPDEJor a clinical assessmeéitSTART Team file review
recommendations for assessment can be seen ialtlecelow:

™ Incomplete case histories are completed withrarga telephone. Files where consents have e bbtained

are managed as follows:

START appropriate referrals: consent completedheyparents at the START assessment

Not appropriate for START: Consent mailed to family

12 |f the child’s major area of concern were limited speech sound issues, a START Speech Soundsu(Ation)

referral was recommended.

13f the child’s ASQ score falls more than threensi@rd deviations from the mean in any of the AS@guries the

child is referred to the CARE team for clinical @essment. If the child’s scores are more than tandsrd

deviations (but less than or equal to three stahdaviations), the child is referred for a STAR@rteassessment.
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Table 17 C.A.R.E. Referrals by age at time of refeal

File review:
Recommended assessment type*

Q2 Q3 Q4
n=36 n=41 | n=45
ST.A.RT. assessment 61.8% | 56.1% |71.4%
u34)| (=23) | (n=10)
ST.AR.T. speech/sound assessment 59% | 7.3% |14.3%
Ry | m=3) | (=2
Clinical assessment 35.3% | 293% | 7.1%
(12/34)] (n=12) | (n=1)
B4y | @=1) | (=1
Missing n=2 n=0 n=31

Source: GAWM Master Excel Spreadsheet,

* Includes new referrals, children already on a CARE caseload and urgent referrals.
Excdudes rereferrals. Includes children whose ASQ was received by CARE in the
guarter of interest

- The increase in missing data observed in Q4 maglaged to pending change in service
delivery and planned dissolution of the START assesnt team scheduled for April 1, 2009.
or children discharged prior to file review (Seepprsed process revisions, Appendix I)

Parental consent for service is mandatory befeagrment can be initiated. If the child was
deemed appropriate for START assessment, an asseissme and parent assessment meeting
(where the Consent for Service would be signedgwenoked. Consents for service were mailed
to parents whose children were to be assessediriarat services. (Teslak, A., personal
communication, Oct 22, 2008).

Assessment/treatment

START Team and Clinical assessments could takeepiaa group or an individualized setting.
Goal determination and tracking were monitoringdach child; assessment findings and
recommendations for treatment and follow-up weseussed with parents/guardians at a
scheduled Post Assessment Meeting (PAM). START #ssent Recommendations in Q4 for
GAWM referrals can be seen in the table below:
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Table 18 START Team assessment group recommendat®n

START Assessment Group Recommendations

Q3 Q4
Total number of children referred to START assessment | n=21 | n=10
by START File Review Team
Missing data* n=4 n=1
START Follow-up Group 41.2% | 77.8%
@n7 | (79
START Follow-up individual 35.3% | 0.0%
6/17) | (0/9)
Group clinical services (e.g. Ready, Set, Go) 52.9% | 88.9%
©on7 | (89)
Individual clinical services 235%| 22.2%
4n7 | (29
Discipline-specific assessment (OT, PT,IPD, BMS, 11.8%| 11.1%
Audiology) @A7n | (/9
Parent Group 0.0% | 0.0%
©on7 | (o9)
Parents as Teachers 11.8%| 0.0%
en7) | (09)
Parent Link Centre 17.6% | 33.3%
317 | (39)
Other community service 59% | 11.1%
1nn | (19
Home program/activities 88.2% [100.0%
(15/17)| (9/9)
Follow-up ASQ 235%| 0.0%
4n7 | (o9)
Urgent clinical assesment 00% | 0.0%
©on7 | (09

Source: START Assessment Recommendations. Manual data
collection
* Missing data may be attributed to children who were booked for,

but did not attend the START assessment

- Nearly 80% of children (77.8%) receiving assesssidnbugh the START assessment group
were referred for START group follow-up.

- There was a marked increase in children referredhtbividual clinical services between Q3 &
Q4. Increases in proportions over time may be aatsatwith small sample sizes.

- All parents who attended the START assessment greegived home programs or activities to
be practiced at home.

- Concurrent referrals to community groups such adrent Link Centre might be a valuable
resource to reinforce recommendations. It wouldeapphat this is not the current practice as
only 1/3 of children (33.3%) are referred to thisranunity resource.
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Treatment

Treatment varied by clinician. Validated measurenteols used to monitor severity of delay and

the impact of treatment on child and family outceraad approaches to treatment varied by
clinician (see Appendix J for a depiction of wamé variances by discipline). Due to small
sample sizes and outliers, timedianwait time is preferable to mean wait times for pamson

purposes.

Discipline-specific wait times (Q3 and Q4) are aégd in tables 19 and 20:

Table 19 Discipline-specific wait times (Q3, 200890

Wait Times: Children discharged from discipline-spe

Discipline-specific Wait Times
Quarter 3, 2008-09
Intake Wait Time (Days)

cific distal measurement

Mean Median Mode

Range

Standard Deviation

Missing/Not applicable

Speech Language Pathology

0-168

0
Infant Preschoal Development Educator 36 32.0 13.5 0 0-153 41.8 -
Occupational Therapy 7 42.9 26.0 0 0-153 51.2 -
Physiotherapy 10 81.6 67.0 7 7-204 77.5 -
Behavior Management Specialist 2 7.0 7.0 0 0-14 9.9 -

Audiolog na na na na na na -
Intake To Assessment Wait Time (Days)

Assessment to Treatment Wait Time (Days)

Speech Language Pathology 40 53.2 40.5 | 39.0 4-217 45.9 -
Infant Preschool Development Educator 22 39.3 29.0 | 39.0 4-152 39.3 -
Occupational Therapy 2 58.0 58.0 0 2-114 79.2 -
Physiotherapy 4 38.3 175 4.0 4-114 50.9 -
Behavior Management Specialist 0 na na na na na -
Audiolog 6 192.3 201.0 | 99.0 99-251 50.2 -

Speech Language Pathology 16 62.6 29.5 17.0 12-197 65.2 -
Infant Preschodl Development Educator 11 27.0 26.0 0 0-80 21.9 -
Occupational Therapy 1 201.0 201.0 | 201.0f 201.0 na -
Physiotherapy 1 15.0 15.0 | 15.0 15.0 na -
Behavior Management Specialist 0 na na na na na -
Audiolog na na na na na na -

Speech Language Pathology 12 1.0 0.5 0.3 | 3.8-37.9 1.1 -
Infant Preschool Development Educator 9 0.5 0.4 0.0 4-10 0.4 -
Occupational Therapy 1 3.4 3.4 3.4 3.4 na -
Physiotherapy 0 na na na na na -
Behavior Management Specialist 0 na na na na na -
Audiology 0 na na na na na -

Treatment to Discipline-specific Discharge Wait Ti me (Days)

Discharge

Wait Tim

Speech Language Pathology 12 70.4 71.5 29.0 29-93 17.9 22
Infant Preschool Development Educator 9 72.9 77.0 | 93.0 ] 21-113 27.9 13
Occupational Therapy 1 149 149 149 149 na 4
Physiotherapy 0 na na na na na 9
Behavior Management Specialist 0 na na na na na 0
Audiology 4 0 0 0 0 na 3

Speech Language Pathology 34 153.5 151.5 1168.0] 38-299 69.9 -
Infant Preschool Development Educator 22 150.8 153.0 | 153.0] 13-580 130.6 -
Occupational Therapy 5 128.8 153.0 | 153.0] 12-236 83.4 -
Physiotherapy 9 129.0 123.0 18 18-204 58.9 -
Behavior Management Specialist 1 14.0 14.0 | 14.0 14.0 na -
Audiology 7 189.6 199.0 | 199.0| 99-227 41.6 -
Source of Data: Meditech, GAWM Master Spreadsheet (April 2009 GOLD)
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Table 20 Discipline-specific wait times (Q4, 20089

Wait Times: Children discharged from discipline-spe
Discipline-specific Wait Times

cific distal measurement point

Quarter 4, 2008-09 Mean Median Mode Range  Standard Deviation  Missing/Not applicable
Intake Wait Time (Days)

Speech Language Pathology 0 0-68

Infant Preschool Development Educator 18 27.2 11.0 0 0-123 39.4 -
Occupational Therapy 6 24.8 11.0 0 0-91 34.0 -
Physiotherapy 4 34.0 325 | 30.0 3041 5.2 -

Behavior Management Specialist 1 0.0 0.0 0 0 na -

Audiolog na na na na na na -
Intake To Assessment Wait Time (Days)

Assessment to Treatment Wait Time (Day.

Speech Language Pathology 31 40.4 29.0 21.0 3-138 29.8 -
Infant Preschoadl Development Educator 15 66.1 55.0 | 21.0 ] 15-193 49.7 -
Occupational Therapy 4 47.5 45.0 0 0-100 50.9 -
Physiotherapy 2 62.0 620 | 43.0] 4381 26.9 -
Behavior Management Specialist 1 7.0 7.0 0 na na -
Audiolog 15 131.5 131.0 | 160.0|] 8-256 69.7 -

Speech Language Pathology 36 76.3 56.5 43.0 5-266 65.1 -
Infant Preschoaol Development Educator 15 49.9 43.0 26 4-235 56.4 1
QOccupational Therapy 1 29.0 29.0 | 29.0 na na -
Physiotherapy 2 35.5 35.5 | 28.0 2843 10.6 -
Behavior Management Specialist 2 83.0 83 31 31-135 73.5 -

Audiolog

na

Speech Language Pathology 13 12.0 7.0 7.0 ] 3.8-379 12.6 -
Infant Preschool Development Educator 9 4.4 5.0 1.0 4-10 2.4 -
Occupational Therapy 1 na na na na na -
Physiotherapy 0 na na na na na -
Behavior Management Specialist 0 na na na na na -
Audiology 0 na na na na na -

Treatment to Discipline-specific Discharge Wait Ti me

Discharge Wait Tim

Speech Language Pathology 11 99.2 77.0 73.0 | 41-218 62.8 17
Infant Preschool Development Educator 12 103.3 106.0 | 21.0 | 21-183 49.6 21
Occupational Therapy 0 na na na na na
Physiotherapy 0 na na na na na
Behavior Management Specialist 1 0 0 0 0 na
Audiology 0 na na na na na

Speech Language Pathology 28 151.3 120.0 | 116.0 1-313 93.5 -
Infant Preschoaol Development Educator 33 155 160.0 | 98.0 1-334 89.5 -
QOccupational Therapy 0 na na na na na -
Physiotherapy 4 45.3 33.0 30 30-85 26.6 -
Behavior Management Specialist 1 155.0 155.0 | 155.0 155.0 na -
Audiology 10 135.8 1595 | 8.0 8-220 66.5 -

Source of Data: Meditech, GAWM Master Spreadsheet (April 2009 GOLD)
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Median Wait Times
Discipline-Specific Referral to Discharge
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Figure 10 Median wait times. Discipline-specific rierrals to discipline-specific discharge

- OT wait times have not been included in the Fidgues no children discharged from OT
services in Quarter 4. Caution must be taken whiampreting median wait times due to small
number of children discharged.

- Wait time outliers positively skew (and artificialincrease) wait times (see Appendix J).
Elimination of outliers and secondary analysis atlier files would provide further insight as
to the source of the variation;

- Wait times trends from referral to discharge vagyween disciplines. Decreased wait times
were seen for SLP, PT, and Audiology services inr@bmparison to Q3. Increased IPDE
wait times may have been associated with reducsfingt. ** The small number of BMS
discharges in Q4 (n=1) may limit generalizabiliyall children;

- In comparison to the previous quarter, in Q4:

o Median wait times for intake decreased for all iglices;

o0 Total assessment/treatment time and wait fromrtreat to discharge increased
dramatically for speech-language and infant presictlevelopment educators.
This may have been influenced by planning andatdn of the early childhood
development screening blitz planned for spring 2808 ever-increasing wait lists
for service.

Discipline-specific assessment/treatment time Foldeen discharged was further analyzed based
upon discharge timing (discharge point) (e.g.,fegrantake/assessment b) after intake/referral
and c) after treatment). Results can be seen ifotlosving tables:

14 possibly associated with reduced funding for ParastTeachers and the impending end of GAWM project
funding.
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Table 21 Discipline-specific assessment/treatmenirte summary

Assessment/Treatment Time (Minutes) (Discipline-spe  cific discharged children)

Quarter 3, 2008-09 n= Mean Median Mode Range Standard Dev iation Missing
Speech Language Pathology
After initial assessment/screen 11 | 533 60.0 0.0 0-180 56.7
After intake/referral 10 na na na na na
After intervention 12 ]857.1] 490.0 | 2250|225 - 2275 745.1
Infant Preschool Development Educator
After initial assessment/screen 6 90.2 905 00 0-180 60.0 3
After intake/referral 4 na na na na na
After intervention 9 347.8] 300.0 |240.0] 240-600 138.3
Occupational Therapy
After initial assessment/screen 1 75.0 750 75.0 75.0 na 1
After intake/referral 2 na na na na na
After intervention 1 |3100] 3100 ]310.0 310.0 na
Physiotherapy
After initial assessment/screen 2 35 35 10 10-60 354 2
After intake/referral 5 na na na na na
After intervention 0 na na na na na
Behavior Management Specialist
After initial assessment/screen 1 0.0 0.0 0.0 0.0 na
After intake/referral 0 na na na na na
After intervention 0 na na na na na
Audiology
After initial assessment/screen 7 314 50 0 0-60 29.7
After intake/referral 0 na na na na na
After intervention 0 na na na na na

Source: Master GAWM Excel Spreadsheet

Assessment/Treatment Time (Minutes) (Discipline-spe  cific discharged children)

Quarter 4, 2008-09 = Mean Median Mode Range Standard Deviation ~ Missing
Speech Language Pathology
After initial assessment/screen 14 12543] 600 00 0-1575 491.8
After intake/referral 4 na na na na
After intervention 9 |5833] 330.0 | 50.0 | 50-3000 916.8
Infant Preschool Development Educator
After initial assessment/screen 17 | 627 60.0 00 0-165 60.1 0
After intake/referral 4 na na na na na
After intervention 12 1229.2| 2325 |180.0| 60-360 84.3
Occupational Therapy
After initial assessment/screen 0 na na na na na 0
After intake/referral 0 na na na na na
After intervention 0 na na na na na
Physiotherapy
After initial assessment/screen 3 10 0 0 0-30 17.3 0
After intake/referral 1 na na na na na
After intervention 0 na na na na na
Behavior Management Specialist
After initial assessment/screen 0 na na na na na
After intake/referral 0 na na na na na
After intervention 1 180 180 180 180 na
Audiology
After initial assessment/screen 9 |5578] 500 50.0 20-120 26.6
After intake/referral 1 80 80 80 80 na
After intervention 0 na na na na na

Source: Master GAWM Excel Spreadsheet

- Discipline-specific median wait times for childrdischarged after initial assessment/screening
seem to be consistent from Q3 to Q4. Median waiés for children discharged following SLP
and IPD treatment (intervention) decreased in Qrhfthe previous quarter.
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Children referred for service can be dischargeahgtpoint along the service continuum.
Discharge by point in time (after intake/referater initial assessment, and after intervention)

can be seen in the table below:

Table 22 Discipline-specific discharges by dischaegtimeframe

B =1y O P B AUD
Q3, 2008-09
Children discharged by timeframe n= 33 22 5 9 1 7
Missing data 1 0 0 0 0 0
# % | #| W | #]| | #]| % # | %] # %
After intake/referral 10 ] 30.3] 4 |18.2] 2 [40.0] 5]|556] O 0 0 0
After initial assessment/screen 11 ] 33.3] 9 |[40.9] 2 |40.0] 4 |444] 1 |[100] 7 | 100
Subtotal 21 1636 J13 |59.1 |4 [80 |9 100 | 1 pooj 7 |100
After intervention 12 1364] 9 409 12001 0] O 0 0 0 0
Q4,2008-09
Children discharged by timeframe n= 27 33 0 0 1 10
Missing data 1 0 0 0 0 0
# % | #| W | #]| | #]| % # | %] # %
After intake/referral 4 1148 4 112.1] - - - - 0 0 1 ]100
After initial assessment/screen 14 ] 51.9]) 17| 51.5] - - - - 0 0 9 |90.0
Subtotal 18 166.7 |21 |63.6 | - - - - 0 0 J10 |100
After intervention 9 |321] 12|36.4] - - - - 1 ]100] O 0

Source: GAWM Master Spreadsheet, Meditech

While small numbers limit the generalizations tbat be made from the data, the following

observations have been made:

- In Q3, a significant number of children referred $ervice were discharged after
intake/referral. A trend toward reduced dischafésr intake and referral is seen in Q4. This
may be related to pending system changes and tisateto have all children proceed to
assessment (rather than be discharged if formsemenplete). This change, while officially
being initiated in April 2009, may be creeping ipi@actice. An alternate explanation is that
referrals for Children’s CARE services may be maperopriate.

- Nearly half of the children seen for developmentlhy were discharged after their
assessment/screen visit. This would imply thatdany children, service demands were not
extensive, and that follow-up of assessment recamdateons could be completed with
parents/caregivers in the home. This speculatisapgported by the high number of parents
provided with home programs/activities followingthSTART assessment.
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Table 23 Discipline specific discharge. Reasons fdischarge

Reaso Or discharge
P PD O P B AUD
Q3, 2008-09

Children discharged by timeframe n= 34 22 5 9 1 7
Missing data 0 0 0 0 0 0

#1 % | #]| % | #| | #]| % # | %] # %
Failure to complete forms 8 |235] 3 ]113.6] 1]20.0] 4| 44.4] - - - -
Goals achieved 4 11181 219141 -1 -] -1 - - -1 - -
Two consecutive no-shows - - - - - - - - - - 2 |286
Parent declined intervention 31881 2191 3/60.0] - - 1/100] 1 | 14.3
Rereferral 5 1147] 1|1 45] - - - - - - - -
Skills age appropriate 3188] 411821112000 1111} - - 1 | 143
Service not required 2 1591 7 1318] - |- 3] 333] - - 1 | 143
Unable to contact 5 11471 1|1 45| - |- 1] 11.1) - - - -
Receiving alternate services 31881 2]91] - - - - - - 2 | 286
Moved 1129] - - -1 - - - - - - -

Q4, 2008-09

Children discharged by timeframe n= 28 33 0 0 1 10
Missing data 0 0 0 0 0 0

#1 % | #]| % | #| | #]| % # | %] # %
Failure to complete forms 113610 0 -1 - - - - - - -
Goals achieved 1136} 3]91]- - - - - - - -
Two consecutive no-shows - - - - - - - - - - - -
Parent declined intervention 12 1429) 5 |15.2] - - - - - - - -
Rereferral 4 114.3) - - - - - - - - - -
Skills age appropriate 6 1214) 4 |12.1] - - - - - - 9 |]900
Service not required 2 |1 71]115]455] - - - - - - - -
Unable to contact 2 1711 5 [15.2] - - - - - - - -
Receiving alternate services - - 1]130] - - - - 1 100} 1 | 100
Moved - - - - -1 - - - - - - -

Source: GAWM Master Spreadsheet, Meditech

Small sample sizes limit the generalizations tlaat lse made from this data. It must be noted that
many of the children referred during the timeframhéhis study have not completed their
treatment. Observations of the above data include:

- High rates of failure to complete forms have desedabetween Q3 and Q4, stimulated by the
decision to eliminate this bottleneck in servicéwey. This should potentially decrease wait
times in the future;

- Inability to contact parents (ranging from 0-15.2%children discharged) may be related to
service availability (and parental contact) onlyidg daytime hours;

- Parental decline of services has increased for&IlcPIPD staff between Q3 and Q4, reaching a
high of 42.9% (SLP services) for children dischargem SLP services in Q4. Contributing to
this may be parents who decline services in liglextended wait times for service;

- Rereferrals have been initiated, for the most partchildren requiring speech/language
services;

- The proportion of children rereferred has been istest at ~14% for both quarters.

The table below examines reasons for dischargallfehildren discharged between March 2008
and April 2009:

Page 37 15/06/2009
U:\GAWM Project\Evaluation\Data Collection ToolsMlit Pathway Audit\Client Pathway Report\2009 Jure
GOLD Client Pathway Audit v7NoAppendix.doc



Table 24 All Discipline-specific discharges 2008-URischarge reason by point of discharge
Reasons for discharge by point of discharge

2008-09 After Intake Referral  JAfter initial assessment  After Intervention Total

All Discipline-specific Discharges N=223 # % # % # % # %
Failure to complete forms 18 43.9% 0 0.0% 0 0.0% 18 8.1%
Goals achieved 0 0.0% 1 0.8% 9 16.7% 10 4.5%
Two consecutive no-shows 0 0.0% 2 1.6% 1 1.9% 3 1.3%
Parent declined intervention 10 24.4% 27 21.1% 4 7.4% 41 18.4%
Rereferral 0 0.0% 1 0.8% 9 16.7% 10 4.5%
Skills age appropriate 1 2.4% 40 31.3% 12 222% 53 23.8%
Service not required 1 2.4% 33 25.8% 15 27.8% 49 22.0%
Unable to contact 7 17.1% 11 8.6% 2 3.7% 20 9.0%
Receiving alternate services 4 9.8% 12 9.4% 2 3.7% 18 8.1%
Moved 0 0.0% 1 0.8% 0 0.0% 1 0.4%
Total discharges (n) 41 100.0% 128 100.0% 54 100.0% 223 100.0%

Source: GAWM Master Spreadsheet

- Nearly half (43.9%) of (discipline specific) disegas occurring after intake/referral were
related to incomplete forms; nearly 25% of refexraiceived were declined by parents upon
contacting them. This may be related to parentk t clarity regarding the importance of
early intervention or may signify referrals inieatwithout parental awareness that a referral
had been initiated. Inability to contact parents/rna related to service availability during
daytime hours.

- Nearly 1/3 of the time, upon a more detailed, ghlsoce-specific assessment, children were
deemed to have skills appropriate for their ages€émay be the “false positive” children
identified through the ASQ screening. One quartehddren (25.8) required no further service
following the assessment visit. This may have bre&ted to enhanced parent capacity,
stimulated by parental education, follow-up aciesgtand resource information made available
during the parent sessions.

- After intervention, 27.8% of children no longer vegd service. For 22%, skills were age
appropriate at discharge. Another 16.7% achievenl goals. Just over 15% (16.7%) were
rereferred for further service. These children wadeeed back into the cue for service to await
the next available appointment.

Reasons for discharge by discharge point by disggan be seen in the table below:
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Table 25 Reasons for discharge by point of dischaegand discipline (FY 2008-09)
Reasons for discharge by point of discharge

2008-09 After Intake Referral  fter initial assessment  After Intervention Total

SLP Discharge N=95 # % # % # % # %
Failure to complete forms 10 47.6% 0 0.0% 0 0.0% 10 10.5%
Goals achieved 0 0.0% 1 2.1% 4 154% 5 5.3%
Two consecutive no-shows 0 0.0% 0 0.0% 1 3.8% 1 1.1%
Parent declined intervention 4 19.0% 13 27.1% 2 7.7% 19 20.0%
Rereferral 0 0.0% 1 2.1% 9 34.6% 10 10.5%
Skills age appropriate 0 0.0% 16 33.3% 4 154% 20 21.1%
Service not required 0 0.0% 3 6.3% 4 154% 7 7.4%
Unable to contact 3 14.3% 6 12.5% 2 7. 7% 11 11.6%
Receiving alternate services 4 19.0% 7 14.6% 0 0.0% 11 11.6%
Moved 0 0.0% 1 2.1% 0 0.0% 1 1.1%
Total discharges (n) 21 100.0% 48 100.0% 26 100.0% 95 100.0%
IPDE Discharge N=82 # % # % # % # %
Failure to complete forms 4 36.4% 0 0.0% 0 0.0% 4 4.9%
Goals achieved 0 0.0% 0 0.0% 5 185% 5 6.1%
Two consecutive no-shows 0 0.0% 0 0.0% 0 0.0% 0 0.0%
Parent declined intervention 4 36.4% 7 15.9% 2 7.4% 13 15.9%
Rereferral 0 0.0% 0 0.0% 0 0.0% 0 0.0%
Skills age appropriate 0 0.0% 7 15.9% 8 29.6% 15 18.3%
Service not required 0 0.0% 23 52.3% 11 40.7% 34 41.5%
Unable to contact 3 27.3% 5 11.4% 0 0.0% 8 9.8%
Receiving alternate services 0 0.0% 2 4.5% 1 3.7% 3 3.7%
Moved 0 0.0% 0 0.0% 0 0.0% 0 0.0%
Total discharges (n) 11 100.0% 44 100.0% 27 100.0% 82 100.0%
PT Discharge N=20 # % # % # % # %
Failure to complete forms 4 50.0% 0 0.0% na na 4 20.0%
Goals achieved 0 0.0% 0 0.0% na na 0 0.0%
Two consecutive no-shows 0 0.0% 0 0.0% na na 0 0.0%
Parent declined intervention 2 25.0% 5 41.7% na na 7 35.0%
Rereferral 0 0.0% 0 0.0% na na 0 0.0%
Skills age appropriate 0 0.0% 3 25.0% na na 3 15.0%
Service not required 1 12.5% 4 33.3% na na 5 25.0%
Unable to contact 1 12.5% 0 0.0% na na 1 5.0%
Receiving alternate services 0 0.0% 0 0.0% na na 0 0.0%
Moved 0 0.0% 0 0.0% na na 0 0.0%
Total discharges (n) 8 100.0% 12 100.0% 20 100.0%
BMS Discharge N=2 # % # % # % # %
Failure to complete forms 0 - 0 0.0% 0 0.0% 0.0%
Goals achieved 0 - 0 0.0% 0 0.0% 0.0%
Two consecutive no-shows 0 - 0 0.0% 0 0.0% 0.0%
Parent declined intervention 0 - 1 100.0% 0 0.0% 1 50.0%
Rereferral 0 - 0 0.0% 0 0.0% 0.0%
Skills age appropriate 0 - 0 0.0% 0 0.0% 0.0%
Service not required 0 - 0 0.0% 0 0.0% 0.0%
Unable to contact 0 - 0 0.0% 0 0.0% 0.0%
Receiving alternate services 0 - 0 0.0% 1 100.0% 1 50.0%
Moved 0 - 0 0.0% 0 0.0% 0.0%
Total discharges (n) 0 0.0% 1 100.0% 1 100.0% 2 100.0%
AUD Discharge N=24 # % # % # % # %
Failure to complete forms 0 0.0% 0 0.0% na - 0 0.0%
Goals achieved 0 0.0% 0 0.0% na - 0 0.0%
Two consecutive no-shows 0 0.0% 2 8.7% na - 2 8.3%
Parent declined intervention 0 0.0% 1 4.3% na - 1 4.2%
Rereferral 0 0.0% 0 0.0% na - 0 0.0%
Skills age appropriate 1 100.0% 14 60.9% na - 15 62.5%
Service not required 0 0.0% 3 13.0% na - 3 12.5%
Unable to contact 0 0.0% 0 0.0% na - 0 0.0%
Receiving alternate services 0 0.0% 3 13.0% na - 3 12.5%
Moved 0 0.0% 0 0.0% na - 0 0.0%
Total discharges (n) 1 100.0% 23 100.0% 0 0.0% 24 100.0%

- Failure to complete forms was a frequent causaeschdrge at intake/referral for all disciplines.
- In Q3, significant differences (Kruskal-Wallis Tepk.01) in reasons for discharge by point of
discharge were found for speech language pathdlmg901, 95% confidence) and early
preschool development services (p=.003, 95% condele In 2008-09, 6.3% of children seen
by SLPS did not require services after initial asseent in comparison to 52.3% of children
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assessed by Infant Preschool Development Educ#&qrsssible explanation for this variance
is that general developmental concerns may be neawly addressed with education/advice
received through the initial assessment with follgwby parents in the home setting. Delays
requiring specific expertise, such as speech/laggdavelopment, may be more difficult to
address in the home setting without ongoing supemiadvice.

Discussion

The Grow Along with Me Client pathway provides thygoortunity to examine the movement of
children from the initial developmental check-upotigh to treatment and discharge for children
with identified delays. To date, the pathway infexploratory nature, describing the current
system; providing the opportunity to critically enge the service continuum. Next steps are to
identify what is working well, and opportunities fimprovement, defining standards of expected
care, treatment, and tests to be carried out. C#32) advises, “thereafter, the various steps in
the care process are reviewed to find ways to ¢oatel activities or to reduce the time required.
Deviations in the care for the individual patierg documented in a variation schedule after
which corrective actions are taken, if required.tHe event of the care of the patient not
proceeding as anticipated, information is fed bamhktinuously to the ... staff and serves as a
kind of education” (as cited in Walldal, Anund, &tfaker, 2002, p. 115).

This formative evaluation provides baseline datd tan be utilized in setting short term and
long term goals and timelines. Long term goalsitsgies and key elements of care are ideally
based on Evidence Based Medicine (EBM) guidelihest practice and patient expectations
(DeBleser, L. et al., 2006).

Preliminary analysis of the pathway shows that éegnts (e.g. urgent assessments) need to be
clearly defined and that the number of steps taeaehkey events (e.g. the initial intake process)
should be reduced. Wide variance in discipline-gpawait times is noted. Clarification and
standardization of processes and consistent usaidated tools would promote consistency in
approaches, reduce variation, and enhance comntieniead comparability between service
providers, organizations and families. Sequentiahmoring of development over time (critical
for the early identification of delays at this tirmerapid developmental change) is beginning to
take root.

Detailed flow process maps portraying desired sydtew are under development. Integral to
future quality improvement initiates are communimat coordinating roles, and sequencing the
activities of the multidisciplinary care team, jgatis and their relatives. Documenting,
monitoring and evaluating variances and continuohshging this information back to the staff
are foundational to informed decision-making andiewce-based practice.

Work to date holds promise for providing optimaivsees for children and families - services
that are accessible, efficient, seamless and nimetlpractice in early childhood development.
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Limitations

Lack of clear indicator definitions prior to datakadevelopment resulted in indicators being
driven by the data versus information needs dridata collection. Simultaneous data entry into
the Meditech and research database have resulteglication, yet were necessitated by the
limited ability to create timely reporting in thedditech system. Due to data limitations, the
ability to examine prematurity, and ASQ sensitiatyd specificity is limited.

Frequent changes in the process were often prontyytedncurrent regional projects (e.g. the
Primary Care Project). This may have resulted anges being made prior to the definition of
baseline measures and evaluation of the effectsgeakthe current process.

Stratification of wait times by discipline may haveen enhanced by creating measures to reflect
a holistic multidisciplinary team approach.

Recommendations

This preliminary pathway audit has provided thdighto discuss and clarify the current flow of
children through the system and has provided tligyaio identify misperceptions,
inconsistencies and gaps. It is recommended teaBtbw Along with Me Steering Committee:

1. Use this client pathway audit as the foundationnupbich to develop of a critical
pathway (that incorporates best practice, evidemimemed knowledge, and quality
improvement principles):

a. Examine ways to eliminate unnecessary steps iprbeess and to minimize
variation among service providers;

b. Promote consistency in the use of ASQs (e.gexample, if a child’s age is not

consistent with the ASQ version, should the presieersion or the subsequent

version of the tool be used (e.qg. If the child9smonths old, should 18-month or 20-

month ASQ be used?) ;

c. Examine ways to reduce duplication of same-a§® Aompletion by partner

agencies;

d. Ensure that all staff members are aware of kaiwgv how to access best practice

literature;

e. Systematically review the quality of care alafignt pathways to analyze

obstacles and deviations; and,

f. Promote staff capacity to participate and desigaluative research in areas where

data are lacking and where limited best practicatedge is available.

2. Promote the availability of key indicators in a ush responsive computer database:

b. Refine collected data elements (e.g. capture ahaterity in relation to ASQ
completion, multidisciplinary wait times).

3. Examine data/indicator definitions, define indigataseful for strategic planning (for
system sustainability post project). Promote complinkage within and between service
providers and partners (e.g. ASQ results, docurtientaf decisions); and

4. Share the results of this study with managersgstalklers and frontline staff.
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