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EXECUTIVE SUMMARY 

Introduction

1. This section summarises Kent’s first county wide Joint Commissioning Strategy for improving the mental health and psychological well-being of children and young people in Kent. This is the start of a journey to work together to improve children’s mental health.   
2. The strategy takes account of a range of key national and local policies in particular the Children Act 2004, Every Child Matters and standard nine of the National Service Framework for Children and Young People and Maternity Services.   
3. It also reflects a desire to deliver the service to meet local community’s requirements and priorities set out in the Kent Children and Young Persons Plan and the East Kent Integrated Service Improvement Plan (ISIP) for Children and Young People.
4. The strategy has now been published for wide stakeholder consultation and this version takes account of the responses.  However, it will need to be followed by a detailed implementation programme and full engagement with children, young people and their parents and carers.  
5. Mental health difficulty is a common problem affecting one in ten children. The promotion of good mental health, prevention of mental ill health, early detection, intervention and effective treatment of mental health difficulties are all essential to improving outcomes for children and young people.

6. Poor mental health can be an early warning of a child at risk as children and young people can express internal distress in the form of mental health disorders.  Abuse, neglect and sexual abuse are all associated with higher incidence of mental disorders and illness. 

7. Failure to address mental health in childhood may result in longer-term mental health problems sometimes persisting into adulthood; this may include self harm, suicide, depression and anxiety. It may also lead to longer term low educational employment achievement, increased violent anti-social behaviour and offending.

8. The overall aim of this strategy is to shape the joint commissioning and delivery of a range of services to promote the mental health and well being of children and young people and to provide comprehensive services for children and adolescents with mental health problems (known as ‘CAMHS’) in a way that reflects the needs and views of children and young people Kent. 

9. Comprehensive CAMHS is taken to mean all of the services provided by all sectors which have the potential to impact on the mental health continuum. 

Continuum of Mental Health

_______________________________________________
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10. A key principle of this commissioning strategy is that mental health is the ‘business’ of all agencies and a joint approach is necessary to the improvement of children and young people’s the mental health. 

11. The views of children, young people and their families will become increasingly central to the modernisation of our services.

12. The expected outcome and vision for this programme is: 
· An improvement in the mental health of all children and young people delivered by multi-agency services, working in partnership to promote the mental health and emotional well being of all children, provide early intervention and also meet the needs of children and young people with established or complex problems. 

· A comprehensive range of evidenced based, outcomes focused provision, which is  delivered by a workforce with the right skills, in the right settings and at the right time, and providing best value within the available resources
13. Achieving the aims of this strategy is dependant on a collaborative approach to the mental health and well being of children and young people. Therefore the strategy aims to address barriers to collaboration at all levels including:  

· Revised commissioning structures to provide joint commissioning opportunities at both local and strategic levels.   

· Service redesign to address organisational boundaries and structures, the development of clear service pathways, including single access points and integrated working arrangements.  

· Joint workforce development including joint training programmes 

14. Knowledge about the causes of mental ill health, risk and resilience factors make clear that a whole system approach will be required to improve the mental health of children and this strategy will interface with a wide range of work streams across all agencies in Kent. 

15. National Mental Health Prevalence data has been applied to the up-dated population figures, to indicate a proxy of need and the potential service demand. The numbers of children and young people affected by poor mental health are significantly high. 

16. Table one gives an indication of numbers of children and young people likely to have a mental health need across the levels of provision.

Table 1:  Prevalence at four tiers (all ages) 

	Tier
	Description
	Estimated Prevalence
	Estimated nos. 

in Kent

	One
	Mild emotional and behavioural difficulties
	15%
	51,061



	Two
	Moderately severe problems requiring attention from professionals trained in mental health


	7%
	23,828

	Three
	Severe and complex mental health problems requiring a multi-disciplinary approach


	1.85%
	6,297

	Four
	The most severe, persistent and complex problems requiring specialist tertiary provision
	0.075%
	255


Risk Factors

17. There are a number of factors known to increase risk of mental health problems. Child Poverty as measured by parental income increases the risk of mental health problems in children and young people with 15% of children at the lowest incomes levels experiencing mental health difficulties compared to 5% of children and young people at higher end of income level. 

18. Adverse events such as domestic abuse, sexual abuse, acrimonious divorce and separation  or growing up in households with where parents misuse alcohol or drugs and/or have mental illness,  are all risk significant factors.   There are particular vulnerable groups of children most at risk of mental health disorder which include; children involved in the criminal justice system, Looked after Children, children with learning disabilities, children of parents with mental illness and/or substance misuse problems. These children are among the priority groups for this strategy.  

19. Initial indicators are that these groups of vulnerable children and young people have the highest level of need yet currently engage least with specialist mental health services and require joint, multi–agency approaches and services if they are to benefit from specialist mental health intervention. 

20. The strategy provides an overview of current service provision set out against a four tiered framework, ranging from mental health promotion, early intervention and specialist provision through to services for highly complex care.  

21. Over the past four years there has been increased investment in mental health provision, particularly at tier one and early intervention services with the expansion of localised commissioning arrangements.  This includes Sure Start, Children’s Centres, Children’s Fund Programmes and Extended Schools Services including BEST programmes and mental health prevention programmes such as the SEAL programme in primary schools. 

22. However, the review also indicates that investment has been variable, and there is variation in staffing levels and skill mix within specialist CAMHS service provision across Kent and all areas have service deficits and service gaps.    

23. There are two NHS providers of Specialist CAMHS for Kent; East Kent Hospitals Trust and Kent & Medway NHS and Social Care Partnership Mental Health Trust.  Specialist CAMHS Services are commissioned to provide services for children and young people with serious and highly complex mental health problems. 

24. The NSF has established a national benchmark standard for staffing levels for specialist CAMHS teams. This states that specialist CAMHS should have at least 15 whole time equivalent (wte) clinical staff per 100,000 population, if it is to meet needs effectively.
25. The national CAMHS Mapping exercise 2005/6 indicated a national average of only 12 wte clinicians per 100,000 population. Kent is below this level and there is further variation between East and West Kent.

	New PCT Area
	Specialist CAMHS  wte clinicians per 100,000 population

	Eastern Coastal PCT  
	10

	West Kent PCT
	6

	National Benchmark
	12


26. Waiting time information is available in East Kent and reports have now started across West Kent CAMHS but early indications are that access to specialist CAMHS services is as dependant on waiting time management processes and tier two development as it is on staffing levels. This needs further investigation and improved data collection systems. 

Service Infra-structure 

27. The variation in data collection and consistent performance monitoring across all child mental health provision compromises comparative service planning and cross county integration of data sets needs to ensure consistent and reliable data to inform performance management and service planning. 

28. Although the access criteria for specialist CAMHS is broadly consistent across the county, stakeholders report variation in access to services reflecting variation in operational policies, staffing levels, and waiting time management and lengths of treatment. Except in acute mental health emergency, this results in variable access which does not appear to be based on need. 

29. CAMHS LIGS
 are developing in all districts to support the integration of CAMHS provision and ensure consistent development across districts. In most localities these are sub groups of District Consortia and are beginning to yield better cross agency working and service access.  These will need to be carefully aligned to support local Children’s Trust working arrangements.  

Commissioning Recommendations
30. Meeting the aspirations of this strategy requires a comprehensive approach to commissioning which is inclusive of all aspects of planning, service redesign and improvement, service procurement and performance management. It will require continuous investment and dedicated commissioning capacity to build on the service improvement and, where necessary expansion to ensure a process of sustained improvement. 

31. Comprehensive Child and Adolescent Mental Health support and services should be commissioned within the Kent Children’s Trust by a joint agency CAMHS Strategic Commissioning Board
 accountable to the Children’s Trust Board.  A strategic CAMHS Network Board should be established to include key stakeholders in both commissioning and provider services to ensure a robust approach to commissioning and service re-design. 

32. Locality based tier 2 commissioning will require clarification of the relationship and lines of accountability between the CAMHS Local Implementation Groups and the Local Children’s Trust Arrangements. 

33. The development of the Kent Children’s Trust arrangements will need to consider the relationships between the Strategic Children’s Trust Board and the local Children’s Trust arrangements, the Local CAMHS Implementation Groups and the Strategic CAMHS Commissioning Board. This should ensure an overall strategic approach whilst retaining local flexibilities.  

Recommendations:  Comprehensive and detailed recommendations are found in Section 8 of the Strategy and include recommendations to:

34. Establish a post of joint CAMHS Commissioner supported by a virtual multi-disciplinary service improvement team for Child and Adolescent Mental Health. 

35. Commission an independent options appraisal to determine the best configuration and provider models for the Specialist CAMHS. 

36. Pool Budgets to maximise the total commissioning resources and complete analysis to determine priorities for joint investment in order to increase capacity in tier three CAMHS in line with recommendation of NSF over next 8 years. 

37. Focus on waiting time reduction for all tiers three specialist service generic waiting times and enable rapid access for highly vulnerable groups e.g. Young Offenders, in line with Home Office target.  

38. Implement a programme of demand and capacity planning to specialist CAMHS to drive down waiting times, improve access and improve non attendance (DNA) rates (currently these are approximately 10-15%).

39. Establish clinical governance frameworks and standards for the developing tier two provision incorporating core competencies for the primary mental health workforce and multi-agency teams across each locality. 

40. Mainstream the CAMHS Training and Development Programme to support workforce development, enhance Integrated working programmes to increase capacity in specialist CAMHS and undertake training needs and skills audits to determine the current availability and distribution of skills. 

Participation & Communication  

41. The first draft of the CAMHS commissioning will require full consultation across all stakeholders.  There will be  a need for extensive consultation with  children and young people and the strategy recommends working with Kent Children’s Fund and Connexions Service to establish a young people’s mental health board to support the work of the county CAMHS strategy group and to determine a programme of consultation and participation.  This may include developing service user and stakeholder  groups  through the Healthy Schools programme, school councils and extending the CAMHS tier four participation programme which has been commissioned from ‘Participate by Right’ to include the wider CAMHS Strategy.

42. It is proposed that a parent and a children’s versions CAMHS strategy are commissioned. 

Service Development & Investment Priorities: 

43. Tier Four and Emergency Out-Of Hours Services:  Develop Out-of hours emergency mental health provision in partnership with  social care services out of hour provision and adult mental health services supported by  emergency admission protocols for tier four provision
. This will need joint agency protocols for the management of young people with serious and complex mental illness and may include intensive community outreach teams. 
44. Service for Children with Learning Disabilities: There is partial provision in Kent which needs to be extended. This will be developed by a short life commissioning group to consider best practice evidence and review current expertise across Kent leading to a virtual LD support team to specialist CAMHS teams. 

45. Services for 16-17 year olds: Extend the age criteria for specialist CAMHS to treat young people up to their 18th birthday and develop adolescent link workers in each team to ensure that transitional protocols are implemented. 

46. Services for Young Offenders: This is a high priority for the strategy and a short life working group is to be established to complete the service improvement plan commenced in May 2006.  Immediate priority for this work is to implement and monitor existing YOS/CAMHS protocols, develop service response to enable the rapid access to mental health support in line with the Home Office CAMHS target.   

47. Looked after Children: Develop clear protocols for referral and/or care pathways for young people with mental health problems and expand the capacity of specialist mental health workers for LAC to support the development of integrated locality LAC integrated teams.  Expand the capacity of the specialist mental health workers in the leaving care team to work along side the locality teams outlined above.   

48. Extending Service Capacity: Locality CAMHS Implementation Groups to review and commission primary mental health support in all localities to reduce demand on tier three services which in turn will enable greater focus on highly vulnerable groups. 

49. Next Steps: Following full consultation on the commissioning intentions of this strategy a detailed implementation plan will be developed and a strategic CAMHS Network Board will be developed to implement the strategy. 

INTRODUCTION AND BACKGROUND 

1. The Kent and Medway Multi-Agency CAMHS Strategy Group was convened in 2005 to take a joint approach to commissioning mental health provision for the children and young people in Kent .  This reflects the shared concerns of all agencies to improve the mental health and well being of children and young people and a commitment to collaborate in achieving this aim through a joint commissioning strategy.

2. An initial exercise undertaken in 2005 generated a considerable amount of information to be incorporated into the new strategy and it was agreed that phase one of this work would produce a ‘scoping document’ and a position statement to describe the current situation and set out the future framework for the commissioning strategy.  

3. The Kent Children’s Trust Board agreed that the scoping report should be taken forward and that a joint commissioning strategy produced for wider consultation, which will in turn inform the implementation process. 

4. The broader strategy has been developed on the basis of a joint needs assessment, including the current service position, a mental health evidence base and within the most recent legal and policy frameworks. 

5. It sets out a framework for reform in the way our services are delivered and a set of recommendations for the commissioning of services to meet identified needs and improve mental health outcomes for children and young people. 

6. The intent is to commission a comprehensive range of outcomes-focussed provision based on an evidenced-based assessment of need, delivered by a workforce with the right skills, in the right settings and at the right time, and providing best value within the available resources. 

7. This is an ambitious programme which will require a staged approach and a clear time-frame for development and implementation. The change programme required cannot, and should not be delivered through or by any one agency in isolation but will be dependant on a commitment to a joint approach, reflecting the principle that children and young people’s mental health is ‘Everyone’s Business.’  

PART ONE: POLICY CONTEXTS
  

8. The national and local policy framework is a strong driver for transformation of the way that children’s services are delivered and, in particular, promote opportunities for a more integrated and collaborative approach to improving the mental health of children and young people in Kent.
9. The NHS Health Advisory Service review of CAMHS, ‘Together We Stand’ (1995), set out the currently accepted four-tier strategic framework for planning, commissioning and delivery of CAMHS.  This tiered approach is intended to identify a continuum of need and ensure that a comprehensive range of services is commissioned. 

10. This four-tier strategic framework acknowledges that many different agencies contribute towards the mental health and psychological well-being of children and young people, including GPs, schools, social workers, youth justice workers and voluntary agencies. 

11. Every Child Matters
: Change for Children, underpinned by the Children Act 2004, and the National Service Framework for Children and Young People and Maternity Services
 provide the key policy drivers for developing a joint commissioning strategy through recognition that commissioning of CAMHS is inescapably a multi-agency activity.  The national modernising agenda and public sector reform further requires that an effective commissioning strategy is based on needs assessment and delivers cost effective services that are outcomes-focused and informed by user choice and patient /client need.

12. Every Child Matters and Children’s Mental Health  

· ECM is intended to stimulate integrated working to support every child, whatever their background or their circumstances, to achieve five key outcomes:

· Be healthy

· Stay safe  

· Enjoy and achieve

· Make a positive contribution

· Achieve economic well-being 

13. All of these outcomes in themselves are both dependant on, and contributors to good mental health and it therefore follows that the CAMHS strategy will need to take account of the full range of agencies that are in a position to contribute to the mental health and well being of our children and young people by working together to deliver these outcomes.  Effective joint commissioning and planning is at the heart of improving these outcomes for children through local children’s trust arrangements, which also encompass integrated processes and integrated front-line delivery.

14. A further key theme of this service reform is that children, young people and their families or carers should have far more say about issues that affect them collectively and as individuals and the services they receive. 

15. The CAMHS strategy will therefore need to promote ways of working which place the child or young person at the centre of service design and delivery.  

The National Service Framework for Children and Young People and Maternity Services  

16. The NSF, published in 2004 is a ten-year programme of reform to stimulate improvement in children’s health by setting out eleven standards for high quality health and social care.  As with ECM this programme provides and an inter-related suite of standards and expected outcomes, all of which have the potential to impact upon the mental health of children and young people. Standard nine covers the mental health and psychological well-being of children and young people and is the key standard which will shape this commissioning strategy.
Additional influencing policies

17. The past two years has also the publication of a further comprehensive and inter-related suite of guidance documents to support all agencies in delivery of these outcomes and these are expanded upon in Appendix 1.  Key amongst these in relation to CAMHS are:-

· Youth Matters

· The Green Paper on Looked After Children; Care Matters

· Children’s Workforce strategy  
· Commissioning a Patient Led NHS 

· Healthy Schools, Healthy Children.

18. In addition to these policies there is a National Public Service Agreement (NPSA) for developing a comprehensive CAMHS by December 2006
. 

Local Policy Contexts 

19. Locally, there are key policy programmes that support this CAMHS commissioning strategy. Key amongst these are: 

20. Kent Children’s and Young People’s Plan, which was agreed by the Children’s Trust Board, provides a clear underpinning for this commissioning strategy.  It sets out a commitment to improve access to specialist CAMHS for vulnerable groups of children and young people such as looked after young people and those in the criminal justice system (Priority 6).  In addition, it prioritises mapping needs for effectively commissioned services (Priority 1) and improvement of integrated working (Priority 2), both of which are key aspects of the CAMHS commissioning strategy.    

21. The Local Area Agreement, which is based on partnership working and sets out clear priorities for Kent.  In includes a focus on mental health and emotional well-being through embedding the Local Public Service Agreement (LPSA) target four.  This states a commitment to:

“Identify children and young people (aged 5-15) with emotional and/or psychological difficulties at the earliest stage and respond with the most effective support in order to improve the emotional well being of the child”.

22. 2010: Vision for Kent, sets out Kent County Council’s promises for delivery over the next four years, which includes a commitment to support improved health, care and well-being.

23. The Children and Young People’s Integrated Service Improvement Programme initially agreed for Eastern and Coastal Kent PCT area but with the commitment to roll out the improvement programme across the county has a separate change programme for implementing standard 9 of the NSF.

PART TWO:  SERVICE PRINCIPLES AND VISION, AIMS AND STANDARDS 

24. The National Service Framework Standard nine provides the basis for this commissioning strategy. This states that:  

“all children and young people, from birth to their eighteenth birthday, who have mental health problems and disorders have access to timely,  integrated, high quality, multi-disciplinary mental health services to ensure effective assessment, treatment and support, for them and their families.”

25. The aim is that  this standard will deliver:

· An improvement in the mental health of all children and young people. 

· Multi-agency services, working in partnership, promote the mental health of all children and young people, provide early intervention and also meet the needs of children and young people with established or complex problems. 

· All children, young people and their families to have access to mental health care based upon the best available evidence and provided by staff with an appropriate range of skills and competencies.
26. A key principle of this commissioning strategy is that mental health of children and young people is the ‘business’ of all agencies and a joint approach is necessary to the improvement of children and young people’s the mental health. 

27. The NSF sets out markers of good practice for comprehensive and effective CAMH provision (see following table) and this commissioning strategy will build upon these.  

	NSF Standard Nine: 11 Markers of good practice 

(a) All staff working directly with children and young people have sufficient knowledge, training and support to promote the psychological well-being of children, young people and their families and to identify early indicators of difficulty.

(b) Protocols for referral, support and early intervention are agreed between all agencies.

(c) CAMH professionals provide a balance of direct and indirect services and are flexible about where children, young people and families are seen in order to improve access to high levels of CAMH expertise.

(d) Children and young people are able to receive urgent mental health care when required, leading to a specialist mental health assessment where necessary within 24 hours or the next working day.

(e) Child and adolescent mental health services are able to meet the needs of all young people including those aged sixteen and seventeen.

(f) All children and young people with both a learning disability and a mental health disorder have access to appropriate child and adolescent mental health services.

(g) The needs of children and young people with complex, severe and persistent behavioural and mental health needs are met through a multi-agency approach.

(h) Contingency arrangements are agreed at senior officer levels between health, social services and education to meet the needs and manage the risks associated with this particular group.

(i) Arrangements are in place to ensure that specialist multi-disciplinary teams are of sufficient size and have an appropriate skill-mix, training and support to function effectively.

(j) Children and young people who require admission to hospital for mental health care have access to appropriate care in an environment suited to their age and development.

(k) When children and young people are discharged from in-patient services into the community and when young people are transferred from child to adult services, their continuity of care is ensured by use of the ‘care programme approach’. 



28. In addition the Kent strategy adopts the following eight principles:   

(i)
A commitment to involve service users, parents and carers in the planning and evaluation of services to ensure that services are designed around the needs of children, young people, and their carers rather than the needs of the service or agency. 

(ii)
A planning process that addresses both universal and targeted services with integrated care pathways between them, identifying the respective partners’ activity and potential for integrated service delivery. 
(iii)
Services will be commissioned against an agreed set of shared priorities based on joint needs assessments.  

(iv)
Services will be commissioned against a clear set of agreed outcomes, supported by service level agreements, robust clinical and best practice governance frameworks, with robust performance management frameworks. 

(v)
Services will be commissioned to ensure and promote equality of access. 

(vi)
Services will provide best value and efficient use of available resources. 

(vii)
There will be clarity of accountability, roles and responsibilities of all engaged in the commissioning and provision of comprehensive CAMHS. 

(viii)
Commissioning strategy will promote best practice though continued professional development of the workforce and learning from service evaluation. 

Aims 

29. By commissioning services against the above standards and adopting these  principles the strategy aims to achieve the provision of:- 
(a)
Multi-agency services, working in partnership to achieve an improvement in the mental health of all children and young people by providing a range of services which ensure that all children, young people and their families have access to mental health  care based upon the best available evidence and provided by staff with an appropriate range of skills and  competencies. 

(b)
A range of services which promote resilience factors and the mental health of all children and young people, provide early intervention and also meet the needs of all children and young people with established or complex problems.

PART THREE: COLLABORATION AND DEFINITION OF MENTAL HEALTH 

30. Achieving the aims of this strategy is dependant on a collaborative approach which will require a shared understanding of, and agreed definitions of mental health, mental well being and mental illness. 

31. Lack of clarity regarding terminology leads to confusion and uncertainty about the suffering involved, the treatability of problems and disorders and, the need to allocate resources.

32. As well as language there are other barriers to inter-agency and multi- disciplinary collaboration in mental health service provision such as variation and difference in organisational functions, boundaries and structures, theoretical and doctrinal understandings of, and approaches to mental health needs and services.  

33. In addition to this there are also different professional perceptions of need, risk, service intent, purpose and direction, processes, outcomes and effectiveness and priority and vulnerable groups. 

34. Therefore the strategy will need to address these barriers to collaboration at all levels including:  

35. Revised commissioning structures to provide joint commissioning opportunities at both local and strategic levels. Recent examples on which to build are the establishment of the Strategic Joint Commissioning Board, and the inter-agency locality based CAMHS Local Implementation Groups. 

36. These groups offer the opportunity to develop joint needs assessments, agree joint priorities for improvement and investment and agreed joint outcomes and outcome measurement tools such as Strengths and Difficulties Questionnaire (SDQ’s).

37. Service redesign to address organisational boundaries and structures and clarity of function through service level agreements and the development of clear service pathways, including single access points and integrated working arrangements.  

38. Joint workforce development including joint training programmes – e.g. risk assessment, Solihull Parenting Training, local CAMHS workshops and conferences (e.g. local Healthy Minds development programmes) to explore evidence based approaches for specific care groups. 

39. These arrangements will be supported by the implementation of the Common Assessment Framework, Lead Professional arrangements, ContactPoint (formally Information Sharing Index) and the developing Children’s Trust working arrangements. 

Defining Mental Health 

40. Central to the above is a shared understanding of what is meant by the term ‘mental health’. A review of over 60 national and local education, health and social care documents (policy, strategy and guidance) revealed little consistency within, as well as, across agencies.  There were 10 different terms or phrases used to label the positive end of the mental health continuum and 15 to describe the negative. 
Continuum of Mental Health
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41. Mental health can be defined as: The ability to develop psychologically, emotionally, intellectually and spiritually, to initiate, develop and sustain mutually satisfying personal relationships, including the ability to become aware of others and to empathise with them, and the ability to use psychological distress as a developmental process, so that it does not hinder or impair further development.

42. Mental health problems may be reflected in difficulties and/or disabilities in the realms of personal relationships, psychological development, the capacity for play and learning and in distress and maladaptive behaviour. They are relatively common, and may or may not be persistent. They include relatively minor conditions such as sleep disorders or excessive temper tantrum.  When these problems are persistent, severe and affect functioning on a day-to-day basis they are defined as mental health disorders.
   

43. Mental health disorders is used as a term ‘implying a marked deviation from normality, a clinically recognised set of symptoms or behaviour associated in most cases with considerable distress and substantial interference with personal functions or development’
44. Mental illness: Severe forms of psychiatric disorder, particularly of the kind also found in adulthood, for example, schizophrenia, depressive disorders and obsessive disorders. 

Interface with wider workstreams

45. In addition to a collaborative approach to delivering the aims of this strategy, what is known about the causes of mental ill health, the risk and resilience factors (British Medical Association, 2006) make clear that a whole system approach to the well being of children and young people will be required to improve the mental health of children. 

46. There are a number of strategic work streams and strategies which, although do not have mental health as their primary focus will have the potential to impact upon the mental health and well being of children and young people.

47. Key amongst these are:- 

· Peri-Natal Mental Health Strategy

· Early Years and Child Care Extended Schools and Children’s Centre development plans; in particular to address the quality of early years and nursery provision to promote strong attachment and extended school provision to promote resilience factors.  

· Kent Children and Young People Plan 

· Young People’s Substance Misuse Plan

· Kent Young Carers Strategy

· Looked after Children Strategic Plan

· Youth Offending Service Plan

· Teenage Parent Strategy

· The Kent Parenting Strategy

· Service Development Partnership for Disabled Children and Young People.

· Kent Children and Young People Workforce Development Strategy

48. The consultation on and implementation of the strategy will therefore need to establish robust interfaces with these programmes. 

PART FOUR: WHY THIS MATTERS: THE IMPACT OF MENTAL ILL HEALTH 

49. Mental health difficulty is a common problem affecting one in ten children and young people. The majority of these are either emotional disorders (such as depression or anxiety) or behavioural and conduct disorders.  Both types of disorders increase with age. 

50. The promotion of good mental health, prevention of mental ill health early detection, intervention and effective treatment of mental health difficulties is essential to improved outcomes for children and young people.

51. Improving mental health of children and young people will impact on all five outcomes set out in Every Child Matters. 

52. Poor mental health is associated with low educational achievement, performance and absenteeism; in addition, conduct and behaviour disorders disrupt not only the learning of the individual child with the difficulty but also the learning environment of others.

53. Having a mental disorder as a child has a considerable impact upon educational achievement, especially for conduct and emotional disorders, (see figure 1). Some of this difference will be accounted for by the co-occurrence of learning disabilities with mental disorders. 

54. There is also a high correlation between having a mental disorder and missing school: approximately 25-30% of depressed and anxious children and 20% of children with conduct disorders truanting from school. Having a mental disorder in childhood makes it more likely to miss school due to sickness or school exclusion. 

(British Medical Association, 2006 Cooper, Hooper & Thompson, 2005)

Figure 1:  Percentage of children behind in school ability by type of mental health disorder.  England, 2004
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55. There is a relationship between poor mental health, low self esteem and risk taking behaviour which impacting upon physical health, examples include, smoking, bullying, substance misuse, risky sexual behaviour and teenage pregnancy, risk taking activity and injury. 

56. Poor mental health can be an early warning of a child at risk as children and young people express internal distress in the form of mental health disorders.  Abuse, neglect and sexual abuse are all associated with higher incidence of mental disorders and illness. 

57. Poor mental health, particularly conduct disorders are associated with increased anti –social behaviour and offending. One study has put the average cost to society of untreated conduct disorder at £70,000 by the young person’s 28th birthday. 

58. Failure to address mental health in childhood may result in longer-term mental health problems sometimes persisting into adulthood; this may include self harm, suicide, depression and anxiety. It may also lead to longer term low educational employment achievement, increased violent   anti-social behaviour and offending.

PART FIVE: DELIVERING OUTCOMES: ASSESSMENT OF NEED AND EPIDEMIOLOGY

59. There is a great deal of information about general mental health incidence, prevalence rates and risk and resilience factors. This information has been applied to local population data to provide a high level needs analysis.   

60. This is not an exhaustive picture and one of the recommendations of this strategy to further develop use of local intelligence to build local and county profiles and need. 

61. Section one referenced the Together we Stand report which set out a four tiered framework for considering the types and levels of mental health difficulties experienced by children and young people problems and the tiered structure of service provision and intervention.

62. Table one gives an indication of numbers of children and young people likely to be have a mental health need which could present at or would benefit from an intervention at tiers one to four. 

63. This does not equate to the current service engagement at all tiers but there is closer correlation of between the demand and prevalence and at tiers three and four than tiers one and two but further work is required to develop reliable data systems to validate this planning assumption.   

Table 1: Prevalence at four tiers

	Tier
	Description
	Estimated Prevalence
	Estimated numbers in Kent

	One
	Mild emotional and behavioural difficulties
	15%
	51,441

	Two
	Moderately severe problems requiring attention from professionals trained in mental health
	7%
	24,006

	Three
	Severe and complex mental health problems requiring a multi-disciplinary approach
	1.85%
	6,344

	Four
	The most severe, persistent and complex problems requiring specialist tertiary provision
	0.08%
	274


Table 2: Prevalence of mental health conditions in five to fifteen year olds.
 

	Disorders among all 5-15 year olds
	Prevalence
	Numbers in Kent

	Clinically significant conduct disorder
	5%
	9,775

	Emotional disorder
	3.7%
	7,233

	Hyperkinetic  (includes ADHD by ICD 10 definition)
	1.5%
	2,932

	Less Common Disorders 
	1.3%
	2,541

	Overall rate
	9.6%
	18,767


64. Mental health need cannot be so readily equated to numbers of disorders as it can in many medical conditions. Mental health disorders manifest in a range of behaviours and the seriousness of the condition is dependant on the impact on development, functioning and learning. 

Specific Mental Health Problems/Disorders:

65. The commissioning strategy will need to ensure services are available to prevent, identify or treat the full range of mental health conditions from common difficulties through to less common but highly complex disorders. 

Emotional disorders

66. Emotional disorders are the most common mental health problems in children, and include anxieties, phobias and depression. Anxieties and phobias are related to fear, which can be generalised, or specific to a situation or object; for example school or separation from a parent. For a problem to be classified as a disorder, behaviour needs to present as an exaggeration of normal developmental trends (Green, McGinnity, Meltzer, Ford & Goodman, 2005).
67. Depression: it is estimated that 1 per cent of children and 3 per cent of adolescents suffer from depression in any one year. Symptoms include sadness, irritability and loss of interest in activities. Associated features include changes in appetite; sleep disturbance and tiredness, difficulty concentrating, feelings of guilt, worthlessness, and suicidal thoughts (Hazell, 2002). 
	In Kent this might equate to 5,600 children and young people aged 

5-19 years. 


Self-harm and suicide

68. Self-harm and suicide can be a symptom of underlying unhappiness or emotional disorder. Self-harm can include self-cutting, burning, hair-pulling or self-poisoning. It may be linked to suicidal thoughts, and is a way of coping with problems, a means of taking control, or a form of release from painful feelings. 

69. Depression, serious mental health problems and the misuse of drugs are all factors related to suicide attempts. Young people who have already tried to kill themselves, or know someone who has tried to kill themselves are also at greater risk of attempting suicide (Hawton, Rodham, Evans & Weatherall, 2002).

70. Suicide rates are very low in children, but start to increase from the age of 11. Boys and young men aged 15-24 are most at risk (Smyth & Maclachlan, 2004).

71. Research suggests that the incidence of self-harm is increasing among young people. A survey of school children in England in 2002 found that 6.9 per cent of young people had committed an act of self-harm, and it was more common in girls (11.2 %) than boys (3.2 %). The average age of onset of self-harm is 12 years (British Medical Association, 2006; Office for National Statistics, 2004).

	In Kent this might equate to 10,000 children and young people aged 12‑19 years


Eating Disorders 

72. These are more common in young women. Up to 1% of women are affected by anorexia nervosa, where the person eats very little, effectively starving themselves, and between 1-2% bulimia nervosa which involves bingeing on food followed by induced vomiting or use of laxatives. The average age of onset of anorexia is 15, and of bulimia, 18. Some eating disorders are associated with other underlying other mental health conditions. Both conditions can cause severe weight loss, which can lead to other medical conditions including osteoporosis and cardiovascular problems. If left untreated, the disorders can result in death, either from the weight loss or from suicide (Carr, 1999).

	In Kent this might equate to 800 children and young people aged 15-19 years


Conduct Disorders
73. The term ‘conduct disorder’ is used to describe a pattern of behaviour where there is repeated and persistent misbehaviour which is much worse than is normally expected in a child of that age and continues for six months, or beyond the normal age period for misbehaviour (Carr, 1999). 

74. Typical behaviour includes unusually frequent and severe temper tantrums beyond the age that this is normally seen, severe and persistent disobedience, defiant provocative behaviour, excessive levels of fighting and bullying, cruelty to others or animals, running away from home and some criminal behaviour (Carr, 1999; Gillmore, Hill Place et al., 2004). 

75. These children and adolescents typically, have low self-esteem often showing marked misery and unhappiness as a result of a high incidence of depression. Some of these children lack the social skills to maintain friendships and may become isolated from peer groups (Kazdin, 1995). 

76. Harsh and inconsistent parenting is the major cause of conduct disorder, but hyperactivity and a low IQ may also contribute.  Family dysfunction, low income and parental mental illness are other factors which contribute to the risk of adult problems (Carr, 1999).

77. Children with conduct disorder frequently have problems with reading.  Children who also show hyperactivity are more likely to have problems as adults.

78. In children and young people with conduct disorder there is a high correlation with youth offending, antisocial personality disorder and increased risk of abusing, and becoming dependent on alcohol and, to a lesser extent, illicit drugs (Gunn, Maden & Swinton, 1991; Offord & Bennett, 1994; Rutter, Giller & Hagell, 1998).

79. These problems are much more likely to develop if their disorder began early in life and if they have a diverse range of problem behaviour or behaviours occurring in a wide range of settings (Maughan, 2005)

80. It occurs in 6% of school-age children and adolescents and boys are three times more likely to be affected than girls (Office for National Statistics, 2004).  

	In Kent this might equate to 11,800 children and young people aged  5‑15 years of which  8,800 would be boys.  


ADHD& Hyperkinetic disorders

81. Hyperkinetic disorder is the official term in the UK for describing children who are consistently over-active and inattentive. Attention-deficit hyperactivity disorder (ADHD) and attention deficit disorder (ADD) are now more commonly used terms (British medical Association, 2006).

82. Signs of hyperkinetic disorder include restlessness and over-activity, inattentiveness and difficulty concentrating, acting impulsively, and disruptive and destructive behaviour. Many young children occasionally behave in this way, but to be diagnosed with hyperkinetic disorder, a child must display both impaired attention and over-activity in more than one situation, such as at home and at school (Salmon, 2005).

83. Children with hyperkinetic disorder may find it difficult to interact with other children, and their inability to concentrate and restlessness at school impacts on their education, and can be extremely disruptive to other pupils. Their behaviour can also put significant strains on family life. These problems can persist into adult life; approximately two fifths of children with hyperkinetic disorder will still have some symptoms at age 18. Most children do however settle down by the time they reach their mid-teens, especially if they receive appropriate treatment (Wright & Williams, 2006). 

84. It is recognised that controversy surrounds the extent of these disorders and as a result there is wide variation in the management of affected children, young people and their families

85. Medication, such as methylphenidate, can help treat hyperkinetic disorder, reducing the hyperactivity, and improving concentration. Although this is only a temporary effect, significant improvements in behaviour are reported in children prescribed these medications. Medication should only be used in association with other psychological therapies (Health and Social Care Advisory Service, 2004).

86. The ONS (2004) survey found that 43 per cent of children with hyperkinetic disorder were taking some form of medication, most commonly methylphenidate (Ritalin). 

87. Although ADHD and Hyperkinetic Disorders are thought to affect up to 5% of children and young people.  1.5% of children and young people are likely to have problems severe enough to require medication (British Medical Association, 2006). 

	In Kent this could equate to 3,000 of children and young people aged 5-15 years.    


Autistic Spectrum Disorders:

88. The term autistic spectrum disorders (ASD) describes a range of lifelong developmental disorders which can come under the definition of learning disabilities (Carr, 1999).  

89. Autistic spectrum disorders (ASD) or pervasive developmental disorder (PDD) are usually apparent from early childhood and are characterised by a triad of deficits in communication, social interaction and imagination in association with ritualistic and obsessional behaviour (Carr, 1999).  

90. There is a spectrum range of disorders, from those with severe learning disabilities, some of whom may never speak, to those with average or above average intelligence, such as sufferers of Asperger’s syndrome.  

91. These children can be supported by number services and may need the support of Specialist CAMHS Services, and Community Paediatric Services. 

92. These conditions are more common in boys and are thought to affect approximately 1% of children and young people (British Medical Association, 2006).

	In Kent this could equate to 3,500 children and young people aged 0‑19.


Psychotic Disorders

93. Psychotic disorders cover a range of conditions where a person suffers from symptoms such as delusions and hallucinations. These include schizophrenia and bipolar affective disorder (commonly known as manic depression). The causes of psychotic illnesses are not properly understood; they can sometimes be genetic and in schizophrenia and bipolar affective disorder, abnormalities in the chemistry of the brain are thought to be involved (Carr, 1999). 

Young People with Substance Misuse Problems 

94. The use of mind-altering substances, such as drugs, alcohol, glue and aerosols, can lead to, and be a symptom of psychotic disorders. The incidence of psychotic illnesses increases in early adulthood. Treatment varies depending on the condition. Medication, sometimes taken over a long period, is usually an important part of treatment. Patients may need to be hospitalised, and talking treatments and support are often also useful (Carr, 1999; Crome & Gilvarry, 2005). 

95. There is a growing body of evidence that earlier use of cannabis increases the risk of developing schizophrenia. However, the majority of users of cannabis do not develop schizophrenia. Approximately 30% of 15 – 16 year olds have used cannabis within the previous year and 10% reported weekly use. 

Attachment Disorder 

96. This is a mental and emotional condition occurring during the first three years of life where a child does not attach, bond, or trust his/her caregiver.  Attachment-disordered young people exhibit many behaviours and attitudes similar to those young people diagnosed with antisocial personality disorder (termed conduct disorder for individuals under 18 years of age) (Crittenden, 1995). 

97. Additionally, there are almost always co-existing diagnoses of post-traumatic stress disorder (PTSD), oppositional defiant disorder (ODD), bipolar or other mood disorders, and/or attention disorders (ADD/ADHD).  

98. Children’s early attachment relationships govern other relationships throughout life and future behaviour, early the intervention in these difficulties is important (Carr & Mortimer, 2001; Crittenden, 1995; Roberts, Attisson & Rosenblatt, 1998).  

Some General Issues to Consider:

99. There are many more mental health disorders, but it is beyond the scope of this report to include all of them. Examples include tic disorders, stammering and pica (persistent eating of non-nutritional substances, e.g. soil, paint). The Royal College of Psychiatrists and the Mental Health Foundation both provide information on these and other mental health disorders

Co-morbidity
100. Co-morbidity (co-occurrence of two disorders or more at the same time) is a significant issue, in addition to prevalence per se.  The Office for National Statistics (2004) survey found that one in five children diagnosed with a disorder had more than one disorder, the most common combinations being conduct and emotional disorder, and conduct and hyperkinetic disorder.  

101. The majority (72%) of children with multiple disorders were male, reflecting the high proportion of children with conduct disorder in this group (Bailey & Williams, 2005).  

102. Children suffering from more than one disorder were at greater risk of suffering more serious problems (British Medical Association, 2006). 

103. Sixty-three per cent of those with multiple disorders were behind in their intellectual development, compared to 49 per cent of those with a single disorder (The Office for National Statistics, 2004). 

104. Children with multiple disorders accounted for approximately one third of those using specialist mental health services (Bailey & Williams, 2005).  

105. Epidemiological studies show that some groups are more vulnerable to mental health problems (Bailey & Williams, 2005).

Risk Factors 

106. Child Poverty as measured by parental income increases the risk of mental health problems in children and young people with 15% of children at the lowest incomes levels experiencing mental health difficulties compared to 5% of children and young people at higher end of income level. 

107. Over 15% of children and young people living with a single parent have a mental health problem compared to 8% of those living with two parents. 

108. Adverse childhood experiences are clearly associated with higher incidence of childhood mental health problems. Growing up in households where there is a parent is mis-using alcohol or drugs, experiencing mental illness, domestic abuse, committing sexual abuse,  divorce and separation are all risk significant factors and the higher numbers of adverse events the stronger the risk. 

Vulnerable population groups:

Looked After Children:

109. There is substantial evidence that looked after children are at greater risk of mental health problems than other young people (Kerfoot, 2005).  Office for National Statistics (2003) reports that 45% of looked after 5 to 17 year olds had a mental health disorder.  

Figure 2 Looked after Children in Kent  (Kent Children) 
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Looked after Children from other areas

110. Kent has historically had a high number of children and young people from other areas placed within the county and there are significant numbers of private and voluntary sector care providers within Kent. The most recent information available indicates that there are an additional 1213 Looked after Children from out of area placed in Kent.  (KCC July 2006)  These children are highly vulnerable and have a range of complex needs.   

111. Research suggests that looked-after young people, who have suffered abuse or neglect, bereavement or parental illness, have greater mental health problems, including significant psychiatric disorders, than the general population (Bailey & Williams, 2005).

112. Several studies report that about a third of looked after young people have conduct disorders, 12% had emotional disorders and 7% were diagnosed with hyperkinetic disorders (Richardson, 2002).  

113. These studies note that significant numbers of Looked After children and young people had multiple difficulties, reflecting the complexities of their problems.  A significant number were also suffering from severe, potential treatable disorders that had gone undetected (Richardson, 2002; Richardson & Joughin, 2002). 

114. There is evidence that looked after children often suffer from a lack of help for their mental health problems and a lack of support to promote their mental health and emotional well-being.  Even when referrals to CAMHS Teams are made these young people frequently do not attend (Richarson, 2002).  

115. Despite this level of need, the national CAMHS mapping exercise found that only 8% of the total CAMHS caseload in 2004 was looked after children. Data from the Kent mapping exercise is set out in Figure 3.  

Figure 3

[image: image3.emf]Looked After Children - Tier 3 caseload

0

10

20

30

40

50

60

C'buryDover 

SwaleThanetA'ford

Shepway 

M'stoneSWKDGS

Kent CAMHS team areas

LAC caseload

LAC Caseload Nov 05

National Benchmark for

CAMHS (8%)


Youth Offenders

116. It is well established that young offenders are a vulnerable group, with complex psychosocial, physical and mental health needs.  40% of young offenders have a diagnosable disorder (Bailey & Williams, 2004).  

117. Many of these young people suffer from conduct disorders, problems with social understanding and disorders on the autistic spectrum (Gillmore, Hill, Place et al, 2004).

118. There is also a high incidence of suicide among those in young offender institutions (Bailey, 2003).  

119. Generally, research suggests detection of problems in this population is imprecise, and tends towards underestimation, particularly of internalising disorders (i.e. disorders of emotion such as depression) (Youth Justice Board, 2003).  

120. There are no widely used screening instruments for detecting mental health problems within the youth justice system in England, although the Youth Justice Board standard general assessment tool (ASSET) contains a brief rating of mental health status as linked to the offending behaviour.  There are no statistics on reliability and validity of the ASSET. 

121. Despite the high incidence of mental health problems in this group, only a small proportion of young offenders with mental health problems, are receiving help from Specialist CAMHS (Hagnell, 2002). The National CAMHS Mapping Exercise in 2004 showed of the total caseload of CAMHS only 5% were young offenders.  It is likely that the low numbers on caseloads is connected to the lack of service for 16-17 year olds.  Figure 4

Figure 4
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Learning Disabilities

122. Children with learning disabilities are more likely to suffer from mental health problems (Mental Health Foundation, 2002): 40 percent suffer from some form of mental health disorder and the incidence is higher among those suffering from severe learning disabilities.  

123. Analysis of the 1999 Office for National Statistics Survey (Emerson 2002) showed children and adolescents with learning disabilities had significantly higher levels of:-


(a)
Conduct disorders


(b)
Anxiety disorders


(c)
ADHD


(d)
Pervasive developmental disorders


(e)
But lower levels of depression, psychosis, and eating disorders

124. Specialist CAMHS provision for those with learning disabilities is limited nationally and locally there is variation in service provision. (Youngminds, 2006).  In East Kent a specialist team has been commissioned for children and young people with Learning Disabilities and Challenging Behaviour, whilst in West Kent these services are now under development.   

125. The needs of children and young people with disabilities, and in particular learning disabilities have not yet been quantified but it is clear that their mental health needs are only partially being met by Specialist CAMHS (Fraser, 2005; Mental Health Foundation, 2002).

126. The National Service Framework highlights the need for appropriate services for young people and children with learning disabilities, who often have mental heath problems.  The Framework also acknowledges the need for more staff, new ways of working, new roles, and additional training.

Young Carers

127. Accurate figures on children who are carers are hard to obtain because of the hidden nature of caring.  Identification of young carers from black and minority ethnic groups can be even more difficult due to differing racial, cultural and religious needs and family structures (Carers UK, 2004).

128. The effects of caring on young carers include physical problems due to lifting, disturbed sleep patterns, emotional stress, social isolation, stigma caused by a home life that is different from other people or by the nature of the condition their relative suffers from, poverty and low income, and loss of educational and careers opportunities (Barnardos, 1992; Carers Association, 1996; Morgan, 2006).  

Young Carers living with parents with mental health problems 

129. Children who live with parents who have a mental illness have a higher risk of developing mental illness than other children. Young carers are twice as likely as their peers to suffer mental health problems (Green, 2002; Hill, 2005; Tunnard, 2004).
130. The Audit Commission (1999) found that 19% of children in England and Wales presenting to specialist child and adolescent mental health services (CAMHS) were living with a parent with mental illness.  Other studies put it as high as 33%.

131. Some forms of mental illness may prevent parents from providing the security and consistency that is necessary for a child’s healthy development. There are clear associations between patterns of parenting and qualities of attachment security (Hill, 2005; Partridge, Casswell & Richardson, 2003). 

132. 15-30% of children on child protection registers or received into public care have a parent with a mental illness (Tunard, 2004).

Young Carers living with parents with substance misuse problems 

133. National research into the impact of parental substance misuse on their children is increasingly recognizing the wide range of potential risks and harm (Advisory Council on the Misuse of Drugs, 2003) including the impact of poor and neglectful parenting, poor physical and psychological health, effects on behaviour and educational attainment. A range of negative emotions such as shame, guilt, fear and anger often accompanies these problems. Children often become carers of siblings and their parents and will take on responsibilities beyond their years.

134. SEPHO estimates up to 50,000 Children of substance misusing parents in the South East.

Domestic Abuse

135. Adverse childhood experiences such as living with domestic abuse, parental domestic violence, increases the lifetime risk of attempted suicide by 2-5 fold, compared to no adverse childhood experiences (Humphreys & Mullender, 1999).  
136. Children who have been abused or witnessed family violence, are more likely to show aggressive and anti-social behaviour, have low self- esteem and do less well at school (Humphreys & Mullender 1999).  
Young People Who Are Abused

137. Abuse in childhood alters brain functions in the limbic system, producing symptoms of reduced impulse control, hyperactivity, withdrawal and dissociative disorders, and Post Traumatic Stress Disorder- PTSD (Carr, 1999) all of which can be expressed as emotional, conduct or hyperkinetic disorders in childhood, with PTSD, depression and personality disorders in adulthood. 
138. Studies have found that almost half of psychiatric inpatients have histories of physical and/or sexual abuse (Cooper, Hooper & Thompson, 2005; Fonagy, Target, Cortell, Phillips Kurtz, 2002).  

139. An Australian study of people who were sexually abused in childhood showed that, compared to the general population, they had had significantly higher rates of psychiatric treatment (12.4 per cent, compared to 3.6 per cent). Rates were higher for childhood mental health problems, personality disorders, anxiety and acute stress disorders, and major mood disorders, but not for schizophrenia. The incidence of personality disorder was five times higher in people who had been abused (Spataro, Mullen, Burgess, Wells & Moss, 2004). 

140. A study of suicide and self-harm among young prisoners showed that they were more likely to have been sexually abused as children, compared to a group of prisoners who had not attempted suicide or self-harmed.  This suggests a powerful connection between childhood sexual abuse and later self-injury or suicide (Liebling & Krarup, 1994).

141. As at March 2002, there were around 25,700 children on child protection registers in England, with slightly more boys than girls.  The type of abuse was similar for each of the sexes, apart from sexual abuse (Office for National Statistics, 2002).  

142. Sexual abuse accounted for 13 per cent of girls on the register, compared with 8 per cent of boys (Office for National Statistics, 2002).  

143. Reports highlight the vulnerability of disabled children to physical, emotional and sexual abuse. Surveys by the NSPCC remind people that, contrary to the assumption that disability protects children from abuse, children with great dependency needs and limited communication skills are at risk of abuse, particularly from their carers (Marchant & Page, 1993).

144. Emotional abuse tends not to be addressed with the same urgency as physical abuse of children, but early intervention is necessary to avoid long-term consequences for the emotional health of the child (Evans, 2002).

Figure 5
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Sexually Inappropriate Behaviours/Young Abusers

145. It is difficult to define sexually harmful behaviour by children and young people.  Sexual behaviour as displayed by children and young people exists on a continuum from mutually agreed experimentation through to harmful, abusive exploitation and to very serious crimes such as stalking and multiple rapes (Bannister & Gallagher, 1995; Calder, 1997; 1999).  

146. Most definitions acknowledge that abuse is bound up with concepts of consent, power and exploitation and define sexual abuse as meaning that force or coercion have been used upon another child to ensure participation (Bannister & Gallagher, 1995; Calder, 1997; 1999).

147. Retrospective research studies show that between 25-40 per cent of all alleged sexual abuse involves young perpetrators (NCH, 1992).

148. The majority of those who display sexually harmful behaviour are adolescent males, but young children and females also commit sexually harmful acts (Hackett, 200; Ryan & Lane, 1997). There are few figures regarding the ethic origin of children with sexually harmful behaviour. Children and young people with learning disabilities are over-represented within this group but the reason why is not fully understood (Masson, 1995; Palmer, 1995).

149. The majority of these children and young people have been or are being sexually, physically and/or emotionally abused themselves (NCH 1992).

Young People in Transition to Adult Services

150. Young people between 16 and 17 years often fall into the gap between child and adult services and therefore do not receive adequate or appropriate help and support (Gillam, Crofts, Fadden & Corbett, 2003). 

151. The NSF standard nine states that CAMHS should provide services to all young people up to their 18th birthday. Providing comprehensive support services to youth with mental illnesses transitioning into adulthood is critical to their success.  

152. Currently provision is variable – in West Kent new referrals to CAMHS are accepted up until 17th birthday whereas in East Kent it remains up to 16th birthday or until 18 if in full time education.  

153. Furthermore the transition to adult mental health services (AMHS) can be difficult and the poor links between CAMHS and AMHS can further exacerbate a young person’s mental health problems.  

154. Many young people who do not have support and planning in making the transition to adult mental health services often enter adulthood without proper services and support (Gillam, et al, 2003).  

The Profile in Kent 

155. Kent is one of the largest shire counties in the country and has a child population (0-19) of 342,946 (ONS Mid-2005 Population Estimate). Population forecasts indicate a declining child population over the next ten years except in Ashford and Dartford where growth is predicted. 

Population Projections

Source: Based on ward population forecast (SAF 2005) and controlled to Strategy-based forecasts as at September 2005 at district level.

Figures 6 & 7



156. It is a county characterised by variation, with areas of high affluence and extreme deprivation. In addition the county has a mix of urban, rural and coastal areas each of which has a variable impact on life chances and mental health outcomes for the children and young people in Kent. 

157. The most significant areas of deprivation are in East Kent in the localities of Thanet, Swale and Shepway are the two areas with the most significant deprivation across all indicators. 

Table 3 Table of Deprivation and Child Population

	Locality & Kent Rank

Out of 12
	Average LOSA Score
	SE Rank out of  67
	0-19 Population*

	1. Thanet
	25.60
	3
	31,455

	2. Swale
	20.85
	9
	32,962

	3. Shepway
	20.75
	10
	23,325

	4. Dover
	18.74
	14
	25,997

	5. Gravesham
	18.07
	15
	24,699

	6. Dartford
	17.18
	17
	22,640

	7. Canterbury
	16.19
	20
	34,858

	8. Ashford
	13.44
	26
	28,517

	9. Maidstone
	11.50
	28
	34,285

	10. Tonbridge Wells
	10.50
	31
	27,285

	11. Sevenoaks
	9.56
	36
	27,335

	12. Tonbridge & Malling
	9.55
	37
	29,588


* Source: ONS Mid-2005 Population Estimates
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158. Kent also has a high number of very vulnerable children and young people

from other areas placed in private and independent care systems, including foster care and residential care homes. In July 2006 there were 1,213 other local authority looked after children placed in Kent (Children’s Social Services Policy, Performance, Planning Team).  In addition there are significant numbers of unaccompanied asylum seeking children placed in Kent.   

Table 4 Unaccompanied Asylum Seeking Children 
	KENT Unaccompanied Asylum Seeking Children as at  31/10/06
	

	
	
	
	
	
	
	
	

	
	U16
	16-18
	18-19
	TOTAL
	
	
	

	EAST KENT
	35
	94
	36
	165
	
	
	

	LONDON
	8
	24
	39
	71
	
	
	

	MEDWAY
	2
	14
	13
	29
	
	
	

	OUTSIDE KENT
	7
	11
	27
	45
	
	
	

	WEST KENT
	34
	50
	49
	133
	
	
	

	TOTAL
	86
	193
	164
	443
	
	
	

	
	
	
	
	
	
	
	

	NOTES
	
	
	
	
	
	
	

	1 - This data is made up UASCs supported by Kent within the age groups requested.

	2 - This data DOES NOT include UASCs placed in Kent by other local authorities.

	3 - This data can not be published without referral to the SUASC Team, Kent.
	

	
	
	
	
	
	
	
	


Source SUASC Team November 2006 

PART SIX: SERVICE PROVISION
Comprehensive CAMHS 

159. In September 2002, Improvement, Expansion and Reform (which set out the NHS priorities for the 2003-06 planning round) set the expectation that comprehensive mental health services for children and young people would be available in all areas by 2006; it also states that CAMHS is to be increased by at least 10 per cent each year (in staffing, patient contacts and/or investment) according to local agreed priorities.  
160. This means that in any locality, there should be clarity about how the full range of users needs are to be met, whether it be the provision of advice for minor problems or the arrangements for admitting a young person with serious mental illness to hospital. 
161. Clear pathways should be set out to show how the range of mental health needs of children and young people will be met, whether from within services whose prime purpose is to deliver mental health care or from other services with a different primary function.
162. Parents whose children have mental health disorders seek help from a variety of professionals and often from more than one service. 

	Professionals most commonly approached are: 

· Teachers (40 per cent);

· Primary heath care professionals (30 per cent);

· Specialist educational professionals, such as educational psychologists (25 per cent);

· Specialist CAMHS (25 per cent), who are seeing the most impaired young people (those with more than one diagnosis);

· Paediatrics (13 per cent);

· Social Services (13 per cent).




163. Therefore comprehensive CAMHS is taken to mean all of the services provided by all sectors that impact on the mental continuum as outlined above on the basis of their ability to;

· promote emotional well being and resilience, 

· reduce risk factors

· provide early identification and intervention
· Influence young people’s mental health.  

· Assess complex mental health needs and provide a range of evidenced based treatments or intervention. 

164. Historically the term ‘CAMHS’ has been taken to imply those specialist services provided, mainly but by no means exclusively, by the NHS. Specialist CAMHS refers to those services that have a particular role and expertise relating to child and adolescent mental health.  

165. A more comprehensive description of CAMHS can be better defined within a framework of four tiers:  (see appendix 2 for detailed definitions). 

An overview of current service provision
166. The scope of an effective CAMHS strategy ranges across preventive services, mental health promotion to tiers one to four of a CAMH service. 

Tier one provision Universal – Generic and Primary Services (including prevention)

167. Practitioners working at this tier may not be CAMHS trained, but by virtue of their contact with the child and parents in their own environment, they are best placed to recognise difficulties. In addition, with support and training they will be able to provide screening and some simple interventions with the young person and their families. The basis for this role in future will be the Common Assessment Framework (CAF), which is currently under development. This will be fully implemented by March 2008.

168. This includes preventive, risk reduction and early support services delivered by a wide range of   providers whose primary function is not necessarily to focus on mental health. 

169. These include midwifery services practising in both hospital, community and primary care settings,  and more recently  Children’s Centres and Sure Start Local programmes,   health visiting and primary care services (GPs), education services, teachers, youth and community workers, early years provision, nurseries, children’s centres and family support services. 

170. School settings are also a major contributor to both preventive services and mental health promotion through the Healthy Schools Programme, supported by School Nursing Services and Health Promotion Teams.  The Youth Service and Connexions Service also play a key role at this level.  

171. In some areas, young people themselves can function within Tier 1, perhaps as the first point of contact for friends or acting as mentors/peer educators. This service is delivered though the safe school programme. 

172. The Safe Schools programme addresses mental health through tackling bullying in schools and supporting children and young people who are bullied.

173. Voluntary Sector providers also offer both preventive work and mental health promotion – e.g. Homestart, NCH play-link and NSPCC Play and Learn schemes. Many of the Kent Children’s Fund projects deliver both preventive activity and mental health promotion. 

Tier two services: targeted input (prevention – intervention)

(Locality based CAMHS across agencies)

174. The past four years has seen an expansion in tier two provision with the development of primary mental health services in most districts. These include a range of jointly commissioned multi-agency and multi-disciplinary services focussed within clusters of schools. 

175. In addition there are school based tier two services such as Educational Psychology, BEST teams, Educational Welfare Officers, Specialist Teaching Services and Behaviour and Attendance teams. All of these provide mental health support, identification of mental health difficulty for onward referral, and supported learning programmes. 

176. There are also tier two mental health support services and counselling services provided by both the voluntary sector e.g. Time to Talk, FWA, NCH, as well as the tier two specialist mental health workers and counselling services provided by East Kent Hospitals, Eastern & Coastal Primary Care Trust and West Kent Primary Care Trust (school nursing service).

177. These services are closely aligned to clusters of schools and work closely with tier three services providing early assessment and short term intervention, group programmes and mental health advice to tier one workers. 

178. BEST programmes are developing in Ashford, Shepway, Thanet, Swale, and Dartford.  

179. There are many examples of innovative good practice in Kent building on tier two provision working collaboratively with tier three: 

· School counselling schemes

· Treatment foster care project (Social and Care Services)

· Multi-agency interface project, a single access point of referral at Tier 2 in Maidstone 

· The Joint Communication Clinic – a diagnostic clinic for Autistic Spectrum disorders 

· The Solihull Approach is being rolled out as an interagency initiative

· Therapeutic Re-parenting scheme (Social and caring Services)

· Multi-Agency Parenting Order Service. 

· Multi-agency tier two provision e.g.  WAVE, PIP, Causeway, Cascade 

· Inter-agency referral screening in tier three CAMHS teams – leading to reduced waiting times. 

Tier 3: Specialist Services (Locality based CAMHS Specialists) 

180. Tier three services have a multi-disciplinary team structure and is characterised by multi-disciplinary working, with more than one CAMHS specialist working together to provide comprehensive assessment and the formulation of an overall care plan for children and young people with mental health problems. 

181. Work within this tier includes highly developed skills and knowledge concerning child and adolescent mental health, child development and could include youth offending and drug and alcohol misuse, whichever is appropriate to the delivery of a spectrum of interventions within a structured programme of care. 

182. Tier 3 teams could consist of a contracted collaboration of mental health workers, operating with other health workers, YOT, substance misuse workers, and Social Care or Educational Specialists e.g. educational psychologists. In Kent, all but one of tier three generic CAMHS teams is comprised of multi-disciplinary but single agency staff.  

183. A small team of Specialist Mental Health workers for Looked after Children has been commissioned, comprising three workers to cover Kent plus a specialist post working in the 16Plus (Leaving Care) Service.  These staff work in close collaboration with designated health nurses for LAC and the multi-disciplinary tier three CAMHS teams.

184. In addition to the specialist NHS services provided at tier two and three, there is a jointly commissioned range of specialist services such as Kent Council on Addiction, NCH specialist sexual abuse therapeutic services, Chilston Centre.  A comprehensive list of services is contained in Appendix 4. 

185. In the past two years multi-agency teams have been jointly commissioned to provide tier three health, mental health and social care support. These include treatment foster care team, consisting of clinical psychologists, family therapist, social workers and therapists and multi-agency therapy teams in Thanet and Canterbury, commissioned to provide tier three support to families whose children are on the child protection registers, or for whom there is serious concern within more than one agency. 

186. There are two NHS providers of these services for Kent. 

187. East Kent Hospitals Trust providing multi-disciplinary tier three specialist CAMHS teams at 5 localities in East Kent. These teams include primary mental health specialists supporting tier two in all localities. 

· Ashford
     
(Lenworth Clinic)

· Shepway
 
(Cherry Tree House)

· Dover

(Castleside Clinic)

· Thanet
 
(Orchard House)

· Canterbury 
(George Turle House)

188. Kent & Medway NHS and Social Care Partnership Mental Health Trust provide multi-disciplinary tier three specialist CAMHS teams at four locations in West Kent, Medway and Swale:

· Maidstone 
(Gatland House)

· Swale  
(Canada House - also serving Medway) 

· Dartford  & Gravesend 
(Twisleton  Court & Wrotham Road) )

· South West Kent  
(Homeopathic Hospital Tunbridge Wells).

189. These teams are commissioned to provide services for children and young people with serious and highly complex mental health problems. The teams are also required to provide consultation and advice about mental health difficulties to other services and agencies.  

190. The range of disciplines in these services includes nurses, clinical psychologists, psychiatrists, psychotherapists and family therapists and in some teams occupational therapists. 

191. Kent & Medway NHS & SC Partnership Trust also provides two Early Intervention Teams across Kent and Crisis Resolution and Home Treatment Services   - both of which work with young people (EIP from 14 -35 and CRHT 16-60.)

Staffing Levels 

192. The NSF has established a national standard for staffing levels for   specialist CAMHS teams. This states that specialist CAMHS should have at least 15 whole time equivalent (wte) clinical staff per 100,000 population, if it is to meet needs effectively. This figure should rise to 20 wte for a teaching service. 

193. The national CAMHS Mapping exercise 2005 indicated a national average of 12 wte clinicians per 100,000 population. Kent is below the national average and there is further variation  within localities relating to the (old) PCT boundaries 

Table 5

	 New PCT Area
	Tier 3 numbers of wte per 100,000 population

	Eastern Coastal PCT
	10

	West Kent PCT
	6

	National Benchmark
	12


	 ( Old) PCT Boundaries

 
	Population all ages
	 Numbers of wte.   per 100,000  population

	Shepway
	93630
	10.15

	Ashford
	112950
	12.04

	Canterbury & Coastal
	165440
	9.30

	East Kent Coastal
	236090
	10.83

	Dartford Gravesham & Swanley
	234310
	6.72

	Maidstone Weald
	238720
	7.20

	South West Kent
	176560
	5.61

	Swale
	95630
	8.02

	Kent totals
	1353330
	9.95


Source: CAMHS National Mapping Exercise 2005-6

Figure 8
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194. Whilst the higher staffing ratios in the East may reflect the higher levels of deprivation, CAMHS staffing has been based historically on service demand and local management factors rather than jointly assessed identified need and required outcomes.  

195.  As well as different staffing levels, there is variation in the clinical make up of tier three teams. In West Kent there are higher proportions of Psychologists and Consultant Psychiatrists, whilst in the East, the tier three services have higher proportion of nurses.  

Service Usage, Access and Waiting times

196. Variation in data collection systems between East and West Kent services mean that accurate comparisons of service usage are not possible. However, data from East Kent indicates a relatively consistent rate of referrals to the tier three teams with a peak in 2004 and a slight reduction in or levelling 2005. Indications from 2006 data are that in some areas the referral rate is decreasing and this appears to correlate with those areas with the provision of expanded tier two services. 

197. Accurate data on waiting times is not available from West Kent at the time of this report, however, recent management reports are indicating waiting times of 22 months in Dartford and 3 months at South West Kent and Maidstone.  

198. In East Kent currently the shortest waiting time is in Dover where a recent waiting time initiative and multi-agency approach to referrals has reduced the waiting time from 6 months to two weeks and in Shepway, a similar approach has reduced the waiting time 9 months to six weeks over the past year. Waiting times in Thanet, Canterbury and Ashford have remained with the longest waits at between three and six months. 

199. Whilst these waits are unacceptably long, there has been a reduction as historically children and young people had previously been waiting for longer than a year in some instances.13
200. The review appears to confirm the correlation between reductions in waiting times for specialist CAMHS and the emergent tier two, primary mental health services. Evidence shows that these services, where developed are working in close collaboration with tier three specialist CAMHS and are developing single points of referrals by combining processes.  

201. There is variation in data collection across the two specialist CAMHS providers. Two data systems are in use - PIMS in the East and Epex in West Kent.  Through the PIMS data collection system robust performance and activity data is routinely provided to commissioners. This provides a regular performance monitoring programme.  Work is currently underway to address this variation in the West.  

202. All tier three services in Kent have recently implemented a Demand and Capacity programme which is supporting teams to review the case referral management.  This programme is already enabling teams to offer a more rapid response to first assessment requests. 

203. The NSF and the National Public Service Agreement require that CAMHS services are available to young people up their 18th birthday. The current tier three CAMHS provision does not yet meet this requirement, offering services for young people up to 16 or 18 only if in full time education. 

204. This results in some of the most vulnerable young people falling into a gap as the threshold criteria for adult mental health services is higher than for CAMHS and adult services are not necessarily skilled in working with the emerging mental health needs of young adults or adolescents. 

Tier four

205. Tier 4 should be seen as part of a continuum of care for clients and families. They are essentially tertiary services such as day units, highly specialised outpatient teams, and inpatient units for older children and adolescents who are severely mentally ill or at suicidal risk.

206. Tasks undertaken in Tier 4 involve:

· The assessment, treatment and management of children, adolescents and their families whose mental health problems and disorders cannot be managed in Tier 3 because of their complexity, risk, persistence and interference with social functioning and normal development, consequently requiring very specialised skills.

· Provision of interventions that require such a level of skill (this skill may be available in levels 3 and 4 but the difference will be the environment and set up within which the services operate).

· Provision of services that would not be cost effective in every locality because of sporadic demands for them in smaller populations.

· Provide support to staff working in Tiers 1, 2 and 3, where they are engaged in complex cases that might otherwise require management in Tier 4.’

207. In West Kent tier four services are commissioned from Kent & Medway NHS Partnership Trust (Fant Oast) and in East Kent from the Priory Group (Ticehurst).  Additional capacity in  West  Kent is also commissioned from a range of independent sector providers 

208. The Commissioning of tier four services being undertaken by a separate specialist commissioning process and the full report and commissioning recommendations are contained   in appendix 6

Service Infra-structure 

209. There is wide variation in data collection and consistent performance monitoring across all CAMH provision, including specialist CAMHS.  West Kent uses e-PEX and East Kent PIMS.14  Cross county integration of data sets needs to ensure consistent and reliable data to inform performance management and service planning.

210. There is variation in operational policies, staffing levels, and waiting time management and lengths of treatment result in variant access not based on need except in acute mental health emergency. 

211. Service Level agreements are integrated within block contracts with both main provider trusts.  

212. CAMHS LIGS15 are developing in all districts to support the integration of CAMHS provision and ensure consistent development across districts. In most localities these are currently sub groups of District Consortia.  

213. These should be enhanced to provide ongoing local needs assessments and service mapping, consistent activity reports across the full range of provision, to develop collaborative working and to ensure successful delivery of improved outcomes and the LPSA target within the context of the developing Local Children’s Trust arrangements. 

PART SEVEN: WORKFORCE PLANNING AND DEVELOPMENT

214. Successful implementation of this strategy will require capacity building and development of the full range of skills within the workforce across Kent. 

215. It is essential to ensure there are skills in mental health promotion and prevention skills, robust assessment skills to enable early identification of mental health problems and a full range of evidenced based effective intervention and treatment skills for those with emerging and established mental health problems.  

216. There is a growing body of evidence of effective prevention, treatment and intervention programmes which offers an evidence base for developing the workforce. 

217. Examples of this include cognitive behaviour therapies, dialectical behaviour therapies, Solihull models of prevention and parenting support, Webster Stratton Parenting support. These skills could be developed across the wider workforce. 

The CAMH Workforce

218. As referenced within this document the mental health workforce includes a wide range of practitioners  including   informal and voluntary workers, through those who work in universal services of education and health, to the specialist services provided by local authority, voluntary and independent sectors and the NHS.  

Workforce Planning

219. Workforce planning will need to look across the Tiers of service across the sectors and disciplines involved to identify the skills required to address the needs of children and young people within that level of need. 

220. CAMHS Workforce planning needs to be linked to broader Children’s Service Workforce Planning and Strategy, which in turn needs to ensure training related to emotional well-being and mental health for all children’s and young people’s services is included in the Workforce Strategy.  

221. Agencies with a role to play in workforce planning arrangements should identify the implication for their workforce raised by the CAMHS Strategy and Plan e.g. what are the implications for school nurse numbers if they are to take on more mental health promotion and prevention work?  

Recruitment and Retention

222. Recruitment to CAMHS posts across Kent is difficult.  For West Kent the proximity to London poses a threat.  In East Kent geographical constraints leads to recruitment issues.  

223. There is also a lack of mental health practitioners who have the necessary child and adolescent experience and creative approaches to developing these skills and extend the knowledge base of the local workforce need to be identified. 

Education and Training

224. The Child and Adolescent Mental Health Training and Development Project for Kent has been established to focus on addressing the education, training and development needs of those working with children and young people to enable them to work more effectively with issues relating to the mental health and emotional well-being.  

225. A training needs and skills audit is required to determine the current availability and distribution of skills, to relate them to need and to improve recruitment.  This task could be undertaken by the Locality Managers of the Specialist CAMHS in each area supported by the CAMHS Training and Development Project.  A co-ordinated countywide approach to workforce planning can then be developed by the CAMHS Strategy Group.  

226. A set of core capabilities needed by the children’s workforce in order to work effectively with children and adolescents around the issues of mental health has been developed.  This set of capabilities is used to guide training and development offered and compliments the broader frameworks of the Common Core and the Competency Framework for Children’s Services and links with the skills needed to deliver the National Service Framework for Children particularly, but not exclusively, Standard Nine.  

227. Several types of training requirements can be identified for the CAMHS Workforce:-

· For all children’s workers

· For Tier 1 professionals

· Developmental training for professionals providing child mental health services

· Additional training for mental health specialists

· Expansion of core specialist multi-disciplinary CAMH trainings

228. There is a need for a clear strategic focus on systems for education and training of the CAMHS workforce across Kent.  Pre- and Post – Qualification Training as well as Continuing Professional Development related to CAMH has already been established.  The CAMHS Training and Development project’s partnership work with the three Higher Education Institutions servicing this area needs to continue in driving forward this agenda.  

229. The training routes for many professional groups who work in CAMH are such that despite the core professional skills they bring they cannot be presumed to bring the full range of skills necessary for their CAMH role.  There is a need for “new-to-CAMHS” training.  

230. Specialist CAMHS practitioners will have an important role to play in delivering training and supervision.  This has implications for their own training and development needs and for the commissioning of these services.  

231. The broader CAMHS Strategy will need to give some direction with regards to priorities in terms of workforce development activity e.g. building capacity for working with mental health/emotional well-being across children’s services; addressing workforce requirements in the Specialist CAMHS teams.  

232. The arrangement for monitoring the developments in relation to the CAMH workforce should be incorporated within the broader monitoring plans in terms of the Kent CAMHS Strategy.

Summary:

233. Commissioners and providers should ensure that the skills and competencies of the CAMHS workforce at all levels of service provision meet the mental health needs of the population served.  

234. In addition to the generic skills that are required to work with and support children, young people and their families, this requires that the workforce should be trained, supervised and supported to be capable of delivering a full range of interventions, based upon the best available evidence base but where this is limited, creative and innovative practice should also be encouraged, taking into account the views and wishes of the users of the service and subject to the process of audit evaluation. 

235. Increasing the capacity to improve the mental health of children and young people requires a range of activities.  This may involve increasing the workforce capacity, improving retention of the current workforce   through training and supervision, improving infrastructure and improvements in the health of the workplace.

PART 8: COMMISSIONING RECOMMENDATIONS AND SERVICE PRIORITIES 

Section One:  Service Variation and Gaps in Provision 

236. In developing this strategy the following gaps in provision against NSF Standards have been highlighted. 

Services for Young People aged 16 -18

237. The specialist tier three CAMHS services operate similar criteria although Specialist  CAMHS  in East Kent do not as yet offer services for young people over the age of 16 unless in full time education.  In West Kent CAMHS services provide care for young people up to 17 years old. 16
238. Variation in threshold criteria for adult mental health provision requires consistent and timely implementation of robust transitional protocols to ensure service continuity across the county to ensure that young people do not ‘fall through service gaps’.  

239. Care Planning Approach to transition from child to adult services is not fully implemented across Kent. 

240. Early Interventions in Psychosis Teams have different levels of staffing across Kent and therefore psychiatric support for the 14 – 18 year age group with early onset psychosis is limited. 

24 Hour Emergency Provision

241. Currently in East Kent the specialist CAMHS service has no out of hours on call arrangement but urgent assessments for mental health emergencies are provided within 24 hours in weekdays and within the next working day over the weekend.  However, this has on occasion led to inappropriate admission to adult wards over the weekend. Out of hours provision in partnership with adult mental health services needs to be developed. In West Kent there is on call provision.  
Provision for children and young people with Learning Disabilities 

242. The needs of disabled children, and in particular those with learning disabilities, have not yet been fully quantified but their mental health needs are only partially being met by the specialist CAMHS teams or Social Service Disability Teams.  

243. Provision is variable across Kent.  A specialist team for those with LD and Challenging Behaviour has been commissioned in East Kent, but no specialist service is available in the West of the county.  Children and young people with LD and mental health difficulties are not able to access the full range of support needed.  Provision is occasionally commissioned from an external provider on a cost per case basis.

244. Services for children and young people with Autistic Spectrum Disorder are widely available but are delivered through a range of routes between community paediatrics, speech and language therapy, CAMHS specialist teams and through education services.  Social care services offer support in some cases. Integrated assessment and support services are developing but are patchy.  
Looked after Children and Young People.  

245. Specialist mental health services for this highly vulnerable group are available but extremely limited 

Young People in the Criminal Justice System  

246. Although protocols between CAMHS and Youth Offender Services have been agreed there are still variations in access for young offenders across the county. 

247. Specialist mental health support to secure provision needs to be extended.  

248. Forensic Child and Adolescent Psychiatry – this will be subject to Specialist Commissioning. 

249. A full range of tier four provision to meet the needs of young people with serious and complex mental illness. 

Services for young people with sexually inappropriate behaviour

250. This is a need which is not currently in the domain of specialist NHS mental health provision but nevertheless requires adequate risk assessment and social and psychological support.  Where there is a need for specialist mental health this is jointly commissioned from external providers.  

251. There is limited Joint Risk Assessment to support the MAPPA meetings. 

252. Mental health support for children experiencing domestic abuse - this should be a joint provision. 

Young People with conduct disorder

253. Clinically significant conduct disorder affects 5% of children and young people between the ages of 5-15. The nature of the conduct disorder is such that specialist mental health provision alone would not be able to impact upon this condition, there is no jointly commissioned service such as multi-agency parenting programmes as recommended by NICE. 

254. A full range of Parenting Support programmes and training to develop evidenced based parenting intervention and to implement the NICE Guidelines on intervention with conduct disordered children and young people. 

Children and young people experiencing domestic abuse 

255. Adverse childhood experiences such as living with domestic abuse,   parental domestic violence, increases the lifetime risk of attempted suicide by 2-5 fold. 
256. Children who have been abused or witnessed family violence, are more likely to show aggressive and anti-social behaviour, have low self- esteem and do less well at school. 
257. The nature of this difficulty is such that mental health provision alone would not in itself ameliorate the mental health impact on children and young people; therefore a joint agency approach is required. 
Service Infra-Structure Gaps

258. There is no routine outcome measurement and performance management data and process is variable. 

259. Referral Criteria are variable and care pathways are not well developed. 

260. Share Care (between Primary Care and Specialist CAMHS) for the treatment of ADHD as recommended by NICE guidelines has not been fully implemented causing a chronic long term backlog of cases within   specialist teams. 

261. There is no specialist service for ADHD in adult mental health to which onward referral of older adolescents with ADHD who need medication may be made.

Section Two: Commissioning Recommendations
262. Meeting the aspirations of this strategy requires a comprehensive approach to commissioning which is inclusive of all aspects of planning, service redesign and improvement, service procurement and performance management. 

263. It will require continuous investment and dedicated commissioning capacity to build on the service improvement and where necessary, expansion to ensure a process of sustained improvement. 

264. This commissioning strategy is therefore aimed at all levels and makes the following recommendations. 

SERVICE IMPROVEMENT & INFRASTRUCTURE: 

Commissioning arrangements 

Immediate Priorities:

265. Complete the transition of commissioning function to the Kent Children’s Trust.17 This will be supported through a joint agency CAMHS Strategic Commissioning Board which in turn will be supported by a strategic CAMHS Network Board consisting of key stakeholders in both commissioning and provider services.
266. Kent Children’s Trust to establish joint CAMHS Commissioner and a ‘virtual multi-disciplinary service improvement team’ for Child and Adolescent Mental Health. 

267. Commission an independent options appraisal to determine the best configuration and provider models for specialist CAMHS. 

268. Establish a short life finance group to develop pooled budget arrangements and complete the analysis of the total commissioning resource, including   Local Authority  Mental Health Grant, CAMHS Capital Allocations and  CAMHS Service Improvement Monies  (from the  NHS Central Initiatives Reserves  NHS)

269. Utilise information from the CAMHS Mapping Exercise to determine future IT requirements for specialist CAMHS and Primary Mental Health Services.

270. Develop agreed single performance management arrangements across tiers 2-4 supported by data collection IT systems.  This will be linked to the work on Care Records Systems. 

271. Establish short life working group to develop routine outcome measures, utilising the services of CAMHS Outcomes Research Consortium (CORC) to widen the range of outcomes measures used across all services.  This will include the LPSA SDQ measures as a baseline for outcome measurement, and routine user ‘satisfaction’ audits.

Medium Term Priorities

272. Currently the CAMHS LIGS are well placed to support the commissioning aspirations of the local clusters, as well as other locality commissioning arrangements introduced by Primary Care Trusts.  However within the context of the developing Kent Children’s Trust locality tier 2 commissioning requires clarification of the relationship between the CAMHS Local Implementation Groups and local Children’s Trust arrangements.  

273. The CAMHS Strategy Implementation will need to clarify the accountabilities between the Strategic CAMHS Commissioning Board and the Kent Children’s Trust Board, the locality Children’s Trust arrangements and the CAMHS Local Implementation Groups. This will avoid duplication and ensure a strategic commissioning focus whilst ensuring local flexibilities. 

274. The locality commissioning structures should be developed to provide an opportunity to enhance integrated working and facilitate the joint commissioning of clinical and educational psychology services to meet the psychological needs of children and as learners within educational settings and as members of the wider community. 

275. Enhancing the expertise of CAMHS LIGS will continue to ensure ongoing local needs assessments and service mapping, consistent activity reports across the full range of provision and to develop collaborative working to ensure successful delivery of the LPSA target in line with the emerging Local Children’s Trust arrangements. 

276. CAMHS LIGS should co-ordinate the care pathway across tiers 1-3 to ensure that locally commissioned tier two provision is integrated into the total service provision in order to maximise the range of skills and ensure sound clinical governance. 

277. Establish joint CAMHS service improvement manager working alongside the CAMHS Workforce Training and Development Manager.   

278. Establish a strategic clinical network/reference group to ensure robust engagement between commissioning group and providers. 

279. Complete analysis to determine priorities for joint investment in order to increase capacity in tier three CAMHS in line with recommendation of NSF over next 8 years. 

Service Infra-Structure and Service Improvement

Immediate Priorities 

280. Develop consistent tier three referral criteria and care pathways to support the identified vulnerable groups (see service developments). 

281. Focus on waiting time reduction for all tier three service generic waiting times and enable rapid access for highly vulnerable groups e.g.  Young Offenders, in line with Home Office Target.  

282. Implement tier 3 waiting time reporting to CAMHS LIGS to enable development of local solutions to support reduction in waiting times and reducing non-attendance. 

283. Implement a programme of demand and capacity planning to specialist CAMHS to drive down waiting times and improve access. 

284. Implement the Richmond Model of access to CAMHS, this will provide choice and booking arrangements for all new referrals.  

285. Audit non attendance (DNA) rates in all specialist services (currently these are approximately 10-15%) and work with providers to analyse DNA factors.  Implement effective systems for reducing DNA rates. 

286. Implement systems for notifying referrers on DNA and implement training programmes to promote engagement with hard to reach children and young people. 

287. Work with providers to establish a clinical governance framework and standards for the developing tier two provision incorporating core competencies for the primary mental health workforce and multi-agency teams across each locality. 

Workforce Development 

Immediate Priorities

288. Enhance Integrated working programmes to increase capacity in specialist CAMHS 

289. Complete Demand and Capacity programme to determine service expansion in line with NSF benchmarking. 

290. Undertake a training needs and skills audit across the Kent children and young people workforce at tiers two to four to determine the current availability and distribution of skills. This will be inclusive of the voluntary sector. This should be used to inform the training strategy; with particular reference to the evidence review and increase numbers of staff trained in CBT and DBT18, and develop training packages for joint risk assessment skills. 

291. The training requirements of the tier one and universal services, including the voluntary sector are being mapped within the wider children and young people’s workforce strategy.  

292. Support workforce development through mainstreaming the CAMHS Training and Development Programme. The programme will be accountable to the CAMHS Strategy Board.  

Medium Term Priorities 

293. Programmes for Specialist CAMHS professionals to be developed to provide training in:-
· Learning disability or pervasive developmental disorders.
· Drug and alcohol misuse and use of psychoactive medication, cognitive behavioural therapy and other specific treatments.

· Shared training for professionals in the competencies required for “residential” care and for specialist treatments;

· Training for those providing first on-call to children presenting with acute psychiatric illness in emergency and out-of-hours services

· Staff working within CAMHS to be sensitive to the particular needs of children and young people from different black and minority ethnic groups, and young people who may be lesbian, gay and bi – sexual
Programmes for wider workforce to be developed to provide training in: 

· Delivering peri-natal mental health programmes 

· Range of multi-agency evidence-based parenting training programmes. 

· Factors that are known to increase children & YPs resilience, and strengthen a young person’s ability to cope with life experiences. 

· Training for professionals working with adults to identify parenting capacity and risk of harm to children and young carers. 

· Training for all staff working in accident and emergency departments who may carry out initial social and medical assessment of children with mental health problems.

· Training for adult mental health professionals to enable them to be aware of the development needs of young adults making the transition across services.

294. Ensure that the children and young people workforce development strategy addresses the need for additional training across the workforce in emotional well being and mental health of children and adolescents. This should be undertaken in collaboration with the CAMHS Training and Development Project.  

Participation & Communication 

Immediate Priorities 

295. Develop a communication pathway across agencies to enable full consultation on the CAMHS strategy.  (see appendix)

296. Work with Kent Children’s Fund and Connexions Service to establish a young people’s mental health board to support the work of the county CAMHS strategy group and to determine a programme of consultation and participation.  

297. Commission Children’s Version of CAMHS strategy (including version for children and young people with learning disability.)

298. Commission Parent’s Version of CAMHS strategy

299. Develop service user groups and stakeholder views through Healthy Schools and School councils.

300. Extend the tier four participation programme commissioned from Participate by Right to include the wider CAMHS Strategy. 

Medium Term Priorities

301. Develop a range of materials and information about key mental health issues affecting children and YP including sources of help and support.
Mental Health Promotion

Commission a range of preventive and mental health promotion programmes including: 

302. School based mental health promotion and violence prevention in order to address underlying risk factors for substance misuse and mental health problems. 

303. Extend SEAL Programme to secondary schools.
SERVICE DEVELOPMENT & INVESTMENT PRIORITIES: 

Tier Four and Emergency Out-Of Hours Services

304. Jointly commission out-of hours mental health provision in partnership with social care services out of hour provision and adult mental health services. This must be developed within this financial year.  This will require collaboration with adult mental health providers and out of hour’s social service providers.

305. Develop emergency admission protocols for tier four provision. 
306. Develop joint agency protocols for the management of young people with serious and complex mental illness. This may include intensive community outreach teams. 
Service for Children with Learning Disabilities

307. A comprehensive CAMHS requires a full range of services for children and young people with Learning Disabilities. There is partial provision in Kent which needs to be widened through multi-agency commissioning of a jointly provided service. 

308. Establish a short life commissioning group to consider best practice evidence and review current expertise across Kent.

309. Develop virtual support team to specialist CAMHS teams and CAMHS local implementation groups to provide integrated support on locality basis.  

310. Tier four services for children and young people with complex LD is subject to specialist commissioning process. 

Services for 16-17 year olds

Immediate Priorities 

311. Extend the age criteria for specialist CAMHS to treat young people up to their 18th birthday.  Develop adolescent link workers in each team to ensure that transitional protocols are implemented. 

312. Implement and audit transitional protocols. 

313. Develop closer collaboration with Connexions Services in order to provide wider access to CAMHS provision, particularly for hard to reach adolescents.

314. Develop Joint Training with Adolescent Mental Health Service (AMHS). 

Medium Term Priorities 

315. Consider the establishment of a joint (AMHS/CAMHS and multi-agency) young people’s crisis intervention and intensive support service. 

316. Commission locality based multi-agency, multi-disciplinary young persons mental health support services for young people aged 16-25 yrs. 

Services for Young Offenders

Immediate Priorities 

317. Establish a short life working groups to complete the service improvement plan commenced in May 2006 with a remit to complete current service review, develop service response to enable the rapid access to mental health support in line with the Home Office CAMHS target and make recommendations for service development to this group. 

318. Develop Training Programmes for YOS Team to include mental health awareness and child development issues, confidentiality, detection of broad concerns, ways of engaging young people and preparation for referral to mental health services. Training should also include elements that seek to develop close links between YOTs and child and adolescent mental health services.
319. Implement and monitor YOS/CAMHS Protocols. 

320. Develop area YOS Liaison roles in tier three CAMHS teams 

321. The training of YOT professionals 

322. The training of  mental health specialists to work with chaotic and difficult to engage young people 

Young Carers 

323. Establish protocols for adult services to ensure practitioners should assess young carers needs and make appropriate referral for support.  

324. Young Minds has recommended that when an adult is sectioned under the Mental Health Act, the diagnosing psychiatrist should find out whether they are responsible for a child and, if necessary, inform social services so the child’s needs may be assessed. 

Looked after Children  

Immediate Priorities for Investment

325. Develop clear protocols for referral and/or care pathways for young people with mental health problems. 

326. Expand the capacity of specialist mental health workers for LAC to support the development of locality LAC integrated teams. 

327.  Expand the capacity of the specialist mental health workers in leaving care team to work along side the locality teams outlined above.   

Services for Young People with sexually inappropriate behaviour and Sexual Offenders  

328. Establish a short life working group to engage with specialist treatment centres to develop researched based treatment programmes for a jointly commissioned integrated local (Kent) service. 

329. This will include working with aspects of social, cultural, physiological and developmental factors and therefore intervention programmes will work with the young person in their social, familial and cultural contexts. 

330. The programme will include 'sex offence specific' work as well as treatment to address the offender's own abuse and victimisation if relevant and other more general developmental issues.   

331. Treatment will be age-appropriate and based on an age-appropriate assessment using a range of techniques including cognitive behavioural, group-work and other therapeutic interventions. 

Extending Service Capacity

332. Locality CAMHS Implementation Groups to review and commission primary mental health support in all localities to reduce demand on tier three services which in turn will enable greater focus on highly vulnerable groups. 

Parenting Support

333. In partnership with the parenting strategy group a full range of parent intervention programmes should be commissioned to provide generic preventive programmes through to intervention programmes for conduct disordered children and young people. 

Commissioning Resources

334. A Finance sub group will be established to support a fully costed implementation programme. This will also take account of the capital development programme to provide a range of appropriate settings for delivery of the service. 
Next Steps 

335. The CAMHS Strategy Board, accountable to the Kent Children’s Trust will develop a detailed implementation plan to include the required time - lines for delivery, clear and localised needs assessments and robust agreed outcome measures. A wider CAMHS Network Board will be developed to oversee the implementation of the strategy. 
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� Dr Zarrina Kurtz.  Treating Children Well. The Mental Health Foundation 1996


� Local Implementation Groups


� For Medway there will be separate commissioning arrangements to support the Medway Children’s Trust development


�  Tier four commissioning, whilst a component of this CAMHS Strategy is currently subject to a separate commissioning process.  


� See appendix 1 


� This will be referred to as ECM throughout the remainder of the document. 


� This will be referred to as NSF throughout the remainder of the document (see appendix for full lists of NSF standards) 


� See appendix 1 


� See part two: service principles and vision, and appendix 1


� This is the definition used in the NSF Standard 9


� Office for National Statistics (2005) 'Mental health in children and young people in Great Britain, 2004'. London: HMSO


13 These are non-urgent waiting times - all emergency cases will be seen within 24 hours or next working day.


14 Patient Information Management System


15 Local Implementation Groups


16  See Appendix (Criteria)


18 Cognitive Behaviour Therapy and Dialectical Behaviour Therapy.
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