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For our families

This e-Book is for the families that desperately want to respond to
their child’s cries for help, the children who feel nervous albbout
going to school because they can't understand the teacher, and
the adolescents who find themselves in dark places and do not
know if they have the strength to go on. These families, children
and adolescents have entrusted clinicians such as myself and my
team with their life stories and their treatment
over the past fifteen years

This e-Book is also for my almost 6-year-old daughter Mila, who
tells me that happy children just want: “lce cream, ice cream, and
ice cream, every day”. If only it were that simple

The format of the e-Book includes sharing aspects of the stories of
the children and adolescents that | have seen in my own practice,
to give you, the reader, hope In your own journey. These are the
personal stories that have been changed to maintain
confidentiality. The other focus of the e-Book is more informative
and aims to provide you with practical guidance on moving farther
along the pathway to understanding and managing your child'’s
behavioural or neurodevelopmental difficulties

The focus of the e-Book is on four common and important
behavioural and neurodevelopmental disorders, that we know can
be understood and managed so that your child can be happy




We just want our child to be happy

The most common goal of families that | see in my practice, is to help
their child to be happy. This may be through the child finding
schoolwork easier, therefore feeling better about themselves, and
more engaged in class. It may be through improving the child’'s ability
to appropriately socialise, to make and maintain friendships, and to
oe Invited to activities such as birthday parties

At the more extreme end, it may involve relieving a child or
adolescent from severe symptoms of anxiety, depression, or
antisocial behaviours that have them socially isolated, engaged in
self-harm, or interacting with the justice system

Over the past fifteen years as a children’'s doctor | have worked in @
range of places, from youth detention and child protection settings,
to remote Aboriginal communities, to the more affluent suburbs of
capital cities. Helping a child to be happy is the most common
reason that brings a family to my service, whatever their story, and
whatever their background

And that is our shared goal as your assessment team. The basic
orinciples of medical, psychology, and allied health practice include
to do good, to do no harm, and to help our clients to reach their
ootential

As your assessment team, we will be completely committed to
achieving happiness and optimal functioning for your child. Just as
the diagnosis of complex conditions such as Attention Deficit
Hyperactivity Disorder (ADHD), Anxiety, Autism Spectrum Disorder
(Autism) and Fetal Alcohol Spectrum Disorder (FASD) requires a
collaborative and team-based approach, so does the pathway to
achieving happiness for your child

There is no quick fix, no medication that can magically make your
child happy. All parts of the child's ecosystem need to understand,
accommodate, change, and commit to the process
We are all in this together
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“"We will do anything to help our daughter”

An 8-year-old girl of Indian heritage presented to our clinic, referred by
her general practitioner for concerns about cognitive impairment. The
family had recently moved to Australia and their daughter had been

orimarily speaking multiple dialects of her native language

She was initially seen as a complex paediatric patient and was
assessed to meet criteria for ADHD — Inattentive subtype. Our
paediatric report noted that she also presented with likely cognitive
impairment, difficulty with motor control and delayed language
development. She also displayed subtle unusual facial features and
other physical signs that may suggest a genetic cause for her
difficulties

The paediatriciaon made two referrals, one internally to a Patches
neuropsychologist, and the other externally to the Government of
Western Australia genetic services

Her neuropsychology assessment confirmed that she had below
average cognitive functioning, language impairment, and suggested
disorders of gross and fine motor control. Her limited exposure to English
was considered when interpreting her language delays

Through the genetic services referral and genetic testing, she was found
to have a recognised genetic abnormality that was likely to account for
her behavioural and neurodevelopmental disorders

This comprehensive approach to assessment, involving multiple
clinicians and services, has resulted in the family having a definitive
diagnosis and explanation for their daughter's challenges

Armed with this information and relevant therapy services, the family
and school can appropriately support this young girl to reach her
ootential at school, at home, and in her friendships

Understanding the specific cause of impairment is an important
companion to happiness
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We always knew they were different

Many families have had concerns that their child has struggled
socially, academically or in other ways since an early age. Behavioural
and neurodevelopmental difficulties can arise from a complex
interaction of exposures during pregnancy (e.g., to alcohol and other
drugs, infections, nutritional deficiencies, or prematurity), genetic
oredisposition (e.g., a family history of ADHD, Autism, or cognitive
difficulties), early childhood attachment (e.g., a disruption or
dysfunction in the bond between the child and parents), and specific
experiences such as trauma, whether isolated or ongoing,
subtle, or profound

Behavioural and neurodevelopmental disorders may go unnoticed in
the first few years of life, while there may be some early warning signs
that have come to the attention of parents. Often the behavioural or
developmental differences have been subtle and easily compensated
for by peers, parents, or siblings. After all, there are not a lot of social
demands on children in their early years and there is a wide range of
socially acceptable behaviour and self-regulation characteristics

As the social and learning demands increase upon entering primary
school years, and benchmarking with other children becomes more
structured, then parents or teachers may raise concerns that a child is
behaving or learning differently



Parents or carers who are not familiar with typical child
development (e.g., if this is their first child), may not notice
developmental differences, as they have no natural reference point
or comparison children. In these cases, early childhood educators,
extended family members, or even neighbours may raise the
question of whether a child's behaviour or learning differences
warrant further assessment

't is iImportant to know that there is a predictable time course to
the emergence of features of common behavioural and
neurodevelopmental conditions. There is also an overlay of other
common causes of differences in behaviour or development

Depending on the accessibility of assessment services, it can take

months or even years to access a comprehensive assessment for

developmental conditions (e.g., by a paediatrician, psychologist,
and speech pathologist)

This can present an important missed opportunity for more
structured guidance Iin parenting approaches, or accessing
therapy and support in the school and home environment.
Therefore, it is important that families, educators, and health
services are alert to any potential red flags for behavioural or
neurodevelopmental difficulties




Where does the journey begin?

A key goal of research into child development Models of Care by
myself and my colleagues, is to try and reduce the complexity
and time taken for children to access behavioural and
neurodevelopmental assessments. Practically, we do this by
oroviding a sensible and efficient process for families and referrers

Following a formal assessment there is a greater understanding of
the strengths and challenges of your child and often a sense of
relief or even validation of concerns

Understanding and validation can be the first steps toward
greater happiness, not only for your child but for the whole family
system. Following assessment and potentially receiving a
diagnosis, the important journey of implementing appropriate
parenting strategies, therapies, and supports can begin

This is the journey toward happiness that so many children and
families are seeking

There is not a single order or timeframe to go through for
assessment for behavioural or neurodevelopmental conditions,
however the paragraphs that follow do set out a logical pathway
for enquiry and referral




A pathway for assessment and access to
therapy and supports Is represented
schematically below (acknowledgements
to the Patches Models of Care Team)

YOUR JOURNEY TO THE NATIONAL DISABILITY INSURANCE SCHEME m

Need support from the NDIS? There are many people to help you along the way.

This path shows you the steps to take on your journey to getting support. Funded by the Austraiian Government
Depavtment of Sociol Services.
VESIT w155, fow. 0w o miare infarmation.

Can | access the National Disability

General Practitioner
Aboriginal Medical Service

This is a medical term for a
condition or difficulty. Such as:
Fetal Alcohol Spectrum
Disorder (FASD)
Attention Deficit/Hyperactivity
Disorder (ADHD)
Autism Spectrum Disorder
Intellectual Disability

Insurance Scheme and funding?
| am under 65 years old, | ¢a" g8t funding for:

| live in Australia, Core Support

Capacity Building
I need support to do e
everyday things Assistive Technology
Support Coordination
Diagnosis
Screening and
Assessment
| can go to:

Paediatrician
Hearing or sight Inss MEF::Iaicatdll wm
Hospital staff
Start Your
Journey Here Who can | ask cather
_ '1"_ ' for help? Information
TS [akes tme and | can ask a: To show a history of my
you may need Dactar experience, | can use:
Lisst hE|p Murse school reports
Therapist General Practitioner notes
. Aboriginal Remote My own observations and
Community Connector ExXperence
Teacher
Friend
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A family starting their enquiry into their child's behavioural or
neurodevelopmental differences generally seeks some
information before proceeding to a formal assessment

The internet allows access to vast amounts of information on
behavioural and neurodevelopmental conditions, and checklists
of signs and symptoms. Families often form an idea of potential
developmental conditions they think their child may have before

seeking help

| would encourage this type of self-directed research, with one

cautionary note. Any resources should be credible and ideally

hosted on welbsites of reputable government-funded research,

health, disability, or advocacy organisations. This should allow

you to access up to date information that is based on scientific
evidence and best practice

After initially researching behavioural and neurodevelopmental
conditions, a logical next step for families is to contact a child
development or health service

The next sections of this e-Book give examples of some families
and their children, and describe different types of services as they
relate to different ages




“"He’s alright ... but he's a little bit not right”

A young mother in a very remote Aboriginal community attended my
oaediatric clinic with her 16-month-old son. A family member had
recommended she come to the monthly outreach clinic, that | was

responsible for as a paediatric registrar

The story she told me was one of intergenerational trauma, of a
community awash with alcohol to mask and dull the pain of
unrecognised mental health issues and social dysfunction. The
mother's personal story was one of being physically assaulted by her
former partner, of having mental impairment herself, and of drinking
more than ten standard alcoholic drinks in a sitting on regular drinking
sessions, through her pregnancy with her son

She came from a community strong in Indigenous culture and a loving
family who cared deeply about her wellbeing. And she herself cared
deeply about her son, who she worried out loud was “a little bit not

right”. She said that her family members told her they thought her son

looked a bit different from other kids. She herself told me she was
worried he wasn't talking or walking. Could | help her, she asked?

| acknowledged her courage in taking the steps to come to see the
doctor. | also thanked her for her honesty for telling me about her own
ife’s hardship, and her drinking in pregnancy. Careful not to create
feelings of guilt, nor to blame or shame, | suggested that there are
many things that can cause children to fall behind with their speaking
and walking, and some things that can cause them to look different
to what we would expect

| committed to take the journey with her to understand the cause of
her son's delays, and what we could do to help him. Over a number of
visits, | assessed his developmental milestones, completed physical
examination, and treated him for low blood iron (anaemia). | also
requested some blood and urine tests to investigate for possible
medical and genetic conditions

Over a number of months, her son was diagnosed with FASD, Global
Developmental Delay, and Cerebral Palsy
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With support from local services including an Aboriginal
Women's Resource Centre, and Aboriginal Health Services the
mother was able to be supported through the complex
process of accessing government-funded disability services.
His will be a lifelong journey requiring disability and
behavioural supports. Starting these early in his life (termed
early intervention) is likely to give him the best chance of @
happy and positive life, living in his community surrounded by
oeople that love him

Meeting this boy and his mother was the lbeginning of @
journey of helping his family, and indeed his entire community
to benefit from assessments for complex neurodevelopmental

conditions in their own country. Subseguently, we have used

the lessons learned in this boy's community to enable access

to the National Disability Insurance Scheme (NDIS) in hard to
reach places and populations across Australia

As | write this e-Book, | remember this boy and his mother
fondly. The boy's broad and warm smile and his mother's
oright and hopeful cultural artwork. Tragically, this young boy's
mother passed away in an accident ten years after | met them

This e-Book is also written for that beautiful, lost lady,
and her son
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Screening in younger children

We are fortunate in Australia to have universally accessible
community-based child health centres. These are staffed by
nurses who specialise in supporting pregnant women and new
oarents, and their children during infancy and early childhood

If you have a concern about your young child’s development,
contact your local child health centre to arrange an
appointment. Community health nurses may conduct a screen
of development across multiple domains including hearing and
language, vision and fine and gross motor control, social
communication, problem solving skills and emotional regulation

While universally accessible, these are screening services only,
and the nurses will not have the training to formally diagnose
behavioural or developmental conditions

You therefore need to take their assessment and advice into
consideration with your own level of concerns. If you remain
concerned, it is appropriate to seek the next level of assessment
and opinion from a general practitioner, allied health
oractitioner, psychologist, or paediatrician
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The power of the family in advocating for your child

Whatever your starting point, your family's ability to advocate
for access to services is a factor in moving through to
assessment and diagnosis. Rememlber, service providers are
there to help, though they have many clients and often are
under pressure to meet the needs of high referral volumes

S0, you need to remain proactive in your advocacy and follow
up with appointments, including phoning or emailing to ask
about appointment times. It is also important that you provide
all requested information prior to the assessments so that the
clinical team have as much information in advance of meeting
your child. After your child's assessment, you should also be
empowered to follow up on the outcome once a report has
Leen provided to you

Great services want the family system to be empowered and to
take ownership of the journey toward greater happiness for your
child. The services are there to offer specialist opinion and
sSUpport, but most of the important work happens in the home

Great services will also welcome and respond to your advocacy,
compliments, and complaints. It is all part of us working together
iNn the best interests of your child, and constantly
iImproving what we do
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What are the service types?

There are a range of services that can provide assessment for
complex behavioural and neurodevelopmental disorders. The
information that follows relates specifically to ADHD, Anxiety, Autism,
and FASD as they have many similarities in their presentation,
assessment processes, and management strategies

Importantly, the intent of this book is to provide information, and
reassurance that there are multiple options you can follow. You can
also be involved in multiple referral processes at the same time to
iIncrease your chances of receiving the first available appointments

However, once engaged with a service for assessment (having had
the referral accepted and an appointment scheduled), | suggest
committing to that process and cancelling or putting other referrals
on hold. This will ensure that the process of assessment is not
complicated by multiple services completing the same assessments,
and will free up space on a wait list for another family

Your general practitioner should be the coordinator of referrals
through to the services that you need. Their referral is carefully
considered by specialist services, and the information they provide,
including the degree of urgency for assessment, can help our
services to prioritise your appointments




Government-funded services

IN Most metropolitan areas there is a network of community-based state
child development services. This service model provides specialist
multidisciplinary teams that can diagnose ADHD, Anxiety, Autism, and
FASD, among other conditions. A referral to these services is usually
facilitated by a community child health nurse, general practitioner, or a
general paediatrician (who will have completed some training in
behavioural and neurodevelopmental conditions)

For children and adolescents with complex mental health conditions, the
child and adolescent mental health service (CAMHS) is the most
appropriate government-funded agency. This service model is staffed
by mental health professionals including social workers, counsellors,
psychologists, and child and adolescent psychiatrists. Because these
services are in very high demand, they have a focus on responding to
acutely unstable people who are at risk to themselves or others

Hospital emergency departments also offer a psychiatry liaison service

to provide some initial assessment and advice if children or adolescents

oresent to hospitals acutely mentally unwell (e.g., after attempting self-
harm)

A government-funded option for assessment of cognitive functioning is
osychological assessment through either schools (educational
osychology) or a state-funded neurosciences unit (neuropsychology)

Educational psychology focuses on cognitive assessments as they relate
to education and learning

Neuropsychology relates to complex assessment of brain function, for
example for identifying intellectual disability, impairments from acquired
orain injury, and assessing the capacity of an individual to manage their

own medical care and finances
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Non-government services

There are various non-government behavioural and neurodevelopmentadl
assessment services. Broadly, | will discuss these in terms of university-
based services, not-for-profit associations, and private services

Many universities have training programs for psychology and allied
health students, that incorporate clinical service provision. This is
generally an assessment service provided by a trainee in their latter
years of study, before they can practice independently

University clinics have multiple purposes including education, research,
and service provision. Engaging with a university-based service can
have some additional complexities involved such as consenting to

research, and having students or trainees performing the assessments
and writing reports, under the supervision of a more senior clinician

Because university or research-affiliated clinics have multiple purposes,
there can be some additional time spent on administrative, research,
and training activities that may impact the service process. However,

there is also an opportunity to participate in novel research studies, that
may be of benefit to your child, and that add to our knowledge of
developmental disorders

Not-for-profit associations may offer a service free of charge if they are
funded by government or other sources to do so. However, there are
many associations that do charge a fee for the service, as a method of
raising revenue for the association. These models can sometimes provide
reduced assessment fees

However, the university and not-for-profit clinic models are unlikely to be
able to diagnose ADHD, Anxiety, Autism, or FASD, as it is uncommon for
medical practitioners (e.g., paediatricians) to work within these models.
They may need to refer to medical services that can provide the formal

diagnosis
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Private services

Private clinics are a common referral destination for conditions such
as ADHD, Autism, Anxiety, and FASD. The nature of private services is
that they must develop efficiencies and maintain high levels of clinical
and service standards, as their funding is directly related to the work
that they complete, and the quality of their reports and satisfaction of
families and clients

Private services are also able to specialise in assessment of discrete
and common conditions, because they do not cater for the whole
range of general developmental and behavioural referrals that
government funded services must accommodate

There are a small number of multidisciplinary private services that
include medical practitioners (paediatricians) working with allied
health and psychology colleagues, all in the one organisation.
However, most services are single-discipline (e.g., a paediatric clinic,
or a psychology clinic, or a speech pathology clinic)

The benefits of a fully multidisciplinary clinic, that incorporates
oaediatricians, psychologists, and allied health practitioners, is that
the family can access all the required clinicians through a single
referral pathway. Also, the referral information (e.g., questionnaires
from home and school, copies of previous reports, etc.) is only
requested from the family on one occasion. This improves the family

journey

Another significant benefit is that the multidisciplinary team share the
decision-making process in real time through case conferencing on
the day of assessment, and at the end of the completed assessments
as they prepare a joint report

Therefore, the team have multiple opportunities to discuss your child
together, while also completing their own independent clinical
assessments, ideally all on the one day!

16



Referral pathways

Referral pathways have some commonality, whichever service type
you are being referred to. Most services will have a single referral form
that is sent to the service initially, after which more information is
requested

In general, a formal referral for assessment should be made by @
general practitioner or other medical practitioner, such as a
oaediatrician, psychiatrist, or neurologist. After this referral is received,
additional information is requested from the family and school, and
child protection or justice services, if relevant

The quality and level of detail of the information in the referral is
important, as it can guide the intake process and enable more
appropriate appointments to be scheduled

The general practitioner referral is important for multiple reasons.
Firstly, they are the community-based coordinator of health care and
have an important role in considering and screening for potential
causes of behavioural or neurodevelopmental conditions

The general practitioner referral will trigger your ability to claim
Medicare rebates for some of the assessment services provided. The
way Medicare works is that a general practitioner appointment ‘item

number' is needed to enable a specific Medicare ‘item number’ rebate
to be available for your appointment with a paediatrician,
osychologist, or allied health professional




The Patches Process: A streamlined multidisciplinary
model

The following information is specific to the Patches Assessment Services
model. The Patches process has been developed to present solutions to
increase accessibility and improve the child and family journey through
what can be a challenging assessment process

Patches employs paediatricians, psychologists, speech pathologists

and occupational therapists who form multidisciplinary team, and we
consider this best practice

The goals of the Patches Process are to:

Increase accessibility via a streamlined referral process, remote
outreach clinics, and Telehealth services where appropriate

Improve the child and family journey via a one stop shop
model where the entire assessment is conducted within
one service, ideally on one day

Increase the efficiency of the process via information gathering
and report pre-population before the clinical assessment day
and streamlining case conferencing and shared decision
making

Increase the relevance and usefulness of the report via writing
in plain language that is accessible to families and educators,
focusing reports to trigger access to school supports or
disability funding where appropriate




“l can't control my thoughts. | am worried about what |
might do”

The mother of a 15-year-old young man who came to our clinic had
experienced more trauma in her own life than most people could
bear. She had herself grown up in a family with a strong history of

mental health concerns and family system dysfunction

As a young mother she had been in a physically violent relationship.
't took great courage to remove herself from that relationship when
her son was a young child. During the process of separation from the
father, her son was a close witness to the domestic violence, and he
experienced significant early life trauma and symptoms of post-
traumatic stress disorder during his early school years

The combination of a family history of mental health disorders
(therefore a genetic predisposition), and the significant early life
trauma he had experienced, stayed with the child all through his

early and middle school years

These symptoms then began to take on a worrying form in
adolescence as his academic and social life became more
demanding, and hormonal changes of puberty influenced every
aspect of his life. He was failing at his important final years of school,
and his relationships were becoming increasingly antisocial and
described as "toxic”

Perhaps most worryingly, he had thoughts of suicide, and he was
olagued by intrusive thoughts of a violent nature, that were
influenced by videos he had seen online involving people engaged in
norrific acts
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Through a general practitioner the young man was referred to
Patches for consideration of a diagnosis of ADHD, and support for his
symptoms of anxiety and depression

A comprehensive assessment confirmed his diagnosis of ADHD —
Inattentive subtype, that was intertwined with his longstanding
anxiety and depression. His diagnoses of anxiety and depression
were confirmed, and urgent referral to Child and Adolescent Mental
Health Services (CAMHS) was made in discussion with the young man
and his mother. He was also engaged with a psychologist for
ongoing therapy

In our clinic appointment with he and his mother, it was agreed to
commence medication to focus on his symptoms of anxiety,
depression, and intrusive violent thoughts. Our shared goal was to
stabilise his mental health by introducing antidepressants, and after
this was achieved, at a later stage to address ADHD

=
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As can be the case, it took some months for an appointment with
CAMHS to be offered, and during this time his mood improved and
stabilised with the antidepressants. He was reviewed regularly by the
oaediatricians at Patches, however his intrusive violent thoughts and
social isolation persisted

His appointment with CAMHS was attended, and a further diagnosis
of Obsessive Compulsive Disorder was made. He received cognitive
behavioural therapy through regular but short-term CAMHS
appointments, until he was stable enough to be discharged from
that service, back to Patches for his ongoing care

Over time, the combination of specialist behavioural therapy and
antidepressants stabilised his mood and reduced intrusive thoughts.
At a follow up appointment at Patches it was agreed, with he and
his mother, to improve his functioning at school by treating ADHD
with stimulant medication. Because of his mental health issues,
stimulants were carefully introduced with close support to monitor for
any concerning side effects

His mood is stabilised, and he is better able to function at school,
therefore his attendance is improving. His mental health concerns
may be life-long, and his challenges will change over time. For now,
at least, he is stable and getting back on track

This young man has carried a burden of trauma and anxiety
throughout his life. His own childhood was marred by events that
have made achieving a state of happiness and purpose so very

difficult

As this burden became unbearable with the onset of adolescence, a
combined multidisciplinary and multi-agency approach was required
to turn him from a potential trajectory of self-harm and misery, to
being on a path toward a happier future

21



Who will be involved in the assessment process?

Paediatricians

Some paediatricians specialise in child development including the
assessment and diagnosis of conditions such as ADHD, Anxiety, Autism,
and FASD. Many services include paediatric registrars (in their final years

of paediatric specialty training). In an assessment, the role of the
oaediatrician is to speak with parents/carers to take a thorough verbal

history', gathering information about the antenatal period (pregnancy
and birth), early childhood, developmental milestones, medical history,
substance use and mental health, and other relevant information

This discussion complements information already gathered in the referral
orocess (provided by family or schools). The paediatrician will also
measure the child's growth (height, weight, and head circumference),
oerform an examination of the various physical systems (e.g., respiratory,
cardiovascular, neurological), and assess for any unusual facial or other
ohysical features that may be associated with genetic or
neurodevelopmental conditions

As a medical practitioner, the paediatrician takes a holistic and
psychosocial view and is also focused on possible genetic,
environmental, nutritional, or other contributors to behavioural or
neurodevelopmental impairment. Paediatricians may seek advice from
child and adolescent psychiatrists and neurologists, who provide opinion
and guidance on more complex diagnosis of mental health conditions,
and advice where multiple or complex medications are being prescribed




Psychologists

Along with paediatricians, psychologists are involved in the
assessment and diagnosis of ADHD, Anxiety, Autism, and
FASD. Psychologists can be endorsed in different areas of

expertise, depending on their chosen training pathway. The

osychologist who participates in a specific assessment will be
experienced in the conditions being assessed for

Psychologists have a highly supportive supervision framework
both during and after their training has been completed.
Psychologists may conduct cognitive and neuropsychological
assessments using a battery of standardised tests

They may also conduct diagnostic interviews for behavioural,
neurodevelopmental, and mental health conditions, as well as
a thorough enquiry into the early life experiences and
osychosocial influences on your child's development

b
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Speech Pathologists

Speech pathologists have expertise in diagnosis of speech and
language impairment, and social communication differences

Speech Pathologists on Patches assessment teams will generally
have received specific training in FASD and Autism assessments, as
well as their core training in assessing expressive and receptive
language, and higher-order (more complex) language functioning

At Patches, speech pathologists are involved in Autism and FASD
assessment, though not in Anxiety or ADHD assessments

y

Occupational therapists

These are the 'Jacks and Jills of all trades’ in allied health and can
generally turn their skills to most tasks. If occupational therapists
oarticipate in assessment services, this is usually in Autism
assessments, and FASD assessments to identify sensory processing,
visual and motor integration difficulties, and motor skills delays.
Occupational therapists also provide important assessment of school
or workplace functioning and activities of daily living
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What will happen during the assessment process?

On the day of assessment, the clinical team will meet for a ‘case
conference' in the morning to review the pre-populated assessment
report and any additional documents that have been provided. The

team will make a final agreement on their plan for the multidisciplinary
assessment for the day

A friendly staff member should meet the child and family to explain

the process for the day and to answer any guestions. Importantly, o

glass of water (for your child) or cup of tea or coffee (for you) should
e offered!

The child and parent or carer may be present together for some
aspects of the assessment (e.g., paediatric and speech pathology),
however for some assessment components (e.g., neuropsychological

testing) the child is assessed alone. This is to minimise distractions and
to ensure no prompts are provided to the child, which is often the
case with well-meaning family members who want to
see their child do well

Each clinician will spend between 45 minutes and 3 hours with the
child, and refreshment or relief breaks will be given as needed. It is a
long day for the child and family and can be draining. Often there has
been a long time waiting for the assessment opportunity, so
expectations and emotions can e running high

IN some cases, the assessments happen over multiple days due to
scheduling and availability issues, or difficulties for a child to remain
engaged (such as if they are young, easily fatigued, or have difficulty
in managing their behaviour)

25




After the assessments, clinicians spend time scoring and
iNnterpreting their testing, and drafting the written report.
At the end of the clinical day, or when all clinicians have
completed their assessment components, a second
clinical case conference will be arranged, where the team
discusses their individual assessment findings and
combine these into a multidisciplinary report and
diagnostic outcomes

Reports will be finalised and signed by all clinicians, and
emailed to the family and the referring general practitioner.
The report is the property of the family, and should only be

shared more widely with their permission

't is recommended to not plan anything demanding for the child (or
yourselves) in the evening after the assessment, rather to have a
quiet time to reflect on the day

Once the report is received by the family, you can request a follow
up appointment to discuss the report and any next steps




“This is tough, but we'll keep trying"”

A family from regional Western Australia sought a greater understanding
of why their 9-year-old son had such difficulties with his social
iInteractions over the years. The boy was directly referred to Patches by
his family and school, with concerns that he seemed self-centred and
rigid in his behaviour, and he was falling behind his peers at school

He was assessed along with his older brother who also had learning
difficulties. The family experienced a raft of traumas including death,
travel restrictions and parental separation over recent years. The family
system was under a lot of pressure

A multidisciplinary assessment was conducted by a paediatrician,
psychologist, and speech pathologist, who conducted a traveling
outreach clinic for multiple children in the local regional hospital

The younger boy was assessed for multiple conditions, and met criteria
for ADHD and Autism. His older brother met criteria for ADHD alone. These
diagnoses were crucial to this family, that was incredibly stressed by the
boys' behaviours, and needed specific strategies for helping them to be
more happy at home and at school

As a result of the assessments, the younger brother was able to access

school-based educational and behavioural support, and NDIS funding.

Both boys in the family have been able to access ongoing medication
management through Patches Telehealth services

A recent medication review with both boys was one of the more
iInteresting and innovative experiences | have had as a doctor. The
consultation via Telehealth (with myself as the paediatrician in Perth), was
with the boys and their father, who were in the front seat of their work
utility in a regional town (they were parked!)

For the consult with each child, the other son would step out of the
vehicle to give the other some privacy. Our discussions ranged widely
across the challenges and successes for each son, for their father, and for
their family system. They are doing well
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Can you receive more than one diagnosis?

While an experienced multidisciplinary team is tasked with teasing out
which, if any, diagnosis has been met, it is common for multiple
diagnoses to be present at the same time, in the same individual. It is
also possible for somebody to meet diagnostic criteria for a condition at
one point in their developmental trajectory, and then not to meet the
criteria at a later point in time (e.g., childhood ADHD resolving in later
school years, anxiety resolving with psychological support, or criteria for
Autism or FASD being met in school years but not adulthood)

Fven with behavioural and neurodevelopmental conditions that we term
life-long’, there can be profound improvements in functioning as people
mature, if unstable family dynamics improve, and if they receive
appropriate therapy and supports

The ideal situation for anybody is that their behavioural and
neurodevelopmental functioning (and happiness) improves over time
and that they will be less reliant on external supports. However, in many
iNnstances this is not the case and many of the iImpairments identified In
childhood and adolescence remain throughout the life-course

When considering multiple diagnoses, | like to use a Venn diagram to explain
to families how the different conditions interact and overlap. This is also a very
helpful visual aide when discussing the approach to therapy and support, and

medication use




“"She is a new child”

A /-year-old girl was referred to Patches by the family general
oractitioner for symptoms of anxiety and possible developmental
delay. The referral was marked ‘urgent’ due to the child's increasing
social withdrawal. Her parents run successful businesses in Perth. Their
daughter was born very prematurely and had a long history of
emotional sensitivity and oppositional behaviour, and being a fussy
eater. At school she experienced mental fatigue, and difficulty
grasping and articulating simple concepts. The family worried for her
because she had increasing anxiety and was
becoming socially withdrawn

Her home and school behavioural questionnaires indicated high levels
of emotional distress, worrying, social problems, and upsetting
thoughts. Her parents, and teachers, were clearly and
understandably worried, and the child herself seemed to be slipping
backwards in terms of her emotional regulation and mental health

She did not initially meet criteria for ADHD, as there was @
discrepancy between home reports (where there were considerable
concerns about her inattentiveness) and school reports (where she
seemed to 'fly under the radar’ and not come to the attention of her
teachers as meeting ADHD criteria). She was assessed by @
neuropsychologist, and had a range of strengths and challenges, all
within the average range

The potentially frustrating outcome of the initial assessment was that
she did not meet criteria for any specific behavioural or
neurodevelopmental conditions

Yet her family knew she was unhappy, struggling at school and with
friendships, and at risk emotionally and academically. Behavioural
and learning strategies were recommended and implemented

Worryingly, the family, and their daughter, continued to have
difficulties and were likely frustrated at the lack of a definitive
diagnosis and management plan
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Over the next two years their daughter continued to develop, was
ray of sunshine for her family, however her symptoms of anxiety and
worry became more tightly coiled within her, like a spring

She was receiving regular allied health therapy and support, and her
oarents made great efforts to be available for her and give her the
attention and time that she needed. Despite this, her inattention and
anxiety became increasingly distressing for her and her family

Her diagnosis for ADHD and anxiety was reviewed some months later
and she was given a diagnosis of ADHD — Inattentive subtype. It was
felt at the time that her significant feelings of anxiety and worry were
most likely related to her ADHD, and management with stimulant
medication was trialed, with some benefits for inattention. However,
at the higher dose range this medication worsened her anxiety

At breaking point in the family system, with their daughter stating
that she "hates herself” and being resistant to going to school, the
family reached out with advocacy from their general practitioner. The
family wished to cease the stimulant medication, and trial an
antidepressant medication, at low dose. This was confirmed in @
Telehealth consultation with the family, their general practitioner,
and myself

This change in medication resulted in an improvement in her mood
and general functioning, such that the family now describe her as “a
new child”

She had finally found her happiness and it is hoped that this can e
maintained, and that over time the role of medication
can be reduced

However, she had endured more than two years of anxiety and worry
despite her family's best efforts, and their capacity to access
specialist services in a timely manner. | have great respect for the
resilience of this young girl, and for the advocacy of her parents and
their family general practitioner
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Achieving and maintaining happiness

A discussion about therapy and support, and medication
management of behavioural and neurodevelopmental disorders, is
beyond what | aim to include in this book. However, | will mention
some important considerations before concluding

One of the causes for hope in the field of behavioural and
neurodevelopmental paediatrics, is that the strategies and supports
for children and adolescents are all here right in front of us, and most

of them cost nothing at all

Importantly, the foundations of self-care and healing include getting
back to basics, disconnecting from social media, not being distracted
oy your phone, doing physical activities in the natural environment,
and being with family in a way that you can enjoy the simple things

't is known that ensuring that our children have ample opportunity for
exercise and physical play will help them to burn off both physical and
emotional energy. Within the bounds of safety, it is important to allow
kids to be kids, and to be engaged in the rough and tumble of life. We
need to let our kids try, and fail, and to develop physical and
emotional resilience

't is crucially important that families plan, and take, holidays that
allow them to unplug from work and social media, and plug into each
other, into being a family and spending those
precious moments together

In addition to these simple strategies, there are many specialist and
structured approaches to improving behaviour, learning and
happiness. | know that overwhelmingly people who read this will be
families who just want their child to live their best life, and to be
happy. Based on my experience with many hundreds of children,
adolescents, and families, | know that this is achievable

The journey starts with you, the family unit. And there are highly
trained, caring professionals waiting to help you along your journey
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