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Executive summary

The i.am/ Youth Aftercare Pilot

The i.am/ Youth Aftercare initiative is funded jointly by the Australian and NSW Governments. It is one of
the 15 initiatives originally established by the NSW Government through the Towards Zero Suicides (TZS)
funding of $87 million over 3 years, from 2019-20 to 2021-22. The i.am/ Youth Aftercare program provides
non-clinical psychosocial support to children and young people at increased risk of suicide, up to 25 years
of age (with no lower age limit). The program provides intensive, wrap-around, community-based,
developmentally appropriate, assertive outreach supports delivered by a Community Managed
Organisation (New Horizons). The model was informed by a co-production process and was required to
continue to evolve through co-production with staff and young people over the course of the Pilot.

The evaluation

The evaluation of i.am/ Youth Aftercare is part of a broader evaluation of 6 TZS initiatives being
undertaken by Taylor Fry and ARTD. This report is the final of four evaluation reports. It addresses the
original key evaluation questions, and a small number of additional questions that were developed to
support the Ministry of Health in navigating decisions around universal aftercare services within the
Bilateral Schedule to the National Mental Health and Suicide Prevention Agreement.

This report draws on research literature, interviews with young people, staff, program leads, consortium
partners, the Ministry of Health, local service system providers, a survey of families and carers,
administrative data, including a linked administrative dataset (n = 90), client records (n = 349), two
outcomes measures — the Suicidal Ideation Attributes Scale (SIDAS) (n = 342) and My Life Tracker (n =
418) measures — and cost data. We have sufficient data to answer the key evaluation questions. While there
are limitations to all outcomes data sources because of the limited number of matched SIDAS and My Life
Tracker data for young people and limited number of young people for whom data could be linked, our
confidence in findings about outcomes is strengthened through consistency across multiple data sources,
including feedback from young people, families and carers and staff.

Key findings

Key Evaluation Questions Findings

Design

The model was co-produced with young people and reflects the
input of young people through the co-production process. The
model also broadly aligns with the evidence from the literature on
aftercare models, in particular the rapid follow-up, focus on the
relationship between the young person and i.am staff, referred to as
Child and Young Person Champions (Champion), as well as the
holistic nature of support.

= How effectively was the initiative
designed to deliver the
anticipated outcomes and
impacts?

However, other local stakeholders were not involved in the co-
production process so that while extensive local communications
strategies have been proactively delivered since commencing
operations, this lack of early engagement has likely negatively
impacted referrals and the inclusiveness and accessibility of the
program.
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Key Evaluation Questions Findings
Ongoing co-production has been challenging for staff, who do not
have relevant skills and experience. They sought greater clarity
about how to operationalise ongoing co-production at a program
level. These issues, and the overlap with evaluation processes, raises
questions about how best to approach ongoing iteration of the
service model.

Process

= What was the reach? The program supported a total of 349 children and young people
between June 2021 and June 2023. This is lower than initially
anticipated, however as administrative data is only available for
young people who exited the program prior to June 2023. this may
be an underestimation of the true reach of the program. The
program supported:

= 90 in Western Sydney (over 23 months)

= 62 in Mid North Coast (over 23 months)

= 111 in Hunter New England (over 19 months)

= 90 in South Western Sydney (over 16 months).

The 3,322 children and young people who presented to EDs across
the four locations with an i.am/ Youth Aftercare program in 2021
and 2022 provide an indication of the level of potential need for
aftercare.

Of those who were eligible, 68% agreed to participate in the
program.

=  How has the model interacted Referral source data is limited but indicates that the primary source

with the local service system, and  is community health. This does not reflect the initial intention set

what, if any, gaps has it filled? out in the service model (that referrals would come primarily from
EDs and acute mental health units).However, it reflects the current
expectation that children and young people with acute
presentations need support from local Child and Adolescent Mental
Health Services. to ensure their safety. Those teams then refer
clients to i.am once they are stable enough for non-clinical supports
to be appropriate.

83% of children and young people who were referred to i.am/Youth
Aftercare were considered eligible by the program. This aligns with
feedback from referring service providers that i.am/ Youth
Aftercare has provided a trusted place to refer to. i.am/ Youth
Aftercare Champions have done a good job of communicating the
nature of the program and answering questions about referrals. The
clarification of eligibility criteria and accessibility of the referral
process have helped referring organisations to make referrals. The
referral process is also helped by trust, which is built over time.

TAYLOR CF t f’
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Key Evaluation Questions

Findings

What are the experiences with the
program?

What are the experiences of
children and young people
engaging with the program?
What were the experiences of
their families and significant
others?

What are the experiences of staff
delivering the program?

How well has the program been
implemented from the
perspective of different
stakeholders?

Outcomes

What were the outcomes for
children and young people
engaging with the program?

The service providers interviewed reported that i.am is filling a gap
in the system, citing the need for a program providing non-clinical,
psychosocial support with flexible delivery modes and hours,
delivered by Champions with lived experience. It was also reported
by program staff and leads that additional support from the
Ministry would be valued in supporting the creation and
maintenance of strong referral relationships, particularly with the
Local Health Districts.

Young people interviewed were positive about their experience with
the program, with many saying they were surprised at how they
were able to form trusting relationships with their Champions. They
highly valued:

= the flexible and relational nature of the support

= the genuine care and understanding they received from the
Champions.

= the face-to-face nature of the program, particularly because
this helped them to get out of their house and interact in the
community.

Family members were similarly positive about the experiences of
the young people they supported. Families, carers and supporters
reported that they trusted the Champions and felt listened to.

While young people appreciate the flexibility provided by the
program, staff raised concerns about a lack of clarity around the
model. Staff emphasised the importance of training opportunities
that help them feel supported and equipped for their role, and
valued the support and advice provided by other team members and
the monthly staff check-ins. However, some expressed concerns
about management structures leading to poor communication
between staff and leaders. This exacerbated the concerns around
model clarity, and meant that sites weren’t collaborating.

The program has been implemented well and as intended, from the
perspectives of the staff interviewed. There were early challenges
around the clarity of the model and ongoing co-production and
these issues were exacerbated by some staff turnover.

The available SIDAS data for children and young people — while
limited - suggests that suicidal distress tends to decline over a
young person’s time in the program. This finding is supported by
qualitative data.

Young people identified a range of positive outcomes that they
attributed to their engagement with the program, including:

= improved social connections and relationships with family,
carers and friends

* improved confidence and communication skills

= reduced anxiety, despair and distress

= reduced self-harm and suicidal ideation

=  improved access to supports and services

Evaluation of the i.am/ Youth Aftercare Initiative
Final Evaluation Report
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Key Evaluation Questions Findings
= improved school attendance and engagement or reengagement
with employment
* improved ability to deal with issues themselves and to ask for
help.

These outcomes were sustained for young people who were
interviewed at a later timepoint. Some of those young people also
identified a further outcome - that they were better equipped to
support their peers who were facing mental health challenges or
suicidal thoughts and behaviours.

The findings from the linked data analysis are that there is evidence:

= ofareduction in the average number of presentations to ED and
hospital admissions in the months after commencing in the
program

= that the program may be helping to bridge an unmet need for
community mental health services.

=  What were the unintended There were no unintended outcomes identified through the
outcomes - for clients, evaluation.
stakeholders or the system -
both positive and negative?

= To what extent has the initiative  Because of the relatively small scale of the program, the impact on
impacted on reducing suicide suicide attempts and deaths is not able to be measured.

attempts and deaths?

Economic
The initial set up costs for each of the sites was:

=  Western Sydney - $203,823

=  Mid North Coast - $173, 451

*  Hunter New England - $100,751
=  South Western Sydney - $42,504.

=  What is the cost of the model?

The ongoing annual costs for each site is:

=  Western Sydney - $737,363

=  Mid North Coast - $673,683

=  Hunter New England - $720,392

=  South Western Sydney - $833,756.

The cost per centre for a scalable ‘model Youth Aftercare’ centre is

= What is the potential cost of an .
estimated as:

alternative, scalable model?
= Initial setup costs - $34,000 (although this might be greater
with a different provider)
=  Ongoing - $759,300.

With 4 staff, spending 75% of their time on client work, including
commute time, a centre would be able to support 45 young people
per year for an average of 98 hours per person. This would equate to
a cost of $16,900 per client, and $170 per service hour.
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Key Evaluation Questions Findings

Economies of scale could be achieved with additional staffin a
centre if the program reached more young people. Commute time
and support time per young person could also be varied but this may
impact outcomes achieved because of the positive impact of face-to-
face support reported by young people.

Recommendations

The Model

1) There is a need for a child and youth specific aftercare program that is flexible and person-centred and
relational, and offers in-person, psychosocial, non-clinical and peer-led support.

2) Consider providing greater clarity about the model in the service model documentation, particularly
around expectations for implementation, to ensure greater consistency across sites and increase
confidence of staff in implementing the model.

3) Consider adjustments in language for cultural and religious communities (for example, distress
instead of suicide), provided that this does not dilute the eligibility criteria, ensuring the program
continues to focus on aftercare and suicide risk.

4) Future models under the Bilateral Schedule:

a)

b)

c)

d)

If the i.am/ Youth Aftercare program continues to be delivered by a Community Managed
Organisation (CMO), it is likely that an organisation that is widely recognised for youth mental
health would have the highest chance of success, as it would decrease the need for extensive trust
building with LHDs, other referring organisations and families/ carers.

If a universal program is progressed, a specialised approach and specialised staff for young people
would be recommended to meet the needs of children and young people at risk of suicide.

If the current model is retained, a continued focus on non ED-based referral pathways could
support delivery of Part 2 of universal aftercare services within the Bilateral Schedule, “Implement
a pilot to expand referral and entry pathways to Aftercare Services from other health settings ... to
support those who have experienced a suicidal crisis without being admitted to hospital”.

In this case, an alternative or blended clinical and psychosocial model may be required to support
children and young people who present to emergency departments and/or have been admitted
following a suicidal crisis.

Co-design/ co-production

5) For future initiatives that involve co-production:

a)

b)

Engaging in a meaningful, narrative based, youth focused co-production process can be
empowering for the young people involved, and valuable in developing a program that is
specifically designed with the needs of those young people in mind.

Ensuring community engagement with referring organisations (including local health districts,
Primary Health Networks, and Community-Managed Organisations) and clinicians during the
design phase will help to build relationships and referral pathways.

6) Co-production would be strengthened with an intersectional lens through inclusion of a wider range
of stakeholders representing diverse perspectives.

7) Consider the need for ongoing co-production or re-design if an intensive co-design/co-production
process was initially used to develop the model and there is both flexibility in the model and ongoing
monitoring and evaluation processes that can inform program design and delivery.
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a) If ongoing co-production continues to be the responsibility of staff, provide clarity and guidance
about how ongoing co-production should work. To demystify the concept, be clear and practical
about the process and how it can be operationalised.

Reach and referrals

8) Investigate barriers to referrals for males and work with referring organisations to increase the
number of referrals for male children and young people at risk of suicide.

9) Continue focus on ensuring the program is culturally safe and is reaching children and young people
from CALD communities through careful use of language and ongoing engagement with community
leaders.

10) Department of Education and Ministry of Health to provide greater support to establish formal
referral pathways to Youth Aftercare from LHDs and schools and increase awareness of the program
across both health and education settings.

Staff

11) Where there is an lived experience workforce in a new initiative, ensure a focus on supporting all staff
to work safely and collaboratively together by providing clarity about roles and responsibilities
through model documentation and onboarding processes.

12) Continue to support the involvement of clinical staff in the program to help manage the risk of harm to
young people, especially if the program is implemented on a broader scale.

Data

13) Continue to ensure that staff across all program sites are be trained in how to collect program data to
ensure accuracy and consistency.

14) Ensure that staff are aware of and use the data dictionary, so all staff collect data in a uniform way.

15) Ensure that all data items have standard unknown categories, and distinguish between not stated/
unknown and declined to respond.

16) A range of specific data collection recommendations are included in full in Section 7.3.
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1 Background

¢§3 This report builds on the Process and Findings Report that was delivered in August 2022 and the
Interim Final Report delivered in November 2022. Where findings from previous reports are

relevant, a short summary is included in a box at the top of the relevant section, with an
indication of where to find greater detail in the previous report.

1.1 Suicide risk for children and young people

Youth suicide and suicidal behaviour is a significant issue. In 2020, suicide was the leading cause of death
for young people aged 15-24 in Australia; and, after transport-related injuries, the second most frequent
cause of death for children aged 15-17 in New South Wales in 2017.! While other causes of death
decreased, suicide rates for children between 10-17 years increased in the years from 2008.2 There is
undoubtedly a pattern of deterioration in mental health and wellbeing for children and young people over
the past few years, which is also represented in the increasing rates of intentional self-harm.? Suicidal
ideation is a significant issue among young people - approximately 30% of adolescents aged 12-20 years
have thought about suicide at some point, with around 20% reporting having had such thoughts in the
previous year.*

COVID-19 has only exacerbated mental health and wellbeing issues for children and young people. The
chart below shows rates of self-harm or suicidal ideation presentations to Emergency Departments (EDs)
for young people (aged less than 25) across all of NSW over the 2017 to 2022 period. Between 2017-2022,
the rate of young people (under 25) presenting to EDs in NSW for self-harm or suicidal ideation has
increased, and there was a noticeable jump in September 2020.

! ATHW. (2022). Deaths in Australia. Retrieved: https://www.aihw.gov.au/reports/life-expectancy-
death/deaths-in-australia; NSW Ombudsman. (2019) NSW Chlld Death Rev1ew Team Annual Report 2018—

2019. Retrieved: h

2NSW Ombudsman (2019).

3 ATHW. (2022). Intentional self-harm hospitalisations among young people. Retrieved:
https://www.aihw.gov.au/suicide-self-harm-monitoring/data/populations-age-groups/intentional-self-harm-
hospitalisations-among-young.

* Evans, E.,Hawton K., Rodham, K. & Deeks J. (2005) The prevalence of suicidal phenomena in adolescents: a
systematic review of population based studies. Suicide and Life-Threatening Behaviour 35(3), 239-250.
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Figure 1 - Rate of self-harm or suicidal ideation ED presentations in young people in NSW between 2017-
2022
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Note: Rates of presentations include re-presentations to ED for self-harm or suicidal ideation.

The impact of COVID-19 is also reflected in Mission Australia’s 2021 Youth Survey, which found that 50.3%
of the more than 20,200 young Australians who responded to the survey reported that their mental health
had been negatively impacted by COVID-19.°

More recent data provides some indication of improvements in the mental health and wellbeing of
children and young people. A round of data collection by the Australian National University in August
2022 found that Australians aged 18-24 were more positive about their lives and their futures, and
reported experiencing less psychological distress (as they are more likely to think that their life is
improving, more optimistic about the future, less stressed and more likely to think that their relationship
quality is improving).® Over two-thirds (67.4%) of respondents aged between 18-24 reported that their
lives had improved in the last year, and there was a 5% decline in psychological distress for this age group.

The drivers for poor mental wellbeing for children and young people often have multiple and complex
causes. A survey of 3,500 young people across Australia, conducted in 2021, identified a number of
contributory issues reported by young people. These included the impact of COVID-19, barriers to
accessing appropriate and timely support, a lack of support in the education system, anxiety about
entering the workforce, climate change, the high cost of living, not feeling safe, and a lack of trust in

> Filia, K., Brennan, N., Freeburn, T., Clarke, E., Browne, V., Kos, A., Plummer, J., McGorry, P., Christie, R.,
Killackey, E., and Gao, C.X. (2022). Clusters of COVID-19 impact: Identifying the impact of COVID-19 on young
Australians in 2021. Orygen: Melbourne, VIC and Mission Australia: Sydney, NSW. Retrieved:
https://www.orygen.org.au/covidimpact

¢ Biddle, N., Edwards, B., Gray, M. & Rehill, P. (2022). Wellbeing outcomes in Australia as

lockdowns ease and cases increase — August 2022. Retrieved:

https: m.cass.anu.edu.au/sites/default/files/do 0 9
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government.” These findings are echoed in other reports® that additionally emphasise the uneven impacts
of these issues, in terms of the gendered nature of wellbeing outcomes,’ the greater impact of mental
health and wellbeing issues for Aboriginal and Torres Strait Islander children and young people and those
who are part of the LGBTQIA+ community.

Together, the evidence highlights the complexity of needs of young people and that the Youth Aftercare
program is intervening in a context of increasing rates of mental ill health and suicide concerns among
young people.

1.2 The policy context

The Strategic Framework for Suicide Prevention in NSW 2018-2023 was launched to guide suicide
prevention activities in NSW in line with the Premier’s Priority to reduce the suicide rate by 20% by 2023.1°
The subsequent 2022-2027 Framework emphasises the need to drive a whole-of-government approach
with respect to the insights of people with lived experience of suicidal distress, people caring for someone
through suicidal crises, and those bereaved by suicide.™

1.2.1 Towards Zero Suicides

Towards Zero Suicides (TZS) was originally an $87 million investment over 3 years from 2019-20 to 2021-
22, consisting of 15 suicide prevention initiatives that address priorities in the Strategic Framework.> The
2022-23 NSW budget allocated a further $143.4 million over four years to the suite of TZS initiatives as
part of a $2.9 billion investment in mental health services.

1.2.2 National commitment to universal access to aftercare

In March 2022, the National Mental Health and Suicide Prevention Agreement came into effect. It sets out
the shared intention of the Commonwealth, State and Territory governments to work together to reduce
the rate of suicide towards zero.’*In the Bilateral Schedules on Mental Health and Suicide Prevention, all
Health Ministers in Australia have made commitments to implementing universal aftercare—that is,
access to assertive aftercare support is to be available to anyone, anywhere in NSW following an attempt or
significant suicidal crisis to reduce the likelihood of further suicide attempts and death.!*

7Yourtown (2021). Your Voice recommendations report. Retrieved:

8 Mission Australia (2021). 2021 Youth Survey Overview. Retrieved:
https://www.missionaustralia.com.au/publications/youth-survey.

® Commissioner for Children and Young People, WA (2021) Explorlng the dechne in wellbemg for Austrahan

girls. Retrieved: h
web-file.pdf

10 Mental Health Commission of New South Wales. (2018). Strategic Framework for Suicide Prevention in NSW 2018-2023.
Available at

11 Mental Health Commission of New South Wales. (2022). Strategic Framework for Suicide Prevention in NSW 2022-2027.
Available at

12 NSW Health (2021 Oct 25) About Towards Zero Su1c1des
https: / /www health nsw. gov au/towardszerosu1c1des/Pages/about aspx

14 In the agreements NSW WA ACT and V1c detail how umversal aftercare would be 1mplemented while SA, Tas, and Qld
do not.
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The agreements identify two steps to achieving universal aftercare:

e ensuring aftercare services are in place for those discharged from hospital
e implementing a pilot to expand referral pathways to aftercare services beyond those who have
been admitted to hospital.

1.3 The i.am/ Youth Aftercare Pilot

The i.am/ Youth Aftercare Pilot is an aftercare program for children and young people (up to and
including the age of 25) who are considered to be at risk of suicide. The initiative was renamed in early
2022 from Youth Aftercare to i.am through a co-production process.

1.3.1  Program model

The program provides intensive, wrap-around, community-based, developmentally appropriate, assertive
outreach for children and young people in suicidal crisis. Psychosocial support is delivered by a mixture of
Children and Young Person Champions (Champions) and Champions with lived experience of suicide. The
model was informed by a co-production process and was expected to continue to evolve through co-
production with staff and young people. The pilot program envisaged that the average length of support
for children and young people would be from 6 to 8 months. However, if a child or young person would
benefit from a shorter period of support or longer than 6 months, support would be tailored on a case-by-
case basis.

1.3.2  Target group and eligibility criteria

The program targets children and young people who are experiencing suicidal ideation, have attempted
suicide or have severe self-harming behaviours.

Primary eligibility criteria for referrals for children and young people are:

= being discharged from ED and other hospital inpatient settings, including psychiatric units and
general hospitals, with identified risk of suicidality, who would benefit from support post-discharge.

= presenting at ED/ hospital with suicidal intention/ self-harm or injurious behaviours, who are not
admitted and would benefit from support.

Secondary eligibility criteria for referrals are for children and young people:

= in the community who have an identified risk of suicidality and would benefit from support through
the program.

1.3.3  Delivery arrangements

The initiative is delivered by a consortium of organisations®, led by New Horizons. The pilot program is
delivered across four sites in New South Wales, with operations commencing between June 2021 and
February 2022 (see Figure 2 below).

15 Consortium members included: Obelix Productions (co-production lead), Roses in the Ocean, Stride,
Twentyl0, Mission Australia, The Gender Centre, Elspeth McInnes, Yfoundations, STARTTS and Durri AMS.
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Figure 2 — Delivery of Services

Coffs Harbour

Mid North Coast LHD, June 2021

There are plans for a physical
presence in Nambucca and outreach

or co-location in Kempsey.
Tamworth peey

Hunter New England LHD, October 2021

Blacktown
Western Sydney LHD, June 2021

8 Outreach to Mt Druitt

Bankstown
South Western Sydney LHD, February 2022
Includes Liverpool and Fairfield catchment areas.
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2 The i.am/ Youth Aftercare evaluation

2.1 Evaluation of Toward Zero Suicides initiatives

The overarching evaluation of TZS initiatives seeks to understand, collectively and individually for each
initiative:

= the quality of the design and implementation processes

= the outcomes the interventions have achieved

= the impact the interventions have had

= the cost benefit of the interventions.

2.2 Scope

The evaluation of i.am/ Youth Aftercare covers the design and delivery of i.am/ Youth Aftercare across the
four pilot sites since 2021.

2.3 Key evaluation questions

The table below outlines the key questions that the evaluation is seeking to answer and the report each
question was answered in. Some additional questions have been added to this report to support decision
making about the future of aftercare for children and young people, in the context of the Bilateral
Agreement discussions about universal aftercare (see bold questions).

Table 1 - Key evaluation questions and relevant reports

1.Implement- 2.Process

ation Review  and findings

report report 4.Final

(October (August 3.Interim report (May
Evaluation question 2021) 2022) final report 2023)

Process evaluation

=  How effectively was the initiative X X X X
designed to deliver the
anticipated outcomes and
impacts?

a. How did both existing X X X
evidence and lived experience
inform the initiative?

b. What was the experience of X X X
people involved in the co-
production process?

c. What can we learn from X X
i.am/ Youth Aftercare
about the need for a child
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1.Implement- 2.Process
ation Review  and findings
report report 4.Final
(October (August 3.Interim report (May
Evaluation question 2021) 2022) final report 2023)
and youth specific model of
aftercare?
=  How well was the i.am/ Youth X X X
Aftercare initiative implemented
from the perspectives of different
stakeholders?
a. What was the reach? Were X X X X
there particular demographic
groups that were more or less
likely to accept the initiative?
b. What were the enablers and X X X X
barriers? How were these
leveraged or managed?
c. What risks were identified X X X X
and mitigated, or materialised
and managed during the
course of delivery?
d. How has the model X X
interacted with the local
service system, and what, if
any, gaps has it filled?
=  What are the experiences with the X X X
program?
a. What are the experiences of X X X
children and young people
engaging with the program?
b. What were the experiences of X X X
their families and significant
others?
c.  What are the experiences of X X X X
staff delivering the program?
Outcomes and impact
X X X

=  What have been the outcomes of
the i.am/ Youth Aftercare
initiative relative to the intent?

Evaluation of the i.am/ Youth Aftercare Initiative
Final Evaluation Report
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Evaluation question

1.Implement-
ation Review
report
(October
2021)

2.Process

and findings

report 4.Final
(August 3.Interim report (May
2022) final report 2023)

a. What were the outcomes for
children and young people
engaging with the program?

b. What were the outcomes for
community stakeholders?*

c. What outcomes have varied,
for whom and in relation to
what features of context?

= What were the unintended
outcomes - for clients,
stakeholders or the system - both
positive and negative?

= To what extent has the initiative
impacted on reducing suicide
attempts and deaths?**

Economic
a. Whatis the cost of the model?
b. Whatis the potential cost of

an alternative, scalable
model?

c. What are the economic
benefits of the model?***

X X

*The initiative has primarily focussed on supporting children and young people directly, and community stakeholders may
not have received as much direct support as anticipated, meaning this question is no longer relevant.

**Because of the scale of this initiative, the impact on suicide attempts and deaths is not able to be measured.

***Following discussion, a cost benefit analysis has been deemed inappropriate at this stage of the pilot because of the small

number of clients.

Evaluation of the i.am/ Youth Aftercare Initiative
Final Evaluation Report
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2.4 Methods

The table below outlines the methods used to answer the evaluation questions.

Table 2 - Main data sources and methods used for the Youth Aftercare evaluation

Data source/ Description Sample Timing Notes
Administrative data: Administrative data for all pilot sites June 2022 to June 2023. We have only been provided with monthly Minimum Dataset
A set of de-identified client data from (N=4) for young people who have (MDS) data? extracts .from June 2022 to ]une' 2023. As only active
11 pilot sit d other administrati accessed the program between June clients are included in monthly extracts, this means that any young
all protst e.s and other a' ministrative 2022 and June 2023 (N=349): people who began and concluded their engagement with the
data about implementation. . . . . .. .
program prior to June 2022 are not included in this administrative
=  Western Sydney LHD . . . .
. data. Because of this, the administrative data underestimates the
Y LG RTaCeEIO <10 true reach of the program
*  Hunter New England LHD program.
=  South Western Sydney LHD. Some client data has been collected inconsistently and partially
across sites. For example, client involvement in support plans
continues to be recorded incorrectly and the community activity
participation field was incomplete in the monthly data extracts.
Some young people were recorded as having exited the program
but did not have a funding end date. Conversely, some young
people had an end fund date but were not recorded as having exited
the program. For our analysis the month of exit has been calculated
as the month a young person was flagged as exited, regardless of
funding end date.
Cost data: All centres (N=4) and virtually all Cost data and start/end While detailed cost and activity data was provided, there are some

=  Cumulative cost data, split by
expense type and centre

=  Monthly activity time, at an
individual client level

=  Start and end dates for young
people

=  Annual income and expenditure
statements

young people (N=209) that

commenced prior to 31 October 2022.

dates span program
commencement to 31
October 2022.

Activity data covered all
clients for the five months
to October 2022.

known limitations to this including coverage (activity data only
available for the most recent five months, exact staff hire dates
uncertain), quality and consistency (e.g., not all travel time is
captured, and there is uncertainty on how people treat service
hours involving more than one staff member), and accuracy of cost
allocations across different centres.

We were provided the cumulative cost incurred by each centre to
date along with a breakdown into various cost components. So,
when annualising the cumulative cost data, we have assumed that
each cost item was uniformly incurred over the life of the centre.

Evaluation of the i.am/ Youth Aftercare Initiative
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Data source/ Description

Sample

Timing

Notes

=  Follow-up conversations with New
Horizons (N=2) to confirm
understanding.

The Suicidal Ideation Attributes
Scale (SIDAS) for young people
enrolled in the i.am/ Youth Aftercare
program:

Young people are intended to complete
the SIDAS with their Champion once
every three months during their
engagement with the program.

My Life Tracker for young people
enrolled in the i.am/ Youth Aftercare
program:

The My Life Tracker is completed and
distributed with the SIDAS.

N=342 responses from 218 young
people.

N=76 young people completed the
survey twice (approximately 49% of
young people who have been engaged
with the program for at least three
months).

N=32 young people completed it three
or more times (approximately 40% of
young people who have been engaged
with the program for at least six
months).

N=418 responses from 266 young
people.

N =59 young people completed the
survey twice (approximately 38% of
young people who have been engaged
with the program for at least three
months).

N = 37 young people completed the
survey three or more times
(approximately 46% of young people
who have been engaged with the
program for at least six months).

Income and expenditure
statements covered
financial years (ending 30
June) 2020, 2021 and
2022.

Commenced in November
2021.

An extract including
November 2021 - June
2023 was used for this
analysis.

Commenced in November
2021.

An extract including
November 2021 - June
2023 was used for this
analysis.

A field denoting which centre young people are serviced by was not
included, so we inferred this from postcode.

The SIDAS is a five-item validated tool designed to screen
individuals in the community for the presence of suicidal thoughts
and assess the severity of those thoughts. Responses are given on a
10-point scale with higher scores reflecting more severe suicidal
thoughts.

SIDAS data includes SIDAS records entered into New Horizons
Salesforce system, and those entered into the online survey.

Only completed SIDAS records were included in this analysis. SLK
(statistical linkage key) was used to match SIDAS records to site.
Where SLKs were unable to be matched in the administrative
program data (n =44),records could not be matched to a site.

The evaluation team has worked closely with team leads and staff to
improve the quarterly completion of the SIDAS with young people
and has seen a large increase in completed SIDAS since the Interim
Final Report November 2022. A larger proportion of young people
have now completed the survey twice or three or more times.

The My Life Tracker is a five-item self-reported measure to assess
current quality of life in areas of importance to young people. It
asks young people to self-report how they have been feeling over
the last month in relation to several domains in their life. Responses
are given on a sliding scale between 0 and 10, with the chosen score
visible. A higher score indicates a higher quality of life.

The larger number of young people who have a My Life Tracker
score over multiple timepoints increases the reliability of assessing
improvements in young people’s quality of life over time.

Evaluation of the i.am/ Youth Aftercare Initiative
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Data source/ Description Sample Timing Notes

Timepoints were recorded for 75% (n

=317) of the My Life Tracker surveys

completed, with the majority (52%) of

them completed at the start of the

young person's engagement with the

program.
The Experiences and Outcomes N=4/40 Data for March 2022 - There are a very limited number of Experiences and Outcomes
survey of young people accessing the June 2023 was used for surveys and they are being completed at inconsistent time points.
program: this report. We worked with the team leads and staff to suggest the tool be

This online survey is distributed to
young people when they exit the i.am/
Youth Aftercare program and is
included in their graduation pack.

Time point 1 interviews with young
people who have engaged in the
i.am/ Youth Aftercare program:

1-hour interviews conducted over the
phone or online (via Zoom or Microsoft
Teams)

Timepoint 2 interviews with young
people who have engaged in the
i.am/ Youth Aftercare program:

Interviews were
completed between July
2022 and April 2023.

N=19 from across all sites

Interviews were
completed in March 2023.

completed by the young person with staff on exit as part of their
graduation pack. However, completion rates remain low. This may
be both because only a small number of young people have exited
and because there has been a big focus on SIDAS completion.

Most young people interviewed were still receiving support from
the i.am/ Youth Aftercare program and had started with the
program in March 2022; however, some had exited. Some young
people interviewed had been receiving support for a few weeks,
while others had been receiving support from the program since it
had opened at the site they received support from. Young people
interviewed were aged between 16 and 25 years of age. Mid North
Coast and South Western Sydney had the most young people
involved in interviews.

Working with team leads and staff, we have increased engagement
in interviews since the previous report and have sufficient
interview numbers to reach saturation in the qualitative data
(where no new themes are emerging).

See Appendix C.10 for Young People Accessing the Service
Interview Guide.

There was strong engagement from young people who had already
been interviewed and were interested in a second interview and for
whom enough time had passed since their first interview to follow-
up. This data provides some indicative information about potential
sustainability of outcomes.
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Data source/ Description Sample Timing Notes

1-hour interviews conducted over the

phone or online (via Zoom or Microsoft

Teams)

i.am/ Youth Aftercare staff survey: N=20/22 (91%). Distributed in May 2022 Strong engagement from staff gives us confidence to report on staff
and closed in July 2022. perspectives and experiences.

Online survey distributed by program
leads (with support from ARTD
Consultants) to all staff at all four sites.

i.am/ Youth Aftercare Family and
carer survey:

Online survey distributed by program
staff (with support from ARTD
Consultants) to families and carers who
had expressed interest in providing
feedback across all four sites.

Interviews with New Horizons
Leadership staff:

1-hour interviews conducted over the
phone or online (via Zoom or Microsoft
Teams).

Time point 1 Interviews with i.am/
Youth Aftercare staff:

1-hour interviews conducted over the
phone or online (via Zoom or Microsoft
Teams).

Timepoint 2 interviews with i.am/
Youth Aftercare staff:

1-hour interviews conducted over the
phone or online (via Zoom or Microsoft
Teams).

N=14/ unknown

N=3/3

N=16/22 across all sites

N=12

Distributed in September
2022. Response collection
is ongoing.

Interviews were
completed between
October 2022 and March
2023.

Interviews were
completed between in
May 2022 and May 2023.

Interviews were
completed between March
and May 2023.

There are now 33 staff across the four sites, and experience of new
staff is captured through interviews.

Staff distribute the survey to families and carers where they have
contact details and consider it is appropriate given the family
dynamic. There is a limited response from families, so caution is
needed in drawing conclusions about families’ perspectives. It is
also unclear how many families and carers have been sent the
survey by staff.

See Appendix C.1 for Family and Carer Survey.

See Appendix C.7 for Team leader and clinical advisor interview
guide.

See Appendix C.4 for i.am/ Youth Aftercare Staff Interview Guide.

See Appendix C.8 for i.am/ Youth Aftercare Staff Interview Guide.
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Data source/ Description

Sample

Timing

Notes

Interviews with local service
providers who refer to, or receive
referrals from, the i.am/ Youth
Aftercare program:

1-hour interviews conducted over the
phone or online (via Zoom or Microsoft
Teams).

Consortium partner interviews:

1-hour interviews conducted over the
phone or online (via Zoom or Microsoft
Teams)

Interview with Ministry of Health
staff:

1-hour interviews conducted over the
phone or online (via Zoom or Microsoft
Teams)

Building on Strengths: A Strategic
Review of the i.am Youth Aftercare
Program

N=12 across all sites

N=2/8

External consultants conducted
interviews, group sessions and one-
on-one sessions with New Horizons
staff and young people.

Consultants attended a consortia
meeting, where they discussed how
the role of the consortium has evolved
over time.

Interviews were
completed between
September 2022 and May
2023.

Interviews were
completed between
October 2022 and May
2023.

Interviews were
completed between
October 2022 and May
2023.

Report published on
September 22, 2022.

While we worked with sites to understand providers they have
engaged with, we were unable to reach the target number of
interviews.

We were able to speak with providers from all four sites, with the
most from Hunter New England and South Western Sydney. Most
interviewees were providers who refer into or receive referrals.
Most providers were from community health and the local health
district. Only two service providers explicitly mentioned thati.am/
Youth Aftercare refer young people into their service.

See Appendix C.9 for Service Provider Interview Guide.

As several consortium partners had been interviewed previously as
part of the Implementation Review, several felt they had no further
feedback to provide.

See Appendix C.6 for Consortium Partner Interview Guide.

See Appendix C.5 for Ministry of Health staff interview.

The strategic review (commissioned by New Horizons as part of the
co-production review process) was conducted by independent
consultants, in collaboration with New Horizons staff. The review
focused on stages of co-production, level of youth engagement and
strategic partnerships. The evaluation team has considered findings
from this review alongside evaluation findings.
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2.5 Limitations

We have sufficient data to report on key components of the design of the model, program reach and
delivery, young people and staff experience, interactions with the local service system, outcomes for
children and young people, the potential cost of an alternative model, and learnings about the need of a
youth specific model of aftercare.

There are some key limitations to administrative and outcomes data (see Table 3). However, our
confidence in findings about outcomes is strengthened through consistency across multiple data sources,
including feedback from young people, families and carers and staff.

Table 3 - Main limitations to data collections used in the Youth Aftercare evaluation

Data source

Limitation

Administrative data

Linked data

Cost data

Multiple timepoints for
completion of SIDAS and My
Life Tracker

Interviews with service
system providers

Although there have been improvements in the quality of administrative
data collected, the inconsistent and partial completion of some data across
sites limits our confidence to make comparisons in some trends over time
or between sites. Additionally, without monthly program activity prior to
June 2022, we cannot examine support provided prior to this timepoint,
and we are unable to examine the demographic details and support
provided for any young people who began and concluded their engagement
with the program prior to June 2022.

Many of the sites did not have large numbers of young people in their care
until close to or after the period covered by the linked data. This restricts
the breadth of outcomes that can be analysed as well as the length of time
they can be assessed over. The analysis uses a comparison group and while
we have controlled for observable characteristics in this group, it is not a
perfect comparison like you might have for a randomised control trial.

We have recognised data limitations when conducting the analysis. We
made assumptions about commute time and the treatment of hours where
two staff are involved in delivering a service, informed by conversation
with New Horizons.

From mid 2022 there has been an increased focus on data collection using
the SIDAS and My Life tracker, resulting in young people engaged in the
program completing these tools at reasonable rates. However, there are still
a limited number of young people with data recorded at multiple
timepoints, particularly at later stages of their engagement with the
program. The small number of young people who have completed the
SIDAS and My Life Tracker surveys at multiple timepoints limits our
confidence in findings regarding change in outcomes for young people
across their engagement with the program.

There may be sample bias in the interviews completed with service
providers as all who were interviewed had strong relationships with the
program.

TAYLOR Crl'_d
Evaluation of the i.am/ Youth Aftercare Initiative FRY ’ 14

Final Evaluation Report



3

3.1

Evaluation of the i.am/ Youth Aftercare Initiative

Findings - design

Co-design and co-production

The iam/Youth Aftercare model was designed through an extensive co-production
process. New Horizons reported that this process involved:

= consultation with more than 150 people, including people with lived experience,
peak and other organisations and service providers
= the formation of youth reference groups and community reference groups.

Co-production with young people took the form of a series of definitional ceremonies
with small groups of young people. New Horizon described the definitional ceremony as
a process that ‘centres the consumer voice by setting strict telling and listening positions. The
tellings and retellings are all connected back to the original story and this helps participants
theorise about what is occurring, or what may have occurred, while maintaining the lived
experience of consumers at the centre. Questions asked of witnesses are couched in terms of
how witnesses were moved, touched or made curious about the story told and what stories
were evoked for them’.

Young people involved in the co-production process were highly positive about their
experiences, reporting through survey responses that they felt supported, respected and
valued, and that the program design reflected their feedback.

Most of the staff interviewed in 2021 were able to articulate core elements of the model
that had been specifically driven by feedback from young people through the co-
production process, such as:

= referral processes

= forms and documents

= language used by workers/ clinicians

= the profile of workers who were recruited

= the core focus of the service model (i.e. not a referral service, but delivering
relational, psycho-social support).

However, some staff found the process overly complex and were concerned that the
young people consulted were not necessarily representative of young people who would
eventually use the program, in terms of their age and geographic location or
socioeconomic status. Additionally, referring organisations and consortium members
were not included in the process. This lack of broader engagement was detrimental to
early implementation because it was a missed opportunity to create the trusting
relationships needed to facilitate referral pathways.

It is not evident from interviews or the service model documentation how research and
existing evidence informed the model. Interviewees reported that the model was
developed based primarily on the co-production process, with some adjustments made
based on New Horizon’s own experience in delivering support for young people (through
Headspace, for example).

However, our literature scan indicates the model broadly aligns with the literature on
aftercare services, in that target response times to referrals are rapid, and support
focusses on developing relationships between workers and young people and providing
support face-to-face.
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Find more detailed discussion in the 2021 Implementation Review Report.

Following the initial co-production process, ongoing co-production and co-delivery was intended to allow
the model to be adjusted in response to feedback. The Building on Strengths: A Strategic Review of the i.am
Youth Aftercare Program Report found:

Young people in i.am ave being extremely effectively engaged as partners in the delivery of the service
and respected as experts in their own experience and needs. The flexibility of the service model and the
approach of the CYPCs [Child and Young Person Champions] is strongly congruent with a youth-
centred service.

However, interviews with staff over the course of the evaluation indicate substantial issues with ongoing
co-production that have not been addressed. Initially, the departure of the co-production lead from New
Horizons left a gap in knowledge and guidance. Since then, most staff, across multiple time points, have
indicated the need to:

=  simplify the co-production process to support implementation

= engage leaders with experience in co-production and have documentation to guide and support staff
in how to implement ongoing co-production

= re-activate the Youth Co-Facilitator role to support the Youth Reference Group

= ensure that diverse views are reflected in co-production activities, including people from CALD
communities, younger age groups and people with disabilities.

Staff report that, while some sites are acting on feedback at a local level, program level co-production is
not occurring as a result of these issues.
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4 Findings - process

4.1 Reach

Between June 2022 and 31 June 2023, the program has supported a total of 349 young people, which is
fewer than anticipated. With concern about the program being overwhelmed by referrals, the program had
a soft launch and client numbers remained low between July and September 2021. Client numbers
increased substantially in October 2021 when the Hunter New England site opened — and March 2022,
when the South Western Sydney site opened (Figure 3). Since all four sites have been open, the monthly
figures have varied month to month, with a dip over the Christmas/New Year period.

Figure 3 - Number of clients starting the program each month across all sites

301

A VA\

Jul-2021  Oct-2021  Jan-2022  Apr-2022 Jul-2022  Oct-2022  Jan-2023  Apr-2023  Jul-20;
Month

Source: New Horizons MDS administrative data, June 2022 - June 2023. Note: This includes records for all active clients
within June 2022 - June 2023, including those who were referred to program prior to June 2022. While i.am/ Youth
Aftercare became operational in June 2021, no clients were recorded.

Number of clients

The number of clients by month for each site also fluctuate month to month (Figure 4).

Figure 4 - Number of clients starting per month by site location
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Source: New Horizons MDS administrative data, June 2022 - June 2023. Note: While i.am/ Youth Aftercare became
operational in June 2021, no clients were recorded.

Of the young people supported, 90 are located in Western Sydney, 62 in Mid North Coast, 111 in Hunter
New England, and 82 in South Western Sydney; and we were unable to determine the location of 4 young
people (Table 4).

While the number of young people supported at each site has increased since the Interim Final Evaluation
Report November 2022, the increase was most significant for Hunter New England. South Western Sydney
had a spike in the number of young people supported in mid-2022, which was expected as this site was
established most recently (in February 2022) and expanded its catchment area to include Liverpool-
Fairfield areas in August 2022. The number of young people supported at this site has since stabilised.

Table 4 - Number of young people supported by each pilot site

Site N
Hunter New England 111
Mid North Coast 62

South Western Sydney 82

Western Sydney 90
Total 345
Missing 4

Source: New Horizons MDS administrative data, June 2022 - June 2023.

4.1.1  Demographic characteristics of clients

From available data, the average age of the young people supported is 16, with the youngest aged 7, and the
oldest aged 25.

The majority of young people engaged with i.am/ Youth Aftercare identify as female. To some extent, this
is to be expected, given that women and girls are more likely to engage in para-suicidal behaviours and,
therefore, might be more likely to present and be referred to an aftercare program.'* However, staff
highlighted their concerns about the lack of referrals for males, potentially due to the stigma around help
seeking for this cohort. This concern is supported by research, which indicates that boys and men are
more likely to make serious attempts and die by suicide. It may be useful to investigate what barriers exist
for males to be referred to the program, and how these might be overcome.

Available data indicates a substantial proportion of young people engaged with the program identify as
Aboriginal (20%), which is unsurprising given the high rates of suicide for Aboriginal and Torres Strait
Islander young people and children. 7 Data is missing for 61% of clients. While there is now fewer missing
data than previously, this should continue to be improved to enable an understanding of reach and

6 Freeman, A., Mergl, R., Kohls, E. et al. A cross-national study on gender differences in suicide intent. BMC

Psychiatry 17, 234 (2017). https://doi.org/10.1186/s12888-017-1398-8

7 Mission Austraha (2021) 2021 Youth Survey Overview. Retrleved

Commissioner for Chlldren and Young People, WA (2021) Explorlng the dechne in wellbemg for Australian
girls. Retrieved: https://www.ccyp.wa.gov.au/media/4678/exploring-the-decline-in-wellb-ralian-girls-report-
web-file.pdfthis.
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tailoring of supports. In the linked client data set, there were only a small number of people who had
missing Aboriginal/Torres Strait Islander status. 19% of people in the linked data identified as Aboriginal
or Torres Strait Islander, suggesting the available client data is likely an accurate representation of
demographics.

Some staff also raised concerns about the lack of referrals for children and young people from culturally
and linguistically diverse (CALD) communities, but others noted that progress had been made in this area.
The program had been proactively engaging with local communities and staff felt it was important that
this focus continued to overcome barriers created by stigma which are particularly prevalent for some
cultural and religious groups. Unfortunately, staff record limited information about CALD identity,
recording country of birth only, and this should be addressed in order to monitor how well the program is
reaching children and young people from these communities.

Figure 5 - Profile of clients accessing the i.am/ Youth Aftercare program

Profile of i.am clients

! : Education:
69% identify as female t « Currently in primary or secondary
school (89%

- Unknown (67%)

Employment:
« Currently are employed (45%)

- Unknown (75%)

Aboriginal and/or
n Torres Strait Islander Housing:
20%

26% identify as male

14% identify as non-binary

or transgender

Unknown (46%)

« Currently living with family and

Unicnawnd friends (86%)
declined to respond (61%) Unknown
(30%)

Note: All figures may be higher or lower as status is not recorded for many clients. Percentages were
calculated excluding unknown and missing responses.

Source: New Horizons MDS administrative data, June 2022- June 2023.

For more detail about the education and employment status of children and young people accessing the
program, see Tables 8 and 9 in Appendix D.

4.1.2 Potential for unmet need

To understand the potential reach of the program, we used the linked dataset to identify individuals that
met the following criteria:

= presented to ED for self-harm or suicidal ideation
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= at one of the following sites:
— Tamworth ED in Hunter New England LHD
— Coffs Harbour ED in Mid North Coast LHD
— Bankstown ED in South Western Sydney LHD
— Blacktown ED in Western Sydney LHD
= aged less than 25
= over FY2021 and FY2022.

In total, we identified 1,829 unique individuals who met the above criteria in FY2021 and 1,493 individuals
in FY2022. This is indicative of the number of referrals that could potentially be coming from EDs over the
course of a year, suggesting the reach of the program could be substantially increased.

Table 5 — Potential reach of i.am/ Youth Aftercare

Region FY2021 FY2022
Hunter New England - Tamworth 269 265
Mid North Coast - Coffs Harbour 405 296
South Western Sydney - Bankstown 336 270
Western Sydney - Blacktown 819 662
Total 1,829 1,493

Source: Linked dataset, 2021FY.

4.2 Referrals and relationships with other services

While data on referral sources is missing for a large proportion (58%) of young people, available data and
staff interviews suggests public community mental health is the most common referral source, followed by
self-referral and CMOs (Error! Reference source not found.). This is inconsistent with the original service
model, which anticipated the primary target cohort would be children and young people presenting at
Emergency Departments or being discharged from hospital (for service target group and eligibility criteria
see section 1.3.2)However, it does reflect the current understanding, that children and young people will
generally need some initial support from an acute mental health team (such as the Child and Adolescent
Mental Health Service, CAMHS) to ensure that safety issues are managed appropriately and any needed
clinical support provided. Once non-clinical support becomes appropriate, they can then be referred to
Youth After/i.am for psychosocial supports. Thus, while not how originally intended, the referral
pathways appear to be consistent with current expectations about appropriate care for children and young
people at risk of suicide.

Table 6 — Referral by source

Referral source N %
Public Community Health 49  14%
Self 22 6%
CMO (Different program provider) 20 6%

=
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Referral source N %
Other Public health service 13 4%
Other Government Department 7 2%
Primary Health Network funded service 7 2%
Carer, family or friend 7 2%
GP 5 1%
Public Inpatient Mental Health Services 5 1%
Specialist Homelessness Services 4 1%
School 3 1%
Specialist Aboriginal Service 1 0%
Community Housing Provider 1 0%
Correctional Facility 1 0%
Unknown/ Not stated 204 58%
Total 349 98%

Source: New Horizons MDS Administrative data, June 2022 - June 2023. Note: Clients receive support according to agreed
prioritisation. Total percentage may sum to less than 100% as percentages are rounded to the nearest whole number.

In recent interviews, staff were more positive about referral numbers, but indicated an ongoing need for
improvement. Staff shared that where relationships between services are developed and maintained,
referral pathways work well. Across all sites, staff reported regular referrals from Headspace, schools and
LHDS, although administrative barriers created difficulties with some schools, and maintaining
relationships was problematic with LHDs due to high staff turnover in EDs. There were initial barriers to
referrals because the service was a new model, delivered outside of the LHDs. This led to program staff
and leads suggesting a role for the Ministry in supporting the development and maintenance of referral
relationships between the LHDs and the service. Staff also noted increasing levels of self and family
referrals, supported by increasing awareness of the program and the ability for people to self-refer to the
program through the website.

Staff and program leads identified the need for support from the Ministry of Health and the Department of
Education to create greater awareness of the program, facilitate referral pathways from schools, EDs and
other services, such as Safe Havens, and increase a focus on breaking down stigma around mental health
and suicide. Ministry of Health staff reported that further education with clinical teams in the LHDs is
needed to promote the differences in approach between clinical and non-clinical work.

Program leads reiterated the importance of building trust and relationships between i.am/ Youth
Aftercare and local services so that they feel comfortable to refer people to the program. Trust and
familiarity with the program were reported as critical factors to forming positive working relationships
with other services and establishing ongoing referral pathways— with particular issues with trust noted
for the South Western Sydney site.

It's either one or the other. They've either heard lots about i.am and really want to get
involved and have that with people saying, "Oh, we want it in our area. It would be amazing"
but there's not enough of this. Or the other arvea is that there might be a local service who'll
just go, "Oh, well, I've never heard of you, so who are you? We don't want to refer because we
don't know who you are. - i.am Program lead, Interview

They're [South Western Sydney providers are] distrustful of services. It's a very closed door policy...you
need time to build trust, to build the rapport, to engage the communities, to identify who in the
community is the right person to be engaging with. In [another area for another service] it took us I'd
say a good couple of years of working in there, having an office in that space, working with the
community; not just with our partners, who are making the referrals, but other people as well. — i.am
Program lead, Interview
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One i.am program lead reported that since i.am/ Youth Aftercare is still a relatively new program, with no
New Horizons branding, it can still be difficult to build trust in communities, and for services to refer
young people into the program.

When we spoke to external service providers with whom referral pathways had been developed, they
generally reported that the relationships with i.am/ Youth Aftercare are fairly well established and have
strengthened with time.

4.2.1  Patterns in referral acceptance and decline

Since commencement, the program has received 677 referrals, of which approximately 83% were assessed
as eligible for the program. The rates of ineligible referrals varies from 7% in Hunter New England to 20%
at Mid North Coast. The reasons for ineligibility are that the young person is not eligible because of their
presenting issues (46%), their geographic location (41%) or because they require more intensive support
than the program can offer (12%).

Table 7 - Reasons for ineligible referrals by site (since inception)

Western Mid North Hunter New South Western
Reason of decline Sydney Coast England Sydney

N % N % N % N %
Presenting issues not matching 22 65% 9 33% 3 20% 1 52%
criteria
Outside geographical region 12 35% 8 30% 10 67% 10 48%
Requires more intensive 0 0% 10 37% 2 13% 0 0%
support
% of total referrals declined 18% 20% 7% 14%

Source: New Horizons activity data. Note: Referral and decline data extracted at 19 July 2023.

Program leads indicated that when the sites receive referrals for young people who are too unwell to
access the program, the team provides information and facilitates referrals to alternative services, where
available. The team forwards the information to other services (with consent) and provides a warm
handover to reduce the need for the young person to repeat their story. However, program leads reported
that limitations around the geographical areas of each site can be particularly problematic where there are
limited or no other services to refer the children or young people to.

Young people and families who decline to participate

Of those who were eligible for the program, 68% of children and young people agreed to participate. This
has declined from the November 2023 interim report, when 80% agreed. The proportion of children and
young people who do not agree to participate varies across sites, between 28% and 37%. The main
categories are that the child or young person was not contactable (43%), they refused the program (42%), a
parent or guardian refused to consent (7%) or the child or young person disengaged (6%) or relocated
(2%).
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Table 8 - Categories of non-participation by site (since inception)

Category of non- Western Mid North Hunter New South Western
participation Sydney Coast England Sydney

N % N % N % N %
Not contactable 12 32% 16 55% 30 45% 13 41%
Young person refused program 18 47% 7 24% 32 48% 18 47%

or to consent

Parent or guardian refused to 5 13% 1 3% 3 5% 5 13%
consent

Disengaged 1 3% 5 17% 1 2% 1 3%
Relocated 2 5% 0 0% 0 0% 2 5%
% of total eligible referrals 30% 32% 37% 28%

not accepted by young

person or parent/guardian
Source: New Horizons activity data. Note: Referral and decline data extracted at 19 July 2023.

4.2.2  Communication, eligibility and access

Service providers referring to and from all four sites reported that the i.am/ Youth Aftercare staff are good
communicators and informative, sustaining communication over time. Providers reported that the ability
of the program staff to clearly communicate the nature of the program overcomes confusion around
eligibility and strengthens referral pathways.

So we did get a few in-services and touch bases and it fell to the wayside a little bit, because
I think the name changed for us whilst we were going through and we were like, "Oh do we
refer to that person now, or why do we do it?" And then [i.am/ Youth Aftercare worker], ...
was very proactive and was awesome in reaching out to us and providing and information
that we just feedback to our team. So our team's always in the loop. - External Service
Provider, Interview

Some external service providers felt the referral pathways could be improved by building in feedback loops
so services know when referral clients take up the program. Some external service providers reported
meeting with the i.am site leads regularly, which allowed both services to understand the current state of
demand and capacity of the services, and check in on previous referrals.

Several external service providers reported that i.am/ Youth Aftercare staff had reduced confusion around
referral pathways by clarifying eligibility criteria. This is supported by the high rate of referral acceptance,
at 83%. Several noted that program staff are very responsive to questions about referrals. One service
provider also reported that open communication with the program staff can provide opportunities for
each to gauge capacity across the services.

If we wanted earlier input, we'll just call [i.am/ Youth Aftercare worker]. And I think that's
really, really helped, because once you have that really open communication with one
another, or even if you make the veferrval and then call and say, "Hey, I've made the referral
and it's flagged." We also have the engagement in that we identify wheve they have less
referrals and maybe we can refer more, or that they have capacity to accept the referrals is
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more, which is really useful to us, because we go, "Oh okay cool, we've got this, this, this," or
refer on. - External Service Provider, Interview

However, one service provider misunderstood the eligibility criteria of the program. They suggested the
criteria could be broadened to include intent and suicidality. However, this is already included in the
primary eligibility criteria of the program.

No service providers interviewed identified barriers to the referral process, and most reported that it is
seamless. In particular, service providers from several LHDs said the online referral form and the QR code
that can be given to young people to complete themselves made referrals very quick, easy and accessible.

Some staff and leads suggested the scope of the program should be broadened to include young people in
distress. They indicated that this would better reach young people in certain areas and from culturally
diverse communities. For example, staff reported that, in Islamic communities, where there can be
religious sanctions against suicide,® there can be community exclusion for experiencing suicidality, and
this can mean that people are reluctant to use terms like suicide or self-harm. However, the suggestions
for expanding the eligibility for the program need to be considered in the context of the purpose for
aftercare services, within the broader community support and health care system.

It's a very multicultural space, so we need to make sure that we are... and when you're talking about
suicide, that can be a really touchy subject for some communities ... — Program lead, Interview

4.2.3 Roleofi.am/ Youth Aftercare in the service system

Service providers indicated that i.am/ Youth Aftercare plays a unique role in the service system because of
the lived experience of the program staff, the flexible delivery mode of the program, and the psychosocial
support it provides. They indicated these were key reasons they referred children and young people to the
program.

They are probably meeting with that young person more than any other service, and so
have a better understanding of their needs and what’s gonna work and what’s not going to
work. - External Service Provider, Interview

Some service providers spoke about the hesitation young people have around talking to people in formal or
significant roles (e.g. schools, doctors, other services). They indicated that i.am/ Youth Aftercare is a
support service in which they can feel comfortable talking. For example, one service provider identified
that the school can be seen as an institution by young people, so they feel more comfortable talking to the
i.am/ Youth Aftercare Champions.

Service providers also reported that the i.am/ Youth Aftercare staff’s lived experience makes the program
unique.

They've got lived experiences, you know, and ... we know that they 're not clinically trained,
but having that background knowledge and lived experience and being able to relate to our
kids, it's that relationship, it's that trust. It's that, it works. - External Service Provider,
Interview

Service providers identified flexibility of mode and hours as another unique feature of the program that
encourages them to refer.

And so that flexible nature, their lives are quite chaotic, having that flexibility just means
that they are actually likely to engage, as opposed to us referring them to a psychologist and
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then them really probably never having the intention of attending a session. - External
Service Provider, Interview

Clinical service providers appreciated the social and psychosocial support the program provides.

Because a lot of our presentations for young people are from a psychosocial incident, or
stresses that would be perpetuating what's happening for them. And if we find that there's
a service that's able to, in a way capture that for them and really provide that service, that
could allow us to step back a little bit from that perspective. - External Service Provider,
Interview

External providers also reported that the program provides a good alternative to clinical services in the
four catchments. In particular, some clinicians who work in crisis care pointed out that it is useful to refer
into as an alternative pathway for de-escalated, long-term care for young people.

Program leads also noted that the program having no lower age limit was an important distinctive factor of
the program, as all other programs they were aware of had a lower age limit.

While previously there had been concerns about the clarity of i.am/Youth Aftercare’s role, more recent
interviews with service providers indicate that this has improved. Interviewees indicated the potential to
expand the reach of the program through either extending the geographical catchment and/or the scope to
include more general crisis support

4.3 Support provided to young people

4.3.1 Timely access to support

Most young people reported that they received support from the i.am/ Youth Aftercare program quickly.
Most noted that it took one week or less to start receiving support once the referral or request for support
had been made.

4.3.2  Length and amount of support

Interviews with young people indicate that while the amount of support they receive varies depending on
their needs at any time, most receive support from their Champion either weekly or fortnightly. Some
received support twice per week during times of distress. Most young people reported they receive
support for 1 hour at a time, but several indicated this can vary. This aligns with the feedback from staff.

It depends. Weekly or sometimes multiple times a week. This week, its multiple times, but I've had a
pretty rough week. - Young Person, Interview

The administrative data demonstrated that the amount of support young people received was fairly
consistent over the length of their engagement. Overall, children and young people receive an average of
6.6 months of (active) support, with 50% engaging with active care for less than 5 months and 20%
engaging actively in care after 12 months. The cost chapter (Chapter 6) explores this in more detail in
order to create a cost model.

4.3.3 Delivery mode

The service delivery model specified that the primary mode of delivery should be in person, but there was
flexibility to supplement this with telehealth. Interviews with young people support that the in-person
support is essential to the i.am/ Youth Aftercare program. All young people reported that they receive
support face-to-face, through a combination of time spent with their Champion at the office, at their
homes or in the community together. While most receive additional support from their Champion through
text or phone calls, most indicated that the program would not be as helpful if delivered solely online.
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[If delivered online] I feel like it would lose a bit of its kind of human connection element, I guess, on
both parts to the social worker and to the participant. It feels like it kind of loses a lot move of what
makes it work, I guess, in a lot of ways. - Young Person, Interview

I'would rather see someone face-to-face than over the phone. Especially when I'm getting support. -
Young Person, Interview

The interviews indicated that the physical office space at each site is a critical component of the model.
Many expressed that knowing the office space was available to them was comforting as they felt this was a
safe space for them. Some also suggested it is comforting to know they can use the amenities of the office if
needed.

I know if I do get really down, I can either just go down there and just chillax and I don't even have to
speak to [the staff] or anyone. I can just sit there and have a coffee and that's my safe place. - Young
Person, Interview

I feel like once I walk through that door, I can just let all my release out. I can just leave it at the door
and then go on with my day. - Young Person, Interview

I'll probably be able to walk in and ask if I could have a shower or sit down and charge my phone, and
they'd be like, “Yeah, all right.” - Young Person, Interview

It's just like say if I was upset or something, it's just a place where I enjoy being. - Young Person,
Interview

4.3.4  Out of hours support

Some young people interviewed spoke about receiving support outside of the program office hours, and
the importance of this during crisis. Most understood that staff cannot be available at all hours, and
acknowledged Champions had their own personal lives. Most did mention that their Champion had
offered for them to contact them whenever they needed them despite office operating hours.

But I also know that I can just send messages and get responses in working hours. I don't expect like
24/7 because it's support worker and customer specific times and stuff. — Young Person, Interview

4.3.5 Support plans

Administrative data suggests that just over two-thirds (61%) of young people did not have involvement
developing their support plans during the June 2022 - June 2023 reporting period. This is likely incorrect
as data varies significantly site to site and also conflicts with feedback from staff, program leads and young
people who all reported being very involved in the development of their plans.

Table 9 — Proportion of clients who have participated in the development of their support plan at least
once during their engagement with the program by site

Hunter New England  North South Western Western
Participation and Central Coast Coast Sydney Sydney

N % N % N % N %
Did not participate in the 25 23% 6 10% 42 51% 61  67%
development of their support
plan
Participated in the development 86 77% 56  90% 41 49% 30 33%
of their support plan
Total 111 100% 62 100% 83 100% 91 100%

Source: New Horizons MDS administrative data, June 2022 - June 2023

All young people interviewed reported feeling like they were in control of developing their support plans
with their Champions and directed the type of support they received. Young people described the process
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of developing the support plans as a collaborative and conversational process that they led. However, one
young person questioned how much control they have developing their support plan when the questions
are already established.

I could freely say I didn't want to talk about this, or I could say, “I would rather talk about this a bit
more.” or, “This, for me, is the problem.” I could freely just take charge of it, which was really nice. -
Young Person, Interview

In the Family and Carer survey, all family members, carers and supporters (N=14) strongly agreed or
agreed that they were given the opportunity to participate in developing the care plan for their child/ the
person they support. One family member reported that having oversight of the young person’s support
plan allows them to better support them.

And they’ve been a lifesaver, like they have been a godsend to us and to our family in that sense, for my
[family member], you know, putting the safety plan in place, the text message, and the calling and the
pick up. And I honestly feel if she didn't have that support, I don't know where or where she would be at.
- Family member, carer, or supporter, Interview!®

Some young people questioned the usefulness of the support plans. A few shared that the support plan was
not useful for themselves, but acknowledged it was a worthwhile exercise as it could be useful for their
Champion in supporting them.

Ithink it's useful, as well, for those who also have it. It's generally just for me and to who I go to when I
need someone, but it's good for other people that I'm working with to know who I feel safe with, who I
can contact, just so if I am in the moment, they can be like, “Hey, why don't you call this person? Or why
don't you...? - Young Person, Interview

But we actually covered the support plans in our previous YRG [Youth Reference Group] and I think it's
important that we found, as the youth, that the support plans are better for the workers than for us. But
the support plan is for the workers to better support us ... so, the actual support plan itself for me has
pretty much no effect...I find that lets them know what I already know. — Young Person, Interview

Several young people questioned the notion of establishing goals in the support plans.

Currently, I don't have a goal, so we haven't worked on it. We're just kind of hanging out. — Young
Person, Interview

Goals have negative connotations to them...during the admissions and stuff [in hospital admission]
they're like, “You need to have these goals. If you don't complete the goals and the admission you get
discharged.” And that's what some people experienced. I didn't experience that, but others did mention
that. — Young Person, Interview

On the other hand, several young people did feel their support plans had helped them to make
improvements in their lives. The sense of accomplishment, accountability, clarity and writing down their
goals helped some.

To tick it off every day to know that I've done it and to help me have like a positive reinforcement behind
it. So I felt like quite in charge of my plan and what we did. - Young Person, Interview

It was just because I'm not very good at wording things. So, when it's down on paper, he knows what to
look for and he knows how to... I don't know. For example, you have to write down trigders and that sort
of stuff. And it was just a good way of helping me work through problems with anger, or spotting when
I'm not having a good day. - Young Person, Interview

9 A service provider interviewed was also a family member of a child engaged with the i.am/ Youth Aftercare
program, and provided feedback from both perspectives.
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4.3.6  Support provided

Across the four sites, Champions with lived experience report that their time is mostly spent on support
planning (34%) - as it takes time to build relationships with young people - and stakeholder/ community
engagement (16%). Since the Interim Final Evaluation Report November 2022, there has been a decrease
in the time spent on stakeholder/ community engagement (which was 22%), which is not unexpected as
more work would have been required in initial phases to establish relationships and referral pathways.
(Figure 6).

Figure 6 —~Time spent on types of support provided to young people

Support planning
Stakeholder/ community engagement
Travel time

Medical/ health activity

Social activities

Governance

Family connection

Daily living skills

Educational, vocational activity
Psychosocial intervention
Tenancy or accommodation

Aboriginal community participation

Drug and alcohol services

Percent of all
support hours delivered

Source: New Horizons MDS administrative data, June 2022 - June 2023.

The support that the young people interviewed had, or are still receiving, was quite varied, and specific to
their needs at any point in time. This aligns with the person-centred principle of the model. The range of
supports provided by Champions, as reported by young people, are described in Figure 7.

Commonly, young people valued the social support their Champion provided them, taking them for drives
in the community, walking together, sitting together somewhere in the community, having a coffee in a
café, and more generally being encouraged to leave their homes. Many also mentioned the social support
that their Champion offers them by being a sounding board and helping them to break down their
problems.

But one of my biggest issues is the fact that I will shut down and not go out and do stuff. So one of my
biggest things that I need support with is maintaining a sense of normality through just getting outside.
That's the biggest thing I needed, which is what I'm now receiving. So I'm getting that main goal, but
also I can contact my support workers and be like, “Hey, I just want to rant to you about this, can you
give some feedback afterwards?” And they just help me manage decisions and stuff and process and
help me understand what I'm going through in the moment. - Young Person, Interview

Going for walks, helping me cook different meals. Sometimes just hanging out with me when I needed a
friend because I was quite isolated where I used to live and didn't have any friends close to me at all. -
Young Person, Interview
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So I normally don't go out much, but with this new program that I'm in, I go out once a week and I
actually do get out of the house, go out into the community. But previously it'll be an appointment
within closed doors and for an hour and that's like just it. - Young Person, Interview

Figure 7 — Range of support provided to young people by Champions
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Most young people interviewed had previously received support from other services before their
involvement in the i.am/ Youth Aftercare program. Other supports young people had previously engaged
with included Headspace, psychologists, psychiatrists, counsellors, inpatient hospital supports, GPs, and

therapists.

The majority of young people interviewed reported that their Champion had connected them, or tried to
connect them with, other services and supports. The connections reported varied and were relevant to the
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needs of the young person and included other mental health services in general, Lifeline, Joblink, Key
Employment, the NDIS, Headspace, therapists, gender therapy, driving lesson support, food services,
emergency housing support (Blue Sky), and housing and homelessness supports. Some young people
reported that their Champion had provided contact details for hotlines and other supports, and/or had
shown them different programs, courses, volunteering jobs, and support groups available to them that
may be of interest, as well as out of hours support. This aligns with the feedback from staff in both the
Process and Findings Report August 2022 and Interim Evaluation Report November 2022, where staff
described building connections with services relevant to young people and being able to help young people
navigate supports.

A few young people noted that they had also been exposed to personal opportunities through these
connections made by i.am, for example, involvement in other youth reference groups.

While many young people interviewed reported receiving support from services they had been connected
to, a few had not followed up on any of the connections despite their Champion trying.

Coordination of care

Several service providers reported that the i.am/ Youth Aftercare staff proactively strengthen relationships
with them to better coordinate care for young people supported. In Hunter New England, two service
providers who work with schools reported that i.am/ Youth Aftercare staff attend meetings with them.
One service provider reported that staff attend regular meetings with Child and Adolescent Mental Health
Services (CAMHS) and the Ministry of Health to coordinate care, which was also strengthening referral
pathways. One provider reported i.am/ Youth Aftercare staff attending community meetings, which they
indicated strengthened referral pathways and promotion of the service.

So information's shared in those meetings as to how the referrals are going and the referral
intake and how many children, young people they 're supporting. And also information
about where it might be really helpful to additionally target or additionally promote the
service, for example, in some schools that may not have had such a big uptake. - External
Service Provider, Interview

Another service provider in Hunter New England reported i.am/ Youth Aftercare staff organising and
coordinating interagency meetings and involving the young people in these meetings. This is
strengthening relationships and opening referral pathways into the i.am/ Youth Aftercare program.

A common strength service providers identified was i.am/ Youth Aftercare program staff communication
of information and ability to request the right amount of information - enough that is informative without
breaching confidentiality. This was identified particularly, although not exclusively, by service providers
who work with schools. One program lead affirmed the external service providers’ view that there is good
coordination between services.

While some clinical service providers reported there was strong coordination between them and the
program, another clinical service reported that coordination could be improved. In particular, they
reported that coordination is difficult because it depends on client consent. The service provider suggested
overcoming this barrier by implementing a Memorandum of Understanding (MoU) between their
organisation and the i.am/ Youth Aftercare program (with intentions to implement this soon) —
something that will assist not only coordination of care, but also streamline and make clearer referral
pathways. It should be noted that this is a larger service provider and one reason given for needing the
MoU was to overcome staff turnover, which can be a barrier to continued knowledge of coordination and
relationships between services.

Some young people reported that their Champion were actively coordinating their care with other services
and supports, which is a core element of the program model.
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They had a meeting with all my support networks, so that they could all come together and find out
what supports can give, where, who can give what and who's doing what already? Instead of them
overlapping and overdoing it and everything. — Young Person, Interview

4.4  Experiences with the program

4.4.1 Experiences of children and young people engaging with the program

Young people interviewed all reported extremely positive experiences with the i.am/ Youth Aftercare
program. Most commonly young people described the program as a safe place, where they felt comfortable
and relaxed, and there was no judgment. Some young people were surprised by how much they enjoyed
their experience with the program and how quickly they had built trusting relationships with their
Champions in the program.

I feel safe. I feel comfortable. I don't feel like I'm getting attacked or anything. I don't feel like I'm
getting judged or anything. I just feel safe there. — Young Person, Interview

Really good. I have come quite a far way in quite a short time then I thought I probably would not have
been able to do without them, because it was very supportive, and they were very helpful. - Young
Person, Interview

It's been my best support system, this one. — Young Person, Interview

I really like the program. I think it has a lot of potential for a lot of young people. - Young Person,
Interview

It was a bit weird for me because a lot of my support was more of a safety net kind of thing because
since I don't really have much of a support network outside of here...But it's very good to have that
safety net for me, to be able to be like, yeah, I'm not alone. If I really need help, I can ask these people. -
Young Person, Interview

In interviews, several young people indicated a mistrust of the broader service system, based on their past
experiences. They told us that they came into the i.am/ Youth Aftercare program with hesitation, because
it can take time for them to form trust with a support service. So, it is particularly positive that all young
people indicated that they had formed a trusting relationship with their i.am Champion.

I'was getting check-ups from the hospital, this other peer support group that showed up one time and
then never came back. So it's been good, because this is the one contact that's actually stayed. Everyone
else kind was like, “Okay, you look like you are sane enough now. I'm just going to go away.” — Young
Person, Interview

This hesitancy about first engaging with the i.am/ Youth Aftercare program aligns with what several
young people found surprising about the program: how comfortable they were with their Champions, how
easy it was to work with them, and how empathetic the Champions were. They were also surprised that the
support did not cost money, that they were not obliged to inform their parents/ guardians of what they
discussed with their Champion, that the support could be given in different locations, and that the support
was ongoing.

Definitely the fact that it wasn't so clinical, that we were able to drive around, go to headlands and
stuff. It wasn't a hassle or something that they werven't allowed to do. It was actually what they were
supposed to do. - Young Person, Interview

The young people interviewed at time point 2 all reiterated the positive feedback about their experience
with the program reported in their first interviews.
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Relationships between staff and children and young people

Most young people noted that they had worked with one or two Champions. Many appeared to know
many of the staff at their i.am/ Youth Aftercare site, likely because they had spent time in the office spaces.
Staff were described by young people as genuine, engaging and welcoming.

All the staff there are fantastic. They work together great as a team. You can see it in the way that they
work together with the different youth people. And they all ave different. So it works great for different

people who need different things. Easy to talk to. They get us involved in the actual programs and stuff.
I don't think I can fault them really in anything, genuinely. — Young Person, Interview

All young people interviewed described their relationships with their Champion positively. Most
commonly, they described them as a friend, who they felt safe with and trusted. Several liked that their
Champion was young, which made them more relatable. Some described their relationship as simply
working because they had ‘clicked’.

They're really friendly, easy to get along with. Yeah, they've always been there, even if it's not a day
that I had a support, I could just give them a phone call and if they weren't with someone else, they
would call me back and chat me through whatever I needed to be chatted through with. Just really
helpful. - Young Person, Interview

[We are] best friends. She's amazing. I love her. Very trusting. — Young Person, Interview

I feel so safe and I trust her with anything. She's honestly the only real person I can open up to and let
her know all my emotions, let her know what's going on with everything. I can just go to her and talk to
her. - Young Person, Interview

They seem more like a friend than a worker. It makes it easier to talk to them and just overall have a
good time most of the time...it doesn't feel like they 're only doing it because they're getting paid. It feels
like in a way they might actually care about the reaction you have. They feel more human to me. And
obviously therapists and stuff are human, but they don't say the same seven responses. They actually
have a conversation with you and stuff. — Young Person, Interview

Her personality's especially good. She's like the childish, bubbly art teacher. That's her personality. -
Young Person, Interview

Several young people noted that it felt as though the staff were involved because they wanted to be there,
rather than just because it was their job.

They 're all lovely, wonderful people down there... They're not so much peaceful, but pleasant to be
around. They're like a people person, instead of people just going, oh, I'm here for work. They're
actually always happy. Oh, I don't know if they 've always happy, but they're always bubbly. - Young
Person, Interview

Just how genuinely empathetic and actually caring these people were who are actually social workers
and here with us. It didn't feel like it was I was just talking to a person who's doing it for their job. It
feels like talking to a person who'd done it for actual reasons, emotional reasons. — Young Person,
Interview

This was reflected in interviews with all program leads, who spoke very positively about the passion of the
staff at each site. They mentioned the care and enthusiasm of staff to support the needs of young people
and include their voices.

I've never met as many people that ave all just on one single goal for the passion of what they 're doing.
For me, that was really surprising and a really vefreshing thing ... That passion for, like I said, it really
did, it really shocked me, the amount of amazing people within the program and the knowledge and
stuff, that it was phenomenal. — Program lead, Interview

Those young people who had transitioned from one Champion to another shared that the process worked
well, and meeting with both Champions together helped this transition process.
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Lived experience workforce

Most young people interviewed preferred to have a Champion with lived experience support them, while a
few did not mind or had not thought about it. While most knew their Champions had their own lived
experience, a couple were not sure if they did. Most indicated that they did not have a choice about
whether their paired Champion had lived experience.

Most commonly young people preferred to work with someone with lived experience because they felt the
Champion can better understand their situation and in turn they can relate more to the Champion. It also
made them feel less isolated and alone.

I think the reason I like him so much is because he does talk about things... Relates what I'm going
through to what he went through when he was younger. And I like that because I like hearing that I'm
not the only person and it does get better and things do change.” - Young Person, Interview

They don't make me feel so alone in the whole thing. - Young Person, Interview

Flexible, person-centred and tailored to young people’s particular needs

All young people interviewed reported that they appreciated the flexibility in the varied type of support
provided by the i.am/ Youth Aftercare program, as well as the flexibility of their Champion in when and
how they met, and the length of time they engaged with the program.

Young people liked how flexible their Champion was in accommodating their needs by increasing or
decreasing the amount of support at short notice depending on their needs at the time.

I did it weekly, a while, a few months, and then I've switched to fortnightly recently as I've had less
issues with the job stuff and just general life issues and stuff. - Young Person, Interview

I like that the sessions aren't one hour. I know that I get an hour and a half. I think that's like that for
everyone, I assume. The hour and a half really, it's just heaps of extra time and it's great to have, I
think. I enjoy that a lot. - Young Person, Interview

Young people also appreciated the flexibility of the staff in working around them, noting that they were
accommodating if the young person needed to change the time and/or place of where they would receive
support on short notice.

Or they'll ask me how I'm going midweek, and then we'll organise to meet just through text so I don't
have to try to remember shift dates and stuff through all of it. So yeah, it's very easy going. - Young
Person, Interview

Some young people reported that they appreciated and were reassured that the program can support them
for a flexible length of time, and that they can stop, and resume support as needed. This gives young
people a greater sense of control in i.am/ Youth Aftercare than in other services (See Section 4.3.2 for
information about length of support).

When I had my support worker drop off just the letters to show the achievements I've done while being
with them, she said like if you need to come back like it's okay. Just give us a ring like, she made it really
sure that they 've still there and if I need to go back in to the program, they’d be happy to take me back if
Ineeded it. - Young Person, Interview

Young people also reported liking how staff could tailor support based on their needs at the time, which
was reflected in staff interviews (see Section 4.3.6 for the varied types of support young people reported
receiving from the program). Program leads and staff described the flexible model as a positive, unique
aspect of the program.

It really depends on the kind of support that they want. Very tailored by them, what they decide ... For
some it's quite intensive ... it's just about what steps can we put in place going from there to make sure
that they're safe and they find meaning in their struggle as well. — Program staff, Interview.

External service providers also identified the flexibility in delivery mode and hours, as well as the holistic
psychosocial and person-centred support provided as important.
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Building trust but not dependence

Young people mentioned that the program is different to other supports and services they’ve accessed.
They generally said it felt less clinical and more relational - the support is more interactive, less forceful
and interrogatory than other supports, with more two-way communication between those providing and
receiving the support.

It's easy-going. It's not as forceful. Obviously, therapists aven't actually forceful or anything. But they
don't make me feel like if I don't want to talk about it, I'm wasting their time. — Young Person,
Interview

It was a bit more interactive rather than just sitting down. - Young Person, Interview
Some noted it is more relaxed and comfortable, a place where they feel safe and cared for.

With this program, it's more like they actually care about you. They want to help you. - Young Person,
Interview

It feels like it's less like a real rigid system, and it feels like you 're less going through a system and more
you 're just connecting with a person in a lot of ways. ... It feels like you 've just actually talking to a
person. You're actually being seen as a person. — Young Person, Interview

Often young people liked that they didn’t need to only talk about themselves.

It doesn't feel like the only thing I have to do is talk about my problems and stuff. — Young Person,
Interview

They also particularly liked the confidential nature of their sessions with their Champion, compared to
other models that more directly involve families and carers.

It’s really good! I like it more than going to the psychologist who tells my mum stuff I say. - Young
Person, Interview

Some young people who were interviewed at Timepoint 2 and had since exited the program, felt comforted
knowing the support is there should they need it again.

Suggestions for improvement

The majority of young people interviewed were overwhelmingly positive about their experience with the
program and did not have any suggested improvements. Of the few who did suggest improvements, these
included having more Champions in the program to better support young people by allowing them to
spend more time with each person and to support more young people like themselves. One also suggested
a matching or re-matching process of Champions with the young people if needed.

I started quite like early into the new program, there wasn't too many workers and there was still a fair
few people that were joining. So it was a bit hard to have, like, it was mainly an hour I had once a week
with the worker, but that was also sometimes a bit hard just because of how busy they were, I didn't get
as much support, and I just feel it would be good if they had like more people to have more time per
person. — Young Person, Interview

4.4.2 Engagement with families, carers and supporters

The i.am/ Youth Aftercare service model describes that the program will work with family members and
support networks of children and young people to assist in addressing factors that contribute to emotional
or mental distress. During the June 2022 - June 2023 reporting period, most families and carers (56%)
were not actively involved in the program.

Table 10 - Family, carer and/or supporter involvement in the program during the reporting period

Involvement N %

No family and carer involvement 197 56%
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Involvement N %

Family and carer involvement 152 44%
Total 349 100%

Source: New Horizons MDS administrative data, June 2022 - June 2023.

Staff interviews indicate that young people’s relationships with their parents can vary. Where there are
barriers to discussing suicide within the family, or the family does not support a young person’s
engagement in the program, this can create challenges in supporting the young person.

Of the young people interviewed, some had support from a family member (most commonly a parent)
during the initial orientation into the program, while only a few said their family or carer were involved in
developing the support plans with their Champion. Others had a friend, partner, school or Headspace
counsellor involved initially.

Of the small number of respondents to the Family, carers and supporters survey, most (N=14) strongly
agreed that the Champion listened to them, and they trusted the Champion.

Case study

One person interviewed was also a family member of a child engaged with the i.am/ Youth Aftercare program,
and voluntarily provided feedback from that perspective.

Jo* reported that they felt listened to and trusted the Champions of the i.am/ Youth Aftercare program.
Not only was support provided to the young person but also for them as a family member/ carer.

When Iving [i.am/ Youth Aftercare worker], have the conversation with her about what's going on...
she was like, Jo, this is the information that you need. I know you already know this, she said. But we
really need you to look after yourself as well... So they 're also looking out for me... and saying, you
need to look after yourself, and if you need support - they've even said to me if I need support, if I just
wanna [sic] have a chat [then call them], and that's what happened sometimes. Sometimes I rang
them about something and I'll have a chat with the workers and then it's sort of me being able to
offload... and they've got time. Like they're never rushed. They’re never rushing me off the phone or
anything else like that, for me or any other kids as well.

The lived experience of some Champions not only made them more relatable to the child but also helped
them direct support to the parent/ carer as they had their own lived experience of this.

It's who they are. It's the fact that they've got lived experiences ... we know that they 're not clinically
trained but having that background knowledge and lived experience and being able to relate to our
kids, it's that relationship, it's that trust. It's that respect, it works. It really does bloody work. And
you can see it with our kids. You can see it with our parents and the support that I've gotten... as a
parent, from the team.

The support, communication and information provided by the Champion to both the young person and
family was greatly appreciated.

It's a good interaction too, because... I'm not sure like, [what they do] with other parents, but I can
text and call and say hey, give me a call back and they'll do that. They actually let the kids know...
they might say hey, I'm going on a holiday I'll be away this time but I'll check on you before I leave.
They let them know, if you do need us [while their worker is on holiday], call [other i.am/ Youth
Aftercare worker], and they give that Information to them and say, yeah, this is where you can get in
contact if you seriously need help between now and then.

The trust Jo has in the i.am/ Youth Aftercare Champions and program, has resulted in them
recommending the program to others.

*Not their real name.

T
TAYLOR crtd
FRY 35

Evaluation of the i.am/ Youth Aftercare Initiative
Final Evaluation Report



4.4.3 Experiences of staff delivering the program

Feedback from staff indicated positive experiences delivering the program. Find more
detailed discussion in Section 4.4 of the Process and Findings Report August 2022.

Overall, feedback from program staff remained positive over the course of the evaluation. Staff were
positive about their work and their relationships with the children and young people they support.

However, during the most recent staff interviews, some staff at some sites were more critical about their
experiences and there were emerging issues in retaining staff, due to uncertainty around future funding.
Staff who reported having good support from their team leaders were more positive about their experience
delivering the program. But some staff reported a lack of support and training, issues with management
structures that led to poor communication, slow decision making, inconsistency across sites and a siloed
approach to working and roles within the organisation. Some staff felt there was a lack of understanding
from some senior staff at New Horizons about suicide prevention and how to support lived experience
workers and raised ongoing issues with high caseloads. Some staff also raised concerns about pay,
primarily relating to a mismatch between experience and remuneration.

Emerging issues in relationships between clinicians and lived experience workers were also of concern,
with staff identifying differing approaches to risk and safety.

4.5 Implementing the model

In general, staff feel the initiative is being implemented well and as intended. For a
comprehensive list of enablers and barriers to implementation, as described by program
staff, find more detailed discussion in Section 4.4 of the Process and Findings Report
August 2022.

Similar enablers and barriers to implementation were found in Building on Strengths: A
Strategic Review of the i.am Youth Aftercare Program Report.

In November 2022, program leads reported several concerns about the implementation
of the additional two sites. They indicated that there was an issue around the timing of
the new sites needing to be implemented over the Christmas period and internal
challenges with communication and recruitment during this time which caused
uncertainty around the implementation process. Program leads reported that while the
first two sites were well resourced, the supports and resources for the two additional
sites were insufficient, and indicated it was a rushed process. For more detail, see Section
4.4.3 of the November 2022 Interim Final Report.

Program leads identified concerns about inconsistency in the way the program was rolled out in the two
newer sites. They attributed this to a lack of a consistent project coordinator across the implementation of
all sites (now resolved with the appointment of a program development lead), perceived insufficient
resources, and lack of community consultation.

I think this comes down to the way that it was initially set up because [the original project
lead] obviously ran everything .... It was quite consistent, but then when [they] left, you've
got four regional leads. So, you've got four regional leads covering four team leaders. Even if
they go to their regional lead for some advice, it's not consistent advice. So that's where I
say the consistency of four different areas, four team leaders, four regional leads, you were
bound to get differences in how people look at things. — Program lead, Interview
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All program leads suggested the need for a continued project coordinator within the service to oversee
implementation and consideration of how implementation of the program could be replicated across
different sites. Similar to program leads, staff indicated that having a consistent project coordinator would
support the implementation of the program and ensure consistency across sites.

More recent interviews with staff indicate that, while the flexible model has benefits for young people,
staff were seeking greater clarity to ensure more consistency in delivery across all sites.

451 Risks

Staff consulted identified some risks to implementation. This included the lack of consultation with
community leaders in some areas at one site, and the risk this created of not reaching cohorts of young
people in need. One program staff member felt that the foresight of team leaders to recruit staff with
certain cultural backgrounds did mitigate this.

Another risk identified in staff interviews was the young person oversharing with Champions. This is
being managed and mitigated by staff by ensuring immediate debriefs with other staff is common practice
to ensure staff are supported and that an appropriate response by the team is established.

Program leads also identified that during the onboarding process the referrer and other services
previously involved with the young person will manage any risks identified for the young person. During
the referral phase, should the program staff identify certain risks for the young person, they manage the
risks accordingly. For example, before first-time home visits, staff ask the young person’s parent or
guardian questions about the home environment to identify any potential risks and will then develop a
management plan to mitigate any if present. During the referral/ assessment phase, the team leader and/or
the Clinical Adviser also identify any clinical risks for the young person by reviewing notes, reports and
conversations with the young person. Any risks identified are managed by the Clinical Adviser who will
decide on appropriate actions to be taken. Once onboarded into the program, the young person completes
the i.am/ Youth Aftercare Pilot - Customer Risk Management Form to identify any risks and management
strategies. This form is then reviewed by the Team Leader and Clinical Adviser.

Program leads were primarily concerned about the risk of staff being exposed to confronting work, which
can add to the challenge of recruiting and retaining staff.

It's not easy work, it does rely, but perhaps a bit too much, sometimes on people's passion.
It's pretty confronting stuff to be doing on a day-to-day basis. — Program lead, Interview

Program leads emphasised the importance of ensuring clinical staff continue to be involved in the program
to help manage the risk of harm to young people, especially if the program is implemented on a broader
scale.
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5 Findings — outcomes

51 Outcomes for children and young people engaged in the initiative

All young people interviewed reported that they had experienced positive changes in their lives since their
involvement in the i.am/ Youth Aftercare program and were very positive about the difference the
program is making in their lives.

Young people and staff interviewed indicated they had seen the following outcomes — aligned with the
program logic - for young people engaging with the program:

= improved social connections and connections to community

* improved relationships with family, carers and friends

= improved confidence and communication skills

= reduced anxiety, despair and distress

= reduced self-harm and suicidal ideation, and better able to control suicidal thoughts
= improved happiness

= improved access to supports and services (e.g., job providers, GPs, housing services)
= improved school attendance and engagement

= engagement or reengagement with employment

= improved ability to deal with issues themselves

= better able to ask for help.

The most common outcomes young people reported were improved social connections, connection to
community, communication skills, confidence, and reduced social anxiety. Several young people
attributed this improvement to the way in which their Champion had been taking them out into the
community. Some young people also reported improved social connections through their engagement
with the program, as it had given them access to socialising with other young people, including through
the Youth Reference Group. Often the young people noted improvements in their lives because they felt
comforted by the support they knew they had from their Champion.

At timepoint 2, most of the small number of young people interviewed reported that the positive changes
they had experienced in their lives since their involvement in the program continued to make a difference
for them. These young people felt that they continued to experience improved mental health, an improved
ability to seek help within the service system, and felt better able to manage their own mental health.
Young people commonly reiterated the outcomes noted in their earlier interview and listed above. Beyond
this, a few young people felt they were now better able to support and help their peers who were at risk of
suicide or experiencing the onset of mental ill-health.

Program leads reported that the program has supported young people to feel hope. One lead suggested
that the time-limited nature of the program results in outcomes-focused support that emphasizes the
young person’s strengths and works towards their goals.

The positive changes young people reported in their lives are included in Figure 8 below.
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Figure 8 - Outcomes for young people, illustrative quotes

L] | L]
Changes in young people s lives
s‘ They have supported me in getting out more, not being so cramped in my room
Py all the time because when we first started | was very isolated ... because |

was getting out like that, it was helping me go out with friends more’

- Young Person, Interview Social

4

‘A lot has changed. I have achieved a lot of goals. 'm a
different person compared to what | was back in March. I'm
much happier. So | started in a new school, and | didn't make
any friends. | had social anxiety. One of my goals was to make
friends. And so I hated school when I first started but |
just kept going and made friends.

- Young Person, Interview

‘She's helped me with my
social anxiety. So sometimes
we would go downtown, go to
coffee shops and | would order

for myself. Which | never usually
do. She helped me with that and
now | always do that.’
- Young Person, Interview

Communication

'[i.am] really built up my communication
skills and confidence well with them ... they
were helping me interact with other people, make
more phone calls, just kind of hanging out with
me, getting me in the community more and just
kind of coming to the house to get me to actually
do those things ... Yeah, | make pretty much all my
own phone calls now ... | walk the dog nearly daily.
| get out the house at least three times a day for
different things ... | feel | progressed pretty
well with them''

- Young Person, Interview

eonnoeﬂons?

e

‘I've been a bit more open to
people since |'ve started talkingto :
i.am. They've helped me able to y 4
really not rely, more like to relieve £
some of my stress when talking '
to someone, to let someone know
how I'm feeling in my life or what
my mood is or what I'm personally
doubting or stuff like that ... it's

wvery handy to let someone know

about how I'm feeling.’
- Young Person, Interview

‘My confidence. I've definitely got a lot
. more confidence now than I did at the
~ beginning ... | was in a bit of a bad place at
first. So it's helped my outlook just
become more realistic ... And they've
definitely felt like they've given me ... Let me
feel like I had more of a voice’
- Young Person, Interview

Confidence

I feel more supported ,
and connected ... | feel

heard. And feel like I'm
wanted there [at i.am]. They
get excited to see you.’

- Young Person, Interview
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Changes in young people’s lives

‘When you get into bad places, you usually start thinking the
world's a lot scarier, and is a lot harder. Getting out and
having choices, and just overall feeling like | was
supported, | would say definitely helped me get some sense.’
- Young Person, Interview

‘| definitely feel a lot better ... 1 don't feel like the LD M //

despair all the time. It's like | actually feel happy despairand
sometimes, which is really good .. It's nice just to have distress ., | entand picked her up the other

someone to just talk things through without being day [from i.am] ... she was laughing her
feeling judged ... I just don't feel as stressed as | guts up ... and | went, this is my girl,
used to, or drowning as | used to ... thoughts are this is how she normally is ... And |
just no longer as loud as they were.’ g = actually nearly cried ... | haven't seen that
f - Young Person, Interview for quite some time, in her ... and she

said, "l really like him. I really like
going back to him."

Ability to deal — Family member, carer, or supporter,
with issues Interview
themselves

It feels much less lonely ... although I'm
still living quite independently, it feels a

lot less nerve-wracking ... There's
heaps more that's out there for me if
I need to just, if | don't have the energy to
take care of myself anymore.’ This program has saved

- Young Person, Interview my daughters life.
F - Family member, carer, or

. Roduced supporter, Survey

A self-harm

‘One of [my goals] was | struggled with self-harm was to obviously stop doing that ... |
have been quite a few months clean at that point as well, still continuing. So it's been
really helpful with helping me stop self-destructive behaviors, self-harm ...
- Young Person, Interview

MVAVAY

'‘Best thing to ever
happen to my daughter...

5.1.1  Quality of life

My Life Tracker scores show increasing self-reported quality of life over time. However, there are smaller
numbers of responses from later timepoints, which limits confidence in these findings relating to change
over time (Table 11). Nonetheless, when coupled with interview data, this provides an early indication of
the positive impact of the program.

Table 11 — My Life Tracker - Average feelings across domains at each timepoint

Timepoint N Averagescore Min Max
Has just started 158 5 0 10
3 months 35 6 3
6 months 34 6 1
Has now exited the program 24 7 5 10
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Timepoint N Averagescore Min Max
Other 32 6 3 10

Source: Young people check-in survey, June 2023. Note: 0 = worst, 10 = best.

5.1.2  Changes in suicidal thoughts and behaviours

The proportion of young people who were in significant distress according to their SIDAS score (i.e., a
score of 21 or more) is shown in Table 12 below (for SIDAS records with timepoint data recorded). This
shows an emerging trend of a decreasing proportion of young people in clinically significant distress over
the time they have been engaged with the program. However, as there are substantially fewer scores
recorded for young people at later timepoints, this limits our confidence in our findings relating to
changes in suicidal thoughts and behaviours for young people across their engagement with the program.

Table 12 — The proportion of young people at high risk of suicidal behaviour (SIDAS score >= 21) at each
timepoint

Timepoint Total score < 21 Total score 21+
N % N %
Has just started 29 22% 105 78%
3 months 13 52% 12 48%
6 months 14 47% 16 53%
Has now exited the program 16 76% 5 24%
Other 15 43% 20 57%
Total 87 36% 158 64%

Source: Young people check-in survey, October 2022; New Horizons MDS administrative data, June 2022- June 2023. Note:
Only complete SIDAS records were included in this analysis.

We were able to calculate the number of days between a young person’s program start date and SIDAS
completion date for a larger number of SIDAS datapoints (N=300), though still not all. Using this data, we
found a statistically significant negative correlation (r = -3.43, p = <.001), between the number of days that
a young person had been involved with the program when the SIDAS was completed and the overall SIDAS
score. This means young people who completed the SIDAS later in engagement tended to report lower
scores than those who completed the SIDAS early in the program (Figure 9).
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Figure 9 - Suicidal ideation of young people by time engaged with the program
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Source: Young people check-in survey, October 2022; New Horizons MDS administrative data, June 2022 - June 2023. Note:
Young people who had completed a SIDAS but were unable to be connected to their program start date via SLK were also
excluded from this analysis.

We are unable to examine changes in SIDAS scores for individuals at this time, as at June 2023 October
2022 very few young people had completed the SIDAS at more than one timepoint, after the survey
timepoint began to be recorded during data entry. Of those who had completed a SIDAS on entry, 8 had
also completed a SIDAS at 3 months, 10 at 6 months, and 6 on exit. This is not a sufficient sample size to
allow for potential changes over a young person’s engagement with the program to be detected.

While the findings from the SIDAS are not definitive, the feedback from young people supports the
emerging finding that the program decreases suicidal distress. Several young people reported a reduction
in self-harm, suicide attempts and hospitalisations, which also aligns with what staff reported in the
Process and Findings Report August 2022.

It's been really helpful with helping me stop self-destructive behaviours, self-harm, just different things.
- Young Person, Interview

This morning when I felt like just hurting myself or suicidal thoughts, I called her up and she was able
to talk me out of it all... - Young Person, Interview

Some family members, carers and supporters also reported seeing a reduction in distress and absence of
suicidal thoughts and behaviours in their child or the young person they care for.

Definitely a life changer for my family. — Family member, carer, or supporter, Survey

5.1.3  Other health system usage
Linked administrative data

The findings in this subsection are drawn from analysis of a linked administrative dataset, which includes
data from various NSW Health administrative datasets including hospital admissions, ED presentations,
community mental health services and ambulance call outs. Further details about the linked
administrative dataset are provided in Error! Reference source not found. Linked administrative dataset.

It is important to note that this analysis only covers the period up to 30 June 2022 and many of the sites did
not have large numbers of young people in their care until close to or after this date, limiting the future
outcomes that can be assessed.
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The outcomes are assessed by comparing between people who used the program and a matched
comparison group from a broader pool of people under the age of 25 who have used community mental
health services. This is helpful to determine what outcomes may have looked like in the absence of i.am/
Youth Aftercare.

The selected outcomes are aligned with the program logic. Reduced Suicidal ideation, suicide attempts and
deaths by suicide are tested by a range of health system usage. Safety in seeking support is also tested by
looking at further engagement with community mental health services.

We used propensity matching to derive the comparison group, controlling for age and historical service
contact with NSW Health services (ED presentations, Community Mental Health use, ambulance call outs
and hospital admissions). Other covariates were tested and found to not be significant, reflecting
similarities in the populations accessing community mental health services and those participating in the
i.am/ Youth Aftercare program.

While matching controls for these observable characteristics, it is not a perfect comparison group, like you
might have for a randomised controlled trial. As such, these limitations need to be considered when
interpreting differences in outcomes between the two groups. Further details on the analysis approach can
be found in Error! Reference source not found. Linked data analysis.

i.am/Youth aftercare clients

The linked dataset included 131 young people who commenced using the program prior to 30 June 2022.
Of these people, 90 (69%) were linked to other NSW Health service use. The analysis in this section
focuses on this group of 90.

A person may be not linked to other data either because of the limitations of the linkage process, or
because they have genuinely not used any other NSW Health services. It is not possible to distinguish
between the two reasons. We compared the demographic profile of the groups who were and were not
linked and found they are broadly similar. This suggests that those who could not be linked due to
limitations of the linkage process will not bias the results of the analysis.

Contact with health services prior to program participation

Table 13 shows the types of contacts that young people have with NSW Health services prior to
commencing participation in i.am/Youth Aftercare.

Table 13 - Descriptive summary of service use prior to commencing participation in i.am/Youth aftercare

No
contact
in last 5 5 years lyear 3 months 1month 1week During
Type of Contact years before  before before before before week
Community Mental 8% 92% 88% 82% 67% 52% 43%
Health Contact
ED presentation 11% 89% 82% 70% 48% 13% 10%
ED presentation - 27% 73% 68% 58% 41% 11% *
self harm or suicidal
ideation
Ambulance call out 22% 78% 59% 51% 32% 12% *
Hospital admission 44% 56% 44% 31% 16% * *
Hospital admission 68% 32% 23% 16% 8% * *

to psychiatric unit

Cells with a * are supressed to protect privacy.
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Most young people using i.am/Youth Aftercare have had contact with community mental health services
(88%) or have presented to ED for self-harm/suicidal ideation (68%) in the year prior to beginning the
program. In the month prior to beginning the program, two thirds (67%) have had contact with
community mental health services.

The proportion of people having contact with community mental health services or presenting to ED in
each week prior to beginning participation in i.am/Youth Aftercare is shown in Figure 10. Community
mental health service contact peaks 1 week prior to beginning in the program, and ED presentations peak a
week before that. This suggests that referrals from NSW Health are primarily coming from community
mental health services, and aligns with our findings from the program data, in which Public Community
Mental Health was the most common referral source.

Figure 10 - Service use in the weeks prior to commencing participation with i.am/Youth Aftercare
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Youth aftercare outcomes

Outcomes for the treatment group are measured on the month or three months after beginning
participation in i.am/Youth Aftercare, whereas outcomes for the matched comparison group are based on
the month or three months after the first week following contact with community mental health services,
reflecting the delay between the peak of contact with other NSW health services and commencement with
the i.am/ Youth Aftercare program.

One-month outcomes

The results of the outcome analysis for the first month after commencement of using the program are
presented in Table 14 below.

Table 14 — One-month outcomes

Outcome Treatment Comparison Difference P-Value
Number in group 82 1,640

% with an ED presentation 15% 14% 0% 0.48
Avg. number of ED 0.17 0.28 -0.11 0.02

presentations per person
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Outcome Treatment Comparison Difference P-Value

% with an ED self- 9% 7% 1% 0.36
harm/suicidal ideation
presentation

Avg. number of ED self- 0.09 0.12 -0.04 0.13
harm/suicidal ideation
presentation

% with community mental 40% 50% -10% 0.04
health use

Avg. number of 1.16 1.60 -0.44 0.03
community mental health
treatment days

% with ambulance callout 9% 9% 0% 0.48

Avg. number of ambulance 0.10 0.15 -0.06 0.08
callouts per person

Instances where there is a statistically significant effect have been bolded (p-value <0.05). Hospital admissions have been
excluded to protect privacy. The treatment group for the one-month analysis is restricted to a group of 82 instead of the full
group of 90 used elsewhere in this section, to allow for community mental health outcomes to be included as this data is
available for a shorter length of time.

Over the first month after engaging with i.am/Youth Aftercare there is evidence of a reduction in the
average number of ED presentations per person for the group using the program. This translates to
approximately 9 avoided ED presentations for the 82 clients. There is also evidence of a lower level of
community mental health use. Other outcomes showed limited evidence of any differences and were not
statistically significant (aside from a lower rate of community health services, which may represent a
substitution).

Three-month outcomes

In addition to outcomes one month after commencing use of the program, we explored outcomes over a
three-month period. This reflects that i.am/Youth Aftercare is often used by young people over a period of
several months. Longer term outcomes also provide more data for a difference in outcomes to be detected.
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Table 15 - Three-month outcomes

Outcome (over one three

months) Treatment Comparison Difference P-Value
Number in group 90 1,800

% with an ED presentation 32% 28% 5% 0.19
Avg. number of ED 0.78 0.76 0.01 0.48
presentations per person

% with an ED self- 20% 13% 7% 0.05
harm/suicidal ideation

presentation

Avg. number of ED self- 0.30 0.31 -0.01 0.47
harm/suicidal ideation

presentation

% with ambulance call out 22% 16% 6% 0.08
Avg. number of ambulance 0.48 0.37 0.11 0.23
callouts per person

% with hospital admission 7% 12% -5% 0.03
Avg. number days 0.40 1.71 -1.31 0.00
admitted to hospital per

person

Instances where there is a statistically significant effect have been bolded (p-value <0.05). Community mental health
contacts were not available over a three-month window.

Over the three-month window there is evidence of a reduction in the proportion of young people with a
hospital admission. There is also evidence of a reduction in the average number of days admitted to
hospital per person. This translates to approximately 118 days less spent admitted to hospital for the 90
clients. The proportion of people with an ED self-harm/ suicidal ideation presentation is moderately
different (20% for the treatment group vs 13% for the comparison) however, this difference is not
statistically significant. There was limited evidence of differences in the remaining outcomes.

Monthly outcomes

It shows that users of the program continue to have reasonably strong engagement with other NSW
mental health services, at a level comparable with our comparison group.

Figure 11 shows the proportion of people having contact with community mental health services each
month, separately for those using the i.am/ Youth Aftercare program and the comparison group. It shows
that users of the program continue to have reasonably strong engagement with other NSW mental health
services, at a level comparable with our comparison group.
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Figure 11 — Monthly rate of community mental health contact

120%

100% -

80% A

60% -

40% A

Proportion of people

20% A

O% T T T T T T 1
-3 -2 -1 0 1 2 3

Months since contact

=Treatment Comparison

Month 0 is the month prior to commencing participating in the i.am/Youth Aftercare program (treatment) or having contact
with mental health services (comparison).

Figure 12 shows the proportion of people presenting to ED each month. The shape shows a peak in
presentations in the month prior to commencing the program, with a lower level after commencement
compared to before. This is seen in both the treatment and comparison group. It aligns with the findings
from the SIDAS scores where we see a decreasing relationship between the suicidal ideation of young
people and their time since starting the i.am/ Youth Aftercare program, noting that data beyond month
three is only available for a limited number of clients so longer-term outcomes cannot be commented on.
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Figure 12 — Monthly rate of presentation to ED
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Month 0 is the month prior to commencing participating in the i.am/Youth Aftercare program (treatment) or having contact
with mental health services (control).

5.2 Outcomes for families, carers and supporters

The small number of families, carers and supporters that provided feedback to the evaluation were
positive about the difference the program is having or has made for their child. All survey respondents
(N=14) agreed or strongly agreed that the program has made a positive difference for their child/ the
person they support, and that they are better able to support them. This aligns with the feedback from
both young people and from staff.

Two survey respondents reported that their child/ the person they support was better able to
communicate with them or other family members or friends as a result of their engagement with the
program—which also leads to improved relationships and feelings of happiness for both the young people
and their families and support networks. Program leads also reported hearing of or seeing similar
improvements.

My daughter was extremely hesitant and I was worried that she would get people who didn't care about
her. Without i.am I don't know if my daughter would have started to open up even on days she doesn't
want to go she always comes back happier - Family member carer, or supporter, Survey

Some family members, carers and or supporters reported that their child or the person they care for were
better connected to external supports because of referrals from the i.am/ Youth Aftercare program.

My daughter has found the program extremely beneficial. She feels comfortable reaching out to her
support worker when her mental health is in a negative spival and suicidal thoughts resurface. If it
wasn't for this program, I may have lost my daughter by now. - Family member, carer, or supporter,
Survey

5.3 Unintended outcomes

We have not identified any unintended outcomes of the program.
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5.4 Program exits

It was anticipated that young people engage in the program for around 6-8 months although there is not a
set time limit on participation in the program. Overall, data indicates that young people tend to engage in
active support for, on average, 6.6 months, which is consistent with what was expected. Program leads
noted that several young people have begun to graduate from the program and are being connected to
relevant supports as they exit the program.

You have to balance out between going, "We're here giving you this wraparound support and making
you feel safe and hope, but we've also got to let you go." So how to connect you to natural supports, how
to connect you to yourself to be resourceful for yourself. - Program lead, Interview

Across June 2022 - June 2023, 69 young people were recorded as exiting i.am/ Youth Aftercare (Table 16).
Of these, 41 of the exits were planned and 27 were unplanned (Table 17). This indicates an attrition rate of
7.7%%, which is comparable to a program that achieved an 8.5% attrition rate through an intensive case
management approach and much lower than the rate for usual treatment, which is 38.6%%°. However, as
data regarding exits is not available for young people who exited the program prior to June 2022 this is an
underestimate of the true exit rate.

Table 16 — Number of young people who exited

Table 17 - P1 d | d exits fi
i.am / Youth Aftercare during the reporting e ariiea ot unip'atined exizs trom

program during the reporting period

period
Exit type N %
Status N % YP 2
Planned exit 41 60%
Remained in the program 280 80% ) q 0
Unplanne 27 20%
Exited the program 69 20% exif °
0,
Total 349 100% Total 63 100%
Source: New Horizons MDS administrative data, June oo
2022- June 2023. Missing 1

Source: New Horizons MDS administrative data, June
2022 - June 2023.

Thirty-five young people left on their own request with no alternative support arrangements in place, 25
exited to alternative community support (of either higher or lower intensity), and 9 relocated with no
alternative support arrangements (Table 18).

Table 18 — Reason for exiting program during the reporting period

Reason for exit N %
Exited on own request - no alternative support arrangements 35  35%
Other 29 29%
Exited to alternative community support - lower intensity arrangements 16  16%
Exited to alternative community support — higher intensity arrangements 9 9%
Relocated — no alternative support arrangements 9 9%
Relocated - alternative support arrangements 3 3%
Total 101 101%
Missing 3

20 The Sax Institute (2019) Evidence Check - Suicide aftercare services. Retrieved 30 November 2022 from:

NP WWW,SAXIN JLC.01rg.au/WP-CONten 1p10ad




Source: New Horizons MDS administrative data, June 2022 - June 2023.

After exiting the program, young people were supported by family, NDIS funded providers, GPs, PHN-

funded services, psychiatrists and a specialist homelessness service (Table 19).%

Table 19 —Support after exiting program provided during the reporting period

Support N %
NDIS funded provider 6 6%
General Practitioner 10 11%
Private psychiatrist 3 3%
PHN-funded 8 8%
No service 20 21%
Family support 23 24%
Specialist Homelessness Service 1 1%
Other 13 14%
Unknown 11 12%
Total 95 100%
Missing 9

Source: New Horizons MDS administrative data, June 2022 - June 2023. Note: Only one type of support can be recorded for

each client after exiting program, where some may be receiving more than one.

From conversations with staff, we understand that people can disengage from and reengage with supports
and some children or young people who are not actively receiving support but intend to reengage in the
future may not be recorded as exiting. Clarifying what constitutes an exit will support future outcomes

reporting.

She said like if you need to come back like it's okay. Just give us a ring like, she made it really clear that
they're still there and if I need to go back into the program, they’d be happy to take me back if I needed

it. — Young Person, Interview

21 While 40 young people have been flagged as an exit, only 20 of the 40 have a funding end date recorded.
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6 Cost

This section explores the cost of running i.am/ Youth Aftercare centres, for two primary purposes:
= Asan inputinto the economic evaluation, which can be revisited once linked outcomes are available.
= To provide an indication of costs of comparable centres in the future, were the initiative to be scaled.

In exploring costs, we also explore the related issues around the use of staff time (how is time allocated?)
and the capacity of a centre (how many people can be supported at a given level of staffing?).

6.1 Model YA Centre assumptions

The four pilot centres are all designed and operated based on a common youth aftercare model. However,
the four centres are not identical in cost structure. Differences are highly relevant to future models of care.
In particular, we identify three key centre attributes that can lead to different costs or unit costs:

= Staffing structure — The number and mix of staff directly affects the cost of running the centre.

= Service load - The number of supported young people and the total hours of non-commute service
provided to them will affect the unit cost.

= Average commute time loading - The average time spent commuting to deliver one hour of service
to the client impacts the total quantity of service the centre can provide and ultimately the unit cost.

For the sake of simplicity, we initially estimate cost based for a ‘Model YA Centre’ using assumptions for
current staffing level, service load and average commute time loading. However, we will investigate the
sensitivity of unit costs to these assumptions in Section 6.3.

6.1.1  Staffing structure

Each of the four pilot centres have program development managers, team leaders, Clinical Lead, Clinical
Adpviser, and Champions as part of their ongoing staff. We refer to Champions, Clinical Adviser and
Clinical Lead as client support staff because their time is spent providing support to young people (face-to-
face or background support). On the other hand, we consider team leaders and program development
manager’s time as centre management staff because their time is mostly spent running the centre or
managing the programme and therefore do not count as client support.

We show the full time equivalent (FTE) staff as at 31 October 2022 by role for the existing four sites in
Table 20 as well as our assumptions for the Model YA centre. The four centres are identical to each other
except for Western Sydney and Hunter New England, which temporarily have one less Champion than
other centres as at 31 October 2022.

Based on this and discussions with New Horizons, we assume that the Model YA Centre will have:
= 4 FTE Champions (similar to Mid North Coast and South Western Sydney centres).

= 0.5FTE team leader. Note this is less than the current 1, as there was a perception that a 0.5 load was
more appropriate to the role going forward.

= OFTE program development manager because this role will be redundant once the program is fully
established.

— The new centre, like others, will also include head office management staff which is allowed for
under the ‘indirect cost’ component.

= 0.05FTE Clinical Lead and 0.50 FTE Clinical Adviser, similar to pilot centres.
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Table 20 — Summary of FTE staff as at 31 October by role and centre

Western Mid North Hunter New South Model YA

Role Sydne Coast England Western Centre
yeney & Sydney

Program Development 0.25 0.25 0.25 0.25 0.00
Manager
Team Leader 1.00 1.00 1.00 1.00 0.50
Clinical Lead 0.05 0.05 0.05 0.05 0.05
Clinical Adviser 0.50 0.50 0.50 0.50 0.50
Child and Young People
Champion (CYPC) 3.00 4.00 3.00 4.00 4.00
Total 4.80 5.80 4.80 5.80 5.05

Source: New Horizons cost data.

6.1.2 Service load

Given a fixed number of client support staff, the total support hours (excluding commute) a centre can
provide depends on four components:

= capacity required to sustain non-client service activities
= the number of new clients per month
= the number of months a young person receives support for

= the number of hours of support a young person receives per month.

Capacity for non-client activities

The i.am/ Youth Aftercare centre’s staff often engage in other activities that are not directly related to
providing care to a young person and this time is not captured. For example, in the past, client support
staff have used a significant part of their capacity to:

= review and decide outcome of referrals

= engage with community to raise awareness

=  work with the Muslim community to formulate a culturally sensitive vocabulary to use for suicide
= cover administration time.

We will assume that 25% of a staff’s time is allocated to such non-client activities - this appears reasonable
based on our current understanding of the i.am/ Youth Aftercare program, but alternative models could
have a greater or less allocation to non-client activities. The remaining 75% is the spare capacity that is
available to provide direct service to young people, including commuting to visit them. Given the level of
uncertainty behind our 75% spare capacity estimate, we also consider an alternative scenario in Section 6.3
where a centre has 85% spare capacity.

New clients

Figure 13 shows the historical number of new clients for each pilot centre since their inception. The
number of new entrants has been volatile for each centre, but we do not see any clear trends. While the
number of clients has varied over time, it has not averaged significantly over 6 people per month per site.

We assume that the Model YA Centre will have 3.7 new clients per month. This is not based on the
observed average number of clients per month (4.4 over the past 6 months across the four centres) but
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instead calculated based on the number of hours per person required under the current care model
(described later in this section). More than this number of new clients per month would require fewer

months of support per young person, fewer hours per young person or some other efficiency
improvement.

Implicit in this is an assumption that new centres would see sufficient local demand to meet the supply.
We believe this is reasonable because of volume of youths presenting to emergency departments due to
suicide ideation and also anecdotal evidence from New Horizons about excess demand in the system.

Figure 13 - Historical new client numbers by commencement month and by centre
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Source: New Horizons activity data.

Duration of service usage and number of ongoing clients
The number of months that clients receive service for varies based on their needs and circumstances. We

show the proportion of clients who actively receive service by months since their commencement across
all four centres in Figure 14.
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Figure 14 - Actual and assumed duration of support usage — probability that a client will receive support in
a month, by duration since commencement
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Source: New Horizons activity data.

In the first month after commencement about 85% of young people receive care (‘active’ in month). As
expected, we see a steady reduction in proportion of active clients over time because some people only
require care for a few months. Engagement is reasonably high and consistent for the first few months of
support, and then roughly 90% of young people remain supported from one month to the next as clients
naturally exit, positively graduate or disengage. That is, after a few months we expect 10% of the remaining
cohort to exit each month.

We note that this is consistent with the current model of care, which enables longer periods of support
where appropriate. The curve implies an average of 6.6 months of (active) support per young person.
Combined with an assumption of 3.7 entrants per month, it implies about 25 young people are supported
in a given month or 45 young people supported in a year.

Average monthly support hours, excluding commute

There are two types of travel that client support staff (mostly Champions) incur - commuting to and from a
client’s location to provide support (as opposed to seeing them onsite at an office) and driving young people
to medical appointments. The recorded travel time currently includes both times combined and is
underreported. On average, we assume that 50% of recorded travel time relates to driving young people to
appointments (with this being part of the model of care.

In this section, we are interested in estimating the number of support hours excluding ‘commute’ hours.
So, our estimates include the 50% of travel time that relates to appointments but excludes commuting.

We show the average support hours (excluding commute) that an active client receives by month
(assuming they are still engaged with the program that month, so have nonzero hours) since their
commencement with the program in Figure 15.
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Figure 15 - Average monthly support (excluding commute) hours for active clients
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Source: New Horizons activity data

The average support hours (excluding commute) are unusually low for Hunter New England, which New
Horizons has attributed to poor data capture of support hours recorded. Similarly, the hours recorded over
June 2022 also looked unusual. Program leads have also indicated that data collection on support time
from staff is more accurate since August 2022. We only consider support hours from centres other than
Hunter New England and from July 2022 onwards. Excluding those, we find that the average support
hours in a month is consistent across centre, calendar time and program duration.

The average hours of support for the four months to October 2022 is 15.2 hours per month, excluding
Hunter New England. We have assumed 15 hours of support per month for an active client for the Model
YA Centre.

We note that average hours per person includes more than just face-to-face time. Recorded face-to-face
time represents about 60% of the total non-commute support hours, with other components like
stakeholder engagement and governance making up the rest.

Total annual non-commute support hours

Multiplying our average duration per young person of 6.6 months and average monthly support usage of
15 hours, we get a total lifetime support usage of 98 hours of support per young person (excluding
commute)?.

We can calculate this commitment as a fraction of total centre capacity hours. Multiplying our estimate of
25 supported young people per month with the average monthly support usage of 15 hours, we get 368
support hours per month. This translates to 4,418 support hours (non-commute) per year. For our
assumption of 4 FTE Champions, 0.50 FTE Clinical Adviser and 0.05 FTE Clinical Lead working 7.5 hours
a day for 5 days a week, the total estimated non-commute support hours translate to 50% of their
total annual working capacity.

22 Multiplication not exact due to rounding
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Number of client support staff providing support

Our time estimate above assumes that 15 hours of support relates to client support staff’s time (mostly
Champions) attributable to a client. For example, if a one-hour session with a young person involves two
client support staff, we assume that this is recorded as two hours in the data provided.

We understand that in many cases two staff will be meeting with a young person, which will increase the
intensity of support usage. This is particularly the case for outreach visits when the young person is not an
adult. We assume that two staff are required when visiting persons younger than 16 (50% of all clients) and
only one staff otherwise. This equates to roughly 1.5 client support staff visiting a young person on
average.

This means that in some cases ten hours of face-to-face support in our capacity estimates might translate
to five hours of actual time for a young person. No adjustment is required for the calculations above
because we assume this is already reflected in the data, but we do allow for this when determining our
additional commuting allowances.

6.1.3  Additional time for commuting

Based on the young person’s preference, the client support staff visit the young person either at the centre,
the young person’s home or at a neutral place. Therefore, the time young person support staff spend
commuting to deliver one hour of support can vary. Other aftercare models might have substantial
variation in the amount of commute built into the model of care, and the location (e.g., regional vs metro)
would also affect assumptions for future planning.

It is difficult to calculate the amount of time staff spend commuting to meet the young person for the pilot
sites or the model centre. This is because:

=  Commute time is currently underreported in the data (but there are efforts to improve this).

= Commute time recorded in the data also includes time spent driving a young person to their
appointments, which counts as a support to the young person, and is impossible to separate these.

= The commute time will vary significantly depending on the location of the centre and the surrounding
catchment area:

— For example, the Hunter New England and Mid North Coast centres service areas that are within a
one-hour drive from the centre, whereas the catchment around Western Sydney and South
Western Sydney centres are smaller (albeit with heavier traffic).

= The proportion of young people who choose to receive care at the centre premises can vary between
centres for different reasons:

— For example, compared to other centres, a significantly higher proportion of people from Hunter
New England area opt to meet the staff at the centre.

We show the average commute time per one hour of support that is currently recorded in the data in
Figure 16 . We exclude June 2022 data here because the recorded hours are unusual.
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Figure 16 - Commute time loading by centre
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30 A
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Minutes of commute time per hour of service

Western Sydney Mid North Coast ~ Hunter New South Western Model i.am
England Sydney Centre

Youth after care entre

B Recorded commute time B Assumed commute time

Source: New Horizons activity data

On average, client support staff record spending less than 5 minutes commuting per hour of support
delivered. This seems low because younger clients are often met at their homes by two Champions, which
involves significant commute time.

Therefore, from our discussions with New Horizons and from analysing the data, we assume that:
= client support staff spend 60% of non-commute support time face-to-face with the young person

=  when meeting face-to-face, client support staff (typically Champions) commute to the young
person’s home for 80% of support episodes

= each trip results in 90 minutes of support delivered, on average
= the young person’s home is 30-minute drive each way, on average.

This translates to 30 minutes of commute incurred for every one hour of support (non-commute). As our
assumption of commute time is very uncertain, we test the sensitivity of unit cost to this in Section 6.3.
6.2 Actual costs for current sites and estimates for the Model YA Centre

We received data on the total cost incurred by each of the four pilot centres since their inception. This
information was disaggregated into several initial and ongoing cost components.

6.2.1 Total cost

We show the total initial set up cost and annualised ongoing cost for the four pilot centres along with our
estimates for the new model centre Table 21.
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Table 21 - Summary of initial and annual ongoing cost by centre, $

Western Mid North  Hunter New South Model YA

Cost type Western
Sydney Coast England Centre

Sydney
Initial set up 203,823 173,451 100,751 42,504 34,000
Annual ongoing 737,363 673,683 720,392 833,756 759,300

Source: New Horizons cost data.

We estimate that a model centre would cost approximately $34,000 to set up and $759,300 to run on an
ongoing basis.

Whilst our estimate of initial set up cost is based on actual experience and advice from New Horizon, we
believe that it is low and could easily be higher under a different provider.

Initial set up cost

We show a breakdown of initial costs to granular components below.

Table 22 — Breakdown of initial costs, $

South

Western Mid North Hunter New Waestern Model YA

Sydney Coast England Sydney Centre
Project Lead 73,707 73,707 8,532 8,532 9,000
Co-Production 63,725 63,725 13,083 9,199 11,000
ORI DRI 29,356 29,356 24,773 24,773 -
Manager
Communications/Marketing 23,801 6,664 38 - 2,000
Office set ups 13,235 - 54,326 - 12,000
Total initial cost 203,823 173,451 100,751 42,504 34,000

Source: New Horizons cost data.

We note that:

As discussed previously, we have assumed the new model centre will not require a program
development manager.

— However, we note that some of the qualitative feedback was that not enough was invested in
support for the setup of the second two sites — our assumed costs could be regarded as relatively
lean in light of this.

— We also note that head office management staff are allowed for under indirect ongoing costs.

As advised by New Horizons, we have assumed $12,000 as the office set up cost which is their
budgeted amount.

— However, this is likely to be different based on the set-up and location of the centre.

Our projections for the initial set up cost is low because the majority of the i.am/ Youth Aftercare co-
production design and branding was completed when the first two sites (Western Sydney and Mid
North Coast) were being set up. The model YA Centre’s set up cost estimate is lower than recent
centres (Hunter New England and South West Centre) because:

— Hunter New England spent more than other sites to set up their office with the i.am branding.
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— Both Hunter New England and South Western Sydney have a salary allowance for the program
development manager but the Model YA Centre does not.

Ongoing cost

We annualised the costs incurred to date in the data provided and the number of months they have been in
existence. We show a more detailed breakdown of annualised ongoing cost for the four pilot centres along
with the model centre in Table 23.

Table 23 - Breakdown of annual ongoing costs, $

Western Mid North Hunter New South Model YA
Sydney Coast England Western Centre
Sydney

Ongoing annual salaries 493,083 452,155 451,800 601,617 493,000
Co-Production 10,000 10,000 10,000 10,000 10,000
Depreciation 1,480 1,356 1,308 1,155 1,300
Direct Management 16,718 17,884 18,195 13,073 16,000
IT 22,918 13,404 35,578 18,249 23,000
Rent 36,690 10,820 15,145 11,688 30,000
Training 7,722 5,895 8,323 15,026 9,000
Vehicles 4,200 12,600 9,600 9,600 9,000
Other direct costs 24,689 32,888 22,868 11,724 23,000
Indirect 119,864 116,681 147,574 141,624 145,000
Total ongoing cost 737,363 673,683 720,392 833,756 759,300

Source: New Horizons cost data

We note that:

= We have based our salary costs on the Social and Community Service Award rates based on New
Horizon’s advice that champions and team leaders are at levels 4.1 and 5.1 respectively. After applying
a10.5% superannuation loading and 8% workers compensation loading observed for the centres, we
get annual salaries of $92k for Champions and $105k for team leaders. We also infer the combined cost
of 0.50 FTE Clinical Adviser and 0.05 FTE Clinical Lead to be $73k per annum. Combining these
estimates, we get ongoing salary costs of $493,000 per annum.

= The salary costs for South Western Sydney is high but this is likely due to disproportionate allocation
of management cost. This has minimal impact on our Model YA Centre estimates.

= The indirect cost, which consists of head office costs, is assumed to be similar to the new centres —
Hunter New England and South Western Sydney.

— We have been advised by New Horizons that there will be no economies of scale to head office
costs with additional centres opening.

=  Asadvised by New Horizons, we have assumed $30,000 as the annual rent cost, which is their
budgeted amount.

=  All other components are small and assumed to be the average of the four pilot centres.

6.2.2 Unit costs

We combine our ongoing cost estimates with our activity estimates to produce the unit costs for the model
YA centre shown in Table 24
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Table 24 - Ongoing capacity and unit costs for the Model YA Centre

Assumption / Unit

Metric costs
Capacity (support hours, excl. commute) 50%
Capacity (support hours, incl. commute) 75%
Cost per supported client (including overheads $16,900
and indirect costs)

Cost per support hour (support hours, excl. $170
commute)

Cost per support hour (incl. commute) $110

We see that under our assumptions for a Model YA Centre:

= The client support staff (champions, Clinical Adviser and clinical lead) is estimated to spend 50% of
their total time on non-commute support hours.

= Asintended, when commute time is included, 75% of client facing staff’s capacity will be spent on
providing support to the young person.

— We assume, the remaining 25% of the time is spent on reviewing referrals, engaging with
community, etc.

*  The estimated cost per supported individual is $16,900 per annum.

= The cost of providing one hour of non-commute support is $170 per hour, whereas, including
commute it is $110.

6.3 Costing variations on the Model YA Centre

In this section, we look at variations on the Model YA Centre to see how total costs and unit costs vary with
the assumptions (Table 25). This is provided to assist the Ministry to understand the implications of
changes to the size of the centre, amount of support and commuting models.

In particular, we estimate cost and capacity for the following scenarios:

= A smaller centre with only two Champions instead of four as might be appropriate in a regional
location.

= Alarger centre with six Champions instead of four as might be appropriate for a larger district.

= Halving the average support hours provided to a young person from 98 to 49 hours per person (either
by reducing the hours per month, or the number of months support is provided) to reflect a scenario
with greater efficiency in support delivery.

= A non-outreach centre where all young people come into the centre for support and average commute
time is zero minutes per hour reflecting a different service model (bearing in mind the value that
young people interviewed placed on the opportunity to spend time in the community, which means
that this approach could have a negative impact on outcomes).

= An outreach centre where the average commute time is only 15 minutes per support hour to reflect the
uncertainty around our commute allowance.

= An outreach centre where the average commute time is 60 minutes per support hour to reflect the
uncertainty around our commute allowance.

= Increasing the centre’s capacity from 75% to 85% of people’s time (so only 15% of time is spent on
referrals and community outreach) reflecting strong referral pathways.
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Table 25 - Key results for different scenarios

Reduced No outreach Avg Avg Increased
Small centre  Large centre support (zero commute commute client-
Model YA -2 -6 hours per commute time - 15 time - 60 focused time,
Metric Centre champions champions client time) mins mins 75% to 85%
Total supported clients 45 25 65 90 67 54 34 51
per year
Support hours (excl.
4,418 2,476 6,361 4,418 6,628 5,302 3,314 5,028
travel)
Support hours
. 6,628 3,714 9,541 6,628 6,628 6,628 6,628 7,542
(incl. travel)
Maximum staff hours 8,873 4,973 12,773 8,873 8,873 8,873 8,873 8,873
Operating cost $759,300 $575,300 $943,300 $759,300 $759,300 $759,300 $759,300 $759,300
Capacity (support 50% 50% 50% 50% 75% 60% 37% 57%
hours, excl. commute)
Capacity (support
. 75% 75% 75% 75% 75% 75% 75% 85%
hours, incl. commute)
Slci’esrtlfer supported $16,900 $22,900 $14,600 $8,500 $11,300 $14,100 $22,600 $14,900
Cost per support hour
(support hours, excl. $170 $230 $150 $170 $110 $140 $230 $150
commute)
Cost per support hour
. $110 $150 $100 $110 $110 $110 $110 $100
(incl. commute)
Capacity (support $90 $120 $70 $90 $90 $90 $90 $90

hours, excl. commute)
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We note that:

For the first two scenarios, the overall centre costs rise and fall by about $180k reflecting the change in
staffing. This might reflect decisions to run a larger or smaller centre in certain locations. The average
unit cost also changes with staff levels because of economies of scale, assuming a fixed capacity. For
example, the cost per individual for a smaller centre increases from $16,900 per young person to
$22,900 whereas it decreases to $14,600 for the larger centre.

Reducing the average monthly support hour per young person from 15 to 7.5 does not change the
annual centre cost but increases the number of young people a centre can support from 45 to 90.
Consequentially, the cost per young person also halves to $8,500. The number of hours per young
person is clearly a significant consideration in centre capacity. This reduction in average support
usage by young people may impact their outcomes. This reduction also works against the flexibility of
the model and value of longer sessions, which young people felt contributed to their positive
experiences with the program and outcomes achieved.

Centres with less commute time will generally have greater capacity to support more people. The
commute time assumption per support hour ratio impacts the number of young people a centre can
support. For example, if the support was delivered on-site then the number of supported young people
in a year will increase from 45 to 67 and cost per young person would decrease to $11,300. Similarly,
the cost per young person will increase to $22,600 if the travel time increases to 60 minutes.

Increasing the assumed capacity of staff time to supporting young people from 75% to 85% of their
time increases the total non-commute support hours from 4,418 to 5,028. This means the centre will
be able to see 51 people instead of 45 per year and the cost per young person drops from $16,900 to
$14,900. However, this may not be possible given other staff responsibilities.

While it is difficult for us to judge the ideal care hours or centre capacity, the scenario testing shows that
many assumptions related to the care model have significant implications on the capacity of a centre, even
if the total annual cost is more stable.
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7 Conclusions and recommendations

7.1 What can we learn from i.am/ Youth Aftercare about the need for a child
and youth specific model of aftercare?

The literature about suicidal thoughts and behaviors, researchers, sector experts and young people
themselves have suggested that responding to suicide among young people requires a different approach
than for other age groups. This is because young people have unique tipping factors:?*

= Developmental changes have a substantial impact on executive functioning and emotional regulation -
which can mean that “suicidal thoughts can quickly escalate, and adolescents may have difficulty
communicating their distress, particularly with those people they are close to (or in close proximity to)
such as family members”. As a result, aftercare options that involve capacity building with family
members about how to facilitate those conversations can be critical.

= Onset of mental ill-health - young people are particularly susceptible to the onset of mental health
issues.

= The overuse of drug and alcohol - particularly for those in the older age range.

= Increasing pressures - the global environment in which young people are maturing can generate
external stressors — including the rapid pace of change and the rising bar for entry into the workforce.

Our interviews with young people and other stakeholders identify other specific needs of children and
young people:

= They can often be more dependent on the support of adults and have less autonomy.

= The power imbalance between a young person and support worker can be greater for young people,
because of their age and their greater dependence on the support of others.

= They can need support to create social connections and to learn practical, day-to-day skills.

= They may have greater needs for safe physical spaces as they have less control over their living
situation.

= There is significant variation in the needs of children and young people within the broader category,
because of age (a 7-year-old has very different communication needs to a 16-year-old, and a 23-year-
old is different again) but also because of other dimensions of diversity - as children and young people
are often coming to terms with their own identity, an intersectional lens is critical.

= They report being highly distrustful of adults and formal structures (often because of their previous
experiences and/or those of their peers) and place significant importance on support workers who can
form genuine connections.

Our findings suggest that there are four core principles or mechanisms of support that contribute to
developing relationships with and supporting young people in a way can make a positive difference. These
are:

= Flexible and person-centred support- As the needs of children and young people can vary
significantly between different age groups, flexibility and person-centred care is pivotal to ensure their
needs are met, which can be different to the needs of adults.

2 Robinson, J. (2016). Raising the bar for youth suicide prevention.
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= Relational support — In order to overcome issues with power imbalances and a lack of trust, a service
that is highly relational will be more successful in engaging children and young people?.

= In person support — In-person support for young people is important in not only facilitating strong
and trusting relationships between Champions and young people, but also in achieving the intended
outcomes for young people. The most common outcomes for young people reported were improved
social connections, connection to community, communication, confidence, and reduced social
anxiety. Several young people attributed this improvement to the way in which their Champion had
been taking them out into the community. The in-person support, with centres, also creates safe
physical spaces for young people to spend time in.

= Psychosocial, non-clinical and peer-led support — A mixture of youth workers and Champions with
lived experience of suicide to support young people is important in providing psychosocial support
that is non-clinical. Young people commonly reported that the non-clinical, relaxed and informal
nature of the program contributed to their positive experiences with program. External service
providers also reported that non-clinical and peer-led psychosocial support also fills a gap in the
service system.

In summary, the evidence from this evaluation and the literature indicates that children and young people
have particular needs that are best supported through a youth specific model.

7.2 Overall conclusions

The program model reflects the input of young people through the co-production, and young people were
highly positive about their experience with the process. The service model broadly aligns with the
evidence from the literature on aftercare models, in particular the rapid follow-up, focus on relationship
between the young person and Champion, and the holistic nature of support.

Ongoing co-production has been a challenge for staff, who expressed concerns about their skills and
experience in undertaking these processes. Other TZS initiatives have also had limited success in
implementing meaningful re-design or co-production processes and in balancing this with evaluation.
Having both processes concurrently can create an unnecessary duplication and be a burden on people who
use the program and staff. An ongoing co-production process may not be necessary for models where
extensive co-design or co-production processes have been used to develop the initial model and there is
both flexibility in the model and ongoing monitoring and evaluation that can inform service design and
delivery.

The program is reaching key priority populations, including Aboriginal and Torres Strait Islander children
and young people (20%), and those from the trans and gender diverse community. There is still work to do
to increase referrals for males and CALD communities and a continued need to focus on demographic data
collection. Complete demographic data is essential for evaluation and quality improvement, but also to
ensure the program is appropriately tailoring support to particular communities.

The i.am/ Youth Aftercare model seems to be reaching those that might have mistrust in the system due to
previous experiences. Initially, there were challenges with referrals and relationships with local
organisations and services for some sites, which might have been improved by involving them in the co-
production process, along with young people. While this has improved over time, there are still challenges
with LHDs (EDs in particular) and schools. More support is needed from the Ministry of Health and the
Department of Education to support formal referral pathways and increase awareness of the program.

24 This was also highlighted in the evaluation of The Way Back Support Service,
https://www.beyondblue.org.au/docs/default-source/media-release-pdf/the-way-back-support-services-evaluation-
final-evaluation-report.pdf
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While staff report positive experiences in supporting children and young people through the program,
they have more recently raised issues relating to a need for greater clarity in the model, concerns about a
lack of support and training and difficulties with management structures which lead to poor
communication. Focussing on good communication, ensuring that staff are supported to work safely and
collaboratively and have clarity around roles and responsibilities should be a key focus.

The program provides high quality experiences for children and young people, families, carers and
supporters, who report a range of positive outcomes as a result. There is enough evidence to indicate that
this psychosocial model (with referrals to other supports) is effective for this cohort. Children and young
people feel better supported, report a decrease in suicidal thoughts and behaviours and experience a range
of improvements to their social connections, confidence and engagement with school and employment.
While longer-term outcomes data is limited at this stage of the program, there is evidence of a reduction in
the average number of presentations to ED and hospital admissions in the first few months after
commencing in the program, and that the program may be helping to bridge an unmet need for
community mental health services.

i.am/Youth Aftercare appears to be filling a key gap in the service system, and is making a substantial
positive difference in the lives of children and young people who are at risk of suicide.

Further exploration is needed of whether an integrated psychosocial and clinical model (similar to that
being developed in Victoria through Child and Youth HOPE) is needed to support some young people.

7.3 Recommendations

The Model

= There is a need for a child and youth specific aftercare program that is flexible and person-centred and
relational, and offers in-person, psychosocial, non-clinical and peer-led support.

= Consider providing greater clarity about the model in the service model documentation, particularly
around expectations for implementation, to ensure greater consistency across sites and increase
confidence of staff in implementing the model.

=  Consider adjustments in language for cultural and religious communities (for example, distress
instead of suicide), provided that this does not dilute the eligibility criteria, ensuring the program
continues to focus on aftercare and suicide risk.

=  Future models under the Bilateral Agreement:

— Ifthei.am/ Youth Aftercare program continues to be delivered by a Community Managed
Organisation (CMO), it is likely that an organisation that is widely recognised for youth mental
health would have the highest chance of success, as it would decrease the need for extensive trust
building with LHDs, other referring organisations and families/ carers.

— Ifawuniversal program is progressed, a specialised approach and specialised staff for young people
would be recommended to meet the needs of children and young people at risk of suicide.

— Ifthe current model is retained, a continued focus on non ED-based referral pathways could
support delivery of Part 2 of the Bilateral Agreement, “Implement a pilot to expand referral and
entry pathways to Aftercare Services from other health settings ... to support those who have
experienced a suicidal crisis without being admitted to hospital”.

— Inthis case, an alternative or blended clinical and psychosocial model may be required to support
children and young people who present to emergency departments and/or have been admitted
following a suicidal crisis.

Co-design/ co-production

= For future initiatives that involve co-production:
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— Engaging in a meaningful, narrative based, youth focused co-production process can be
empowering for the young people involved, and valuable in developing a program that is
specifically designed with the needs of those young people in mind.

— Ensuring community engagement with referring organisations and clinicians during the design
phase will help to build relationships and referral pathways.

Co-production would be strengthened with an intersectional lens through inclusion of a wider range
of stakeholders representing diverse perspectives.

Consider the need for ongoing co-production or re-design if an intensive co-design/co-production
process was initially used to develop the model and there is both flexibility in the model and ongoing
monitoring and evaluation processes that can inform program design and delivery.

— If ongoing co-production continues to be the responsibility of staff, provide clarity and guidance
about how ongoing co-production should work. To demystify the concept, be clear and practical
about the process and how it can be operationalised.

Reach and referrals

Investigate barriers to referrals for males and work with referring organisations to increase the
number of referrals for male children and young people at risk of suicide.

Continue focus on ensuring the program is culturally safe and is reaching children and young people
from CALD communities through careful use of language and ongoing engagement with community
leaders.

Department of Education and Ministry of Health to provide greater support to establish formal
referral pathways to Youth Aftercare from LHDs and schools and increase awareness of the program
across both health and education settings.

Staff

Where there is an lived experience workforce in a new initiative, ensure a focus on supporting all staff
to work safely and collaboratively together by providing clarity about roles and responsibilities
through model documentation and onboarding processesContinue to support the involvement of
clinical staff in the program to help manage the risk of harm to young people, especially if the program
is implemented on a broader scale.

Data

Continue to ensure that staff across all program sites are trained in how to collect program data to
ensure accuracy and consistency.

Ensure that staff are aware of and use the data dictionary, so all staff collect data in a uniform way.

Ensure that all data items have standard unknown categories, and distinguish between not stated/
unknown and declined to respond.

Work to rectify defaults in data collection tool moving forward as several fields are not recording data
accurately. Specifically, consider the following:

— Site: Record the site the young person received support from.

— Referrals: Record all referrals and those that were not accepted and the reason why.
— Referral sources: Increase collection of referral sources.

— Gender: Consider renaming ‘gender’ data field to ‘sex’ to avoid any confusion.

— Sex and gender identity: Ensure staff ask sex and gender identity for all young people to reduce
the number of young people where this is ‘not stated/ not known’. Ensure staff ask and not assume
the sex and gender identity of young people they support. The majority of people who had sex
recorded as male or female had a not stated/ not known gender identity, suggesting staff are not
asking gender identity for everyone.
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— Aboriginal status: increase the collection of data on Aboriginal status. Consideration could be
given to including specific training about this in so that staff understand why it is important to ask
(see this resource®, for example).

—  Ethnicity: Encourage use of Australian Bureau of Statistics (ABS) codes to record ethnicity.

— Language: ‘Do you speak a language other than English at home?’ If the person selects yes, include
a list of ABS language codes.

—  Sexuality: Increase collection of this data.

— Housing status: Add more specific categories to capture young people who are in housing
distress.

—  Education: Rather than having an open text entry field, make it closed to ensure the list of options
is recorded consistently. Collect on entry and exit to understand if there is a change in status
supported by the program.

—  Employment: Rather than having an open text entry field, make it closed to ensure the list of
options is recorded consistently. Collect on entry and exit to understand if there is a change in
status supported by the program.

— Accessed other services in the reporting period: Improve data collection, and record what other
services the young person is accessing.

— Reason for exiting: When a young person has exited on their own request with no alternative
support arrangement, provide an open text field entry to record the reason why no alternative
support arrangements were provided, e.g., because no alternative support arrangements were
needed; the young person found their own alternative support.

—  Support after exiting program: Allow selection of multiple fields, as it is likely they could be
receiving more than one type of support after exiting.

— Active vsinactive support: Potentially consider collecting whether the young person is actively
receiving support or not. Ensure a uniform process in in place to record exits and fund exit dates
accurately.

—  Exits - clarifying what constitutes an exit will support future outcomes reporting.

—  Costs - better record commute time and appropriately balance its role in Youth Aftercare support

2 Murray PHN (2020). Asking the Question. Retrieved 30 November 2022: https://www.murrayphn.org.au/portfolio-
view/asking-question/
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