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Children & Young People’s 
CAMHS Transformation Plan
Version 2  16/10/15

The purpose of the Transformation Plan is to help improve the emotional wellbeing and mental health of children and young people (aged < 18) living in Bath & North East Somerset (B&NES).  This plan evidences the strong partnership approach and commitment to emotional health and wellbeing; that is well established in B&NES.  It aims to further transform local provision with greater co-production with schools, colleges and service users; with the intended outcome of B&NES “families” having improved resilience and positive emotional wellbeing.  The Plan co-ordinates the planning and commissioning of services to ensure that resources in all partner agencies are used in the most effective way to improve children and young people’s emotional health.

1. National Context

DoH evidence[footnoteRef:1] confirmed that  [1:  Healthy Lives, Healthy People (Nov 2010) and No Health Without Mental Health (Feb 2011)] 


· The cost of mental health problems to the economy in England has recently been estimated at £105bn, with treatment costs expecting to double in the next 20 years. 
· 50% of lifetime diagnosed cases of mental illness start by the age of 14
· Poor mental health in childhood is associated with poor childhood and poor adult outcomes.  
· 10% of children at any one time have mental health problems

The 2010 national public health strategy[footnoteRef:2] gave equal weight to both mental and physical health and focused on tackling the underlying causes of mental ill-health.  The strategy noted; [2:  Healthy Lives, Healthy People (Nov 2010),] 


· Intervening early for children with mental health problems has been shown not only to reduce health costs but also realise larger savings such as improved educational outcomes, reduced unemployment and less crime. 
· 25-50% of mental health problems are preventable through interventions in the early years.

National strategy expects early intervention and preventative services to be provided by partnership working between the NHS, local government and the third sector. 
A number of documents have been published since 2011 which illustrate the government’s commitment to improve mental health for all age groups. 
The most recent and important one for children and young people, published in 2015 is:  Future in Mind https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Mental_Health.pdf 
Others relevant documents are listed in Appendix 1:

2. Links with Children and Young People’s Plan (CYPP)

a) The CYPP 2014-2017 - the commissioning and delivery plan to improve the general health and wellbeing of children and young people across B&NES - outlines the Children’s Trust Board’s vision and priorities for the period 2014-17. 

The vision is:

‘We want all children and young people to enjoy childhood and to be well prepared for adult life.’

The CYPP’s 3 key outcomes are:

Children and Young People are Safe 
Children and Young People are Healthy 
Children and Young People have Equal Life Chances 

The vision for good mental health for children and young people is: 

‘All children and young people, from birth to their eighteenth birthday, are supported to develop and maintain good mental health, a sense of well-being and emotional resilience.  Any children and young people with emotional difficulties and mental health 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.’

Bath & North East Somerset commissioners aim to commission and develop services which:

· Help children & young people learn the skills they need to stay emotionally healthy
· Ensure the delivery of a comprehensive range of services to tackle mental health problems before they become entrenched
· Work with adult mental health services to minimise the impact of parental mental ill-health on children and young people
· Identify children & young people who need extra support and provide it as early as possible for as long as it is needed
· Meet children & young people in the most accessible place possible
· Periodically review services to ensure resources are being used in the best possible way

b) The following commissioning principles are promoted: 

Multi-agency working: a key principle of the strategy is that mental health is the ‘business’ of all agencies, and a joint approach is required to improve children & young people’s mental health.  There is a commitment to an integrated care pathway for children & young people with emotional and behavioural difficulties which addresses how universal, targeted and specialist services work together to best meet the needs of children, young people and their families.  Children & young people may have a ‘lead professional’ to help coordinate services.

Early Intervention: There is a focus on early intervention; in terms of early in the life cycle, early identification of difficulties and early intervention.  Hence multi-agency services that promote the mental health of all children & young people (including building resilience) and provide early identification and preventative interventions are commissioned alongside services to meet the needs of children & young people with established or complex problems. Interventions are best provided ‘nearest’ the child or young person i.e. provided by practitioners with the ‘lowest level of specialism’ (but nevertheless with the necessary skills and competencies).  

Evidence-based practice:  Services should provide mental health care which is based upon the best available evidence, including relevant NICE guidelines.  

Addressing inequalities:  Services must be provided to children & young people regardless of their ethnicity, gender, sexual orientation and/or religion.  All services should pro-actively consider the specific needs of children and young people 
· from black and minority ethnic groups (including migrant families), 
· with physical and learning disabilities 
· who are - or are at risk of becoming - young offenders
· who are - or are at risk of entering -  the care system
· who are lesbian, gay, bisexual, transgender or questioning their sexuality
· who are being bullied or discriminated against for other reasons e.g the way they look or their economic circumstances

Service User involvement: All services should have a commitment to increasing the participation of 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 as opposed to the needs of individual agencies.

Clear service expectations and outcomes: Services will be commissioned against clear expectations, outputs & outcomes, detailed in service specifications and monitored to ensure compliance and quality.  

c) Links with other strategic work;

· There are links to the Suicide Prevention Strategy Group and the Self-Harm Steering Group via the Mental Health representative from Public Health.  Some actions from the Suicide Prevention Strategy Action Plan form part of the Action Plan for the EHWB Strategy.
The current Suicide Prevention Strategic Plan and Action Plan can be viewed here: http://www.bathnes.gov.uk/services/public-health/guide-programmes-strategies-and-policies/suicide-prevention-strategy-2012

· Perinatal Mental Health.
B&NES is working towards creating a perinatal mental health strategy.  The working group consists of commissioners and providers from maternity, adult mental health, children and adolescent mental health and health visiting and primary care services.


3. Promoting and protecting good Mental Health 

The Mental Health Foundation[footnoteRef:3] believes that good mental health is characterised by a child’s ability to fulfil a number of key functions and activities, including:  [3:  http://www.mentalhealth.org.uk/] 

· The ability to learn
· The ability to feel, express and manage a range of positive and negative emotions
· The ability to form and maintain good relationships with others
· The ability to cope with and manage change and uncertainty
There are a number of ‘protective’ and ‘risk’ factors known to be associated with good emotional health.  These are reproduced in Appendix 2.



4. Prevalence of emotional and mental ill-health in Bath and North East Somerset 

Symptoms of poor emotional health may differ according to a child’s personality, personal history, community and environmental factors.  Symptoms include behavioural problems, substance misuse, self-harm, suicide attempts, eating disorders, depression, anxiety, obsessions and episodes of psychosis. 

Local Profile of CYP
· 2013 population estimates for the 0-17 population living in households in B&NES was 34,214. This is 19% of the total population.  ONS mid-year population estimates)
· Planned housing: The Core Strategy 2014 cites an increase in housing of 13,000 with the main areas for development being: Bath (7,020); Keynsham (2,150) and Somer Valley (2,470).
· 6,273 (25%) are lone parent households.  Lone parents with dependent children rose by 17% between the 2001 and 2011 census.
· 2013 school census data suggests that B&NES school population (4-18 years) is 21,408 in total (January 2013), of which 10.72% classify themselves as BME (i.e. non-white British).  In 2015 the population of BME under 5’s was 14.6% (1,307) with the highest density in Central Bath (Parkside Children’s Centre area – at 24.5%, or 255 children; Moorlands CC area 21%; Weston 19% and St. Martin’s 18.7%). 
· The growing under 5 y/o BME population is further evidenced by looking at the % of new-born BME children born in the last year. This was 20.2% compared with 13.6% of current 4 year olds.
· The 2011 Census showed the population of Bath & North East Somerset to be 90% White British and 10% other ethnicities.
· In 2014, 1.70% of primary school children and 1.30% of secondary school children and young people had statements of special educational needs compare with the national English average of 2.8%. (DfE National Statistics: Special Educational Needs in England: January 2015).
· • 2013-14, only 19.6% of SEND children attained 5+A*-C grades at GCSE compared to 69.2% of ‘non SEND’ children in B&NES.  This gap is wider than the national England gap of 43.9%.
· According to the 2011 Census: 
· 1.09% of children aged 15 and under in B&NES were providing some (1+ hours) unpaid care per week, similar to the South West (1.21%) and England (1.11%).
· 3.0% of young people aged 16-24 in B&NES were providing some (1+ hours) unpaid care per week, significantly lower than the South West (4.2%) and England (4.8%).
· 0.21% of children aged 15 and under in B&NES were providing considerable (20+ hours) unpaid care per week, the same as the South West and England.
· 0.6% of young people aged 16-24 in B&NES were providing considerable (20+ hours) unpaid care per week, significantly lower than the South West (4.2%) and England (1.0%).
· In addition, in the 2015 SHEU survey of school pupils (see later), 186 pupils (6% of respondents) said they cared for family members after school on the day before the survey, suggesting caring roles may be unreported in the Census.
· The JSNA in Bath and North East Somerset is a “live” document that is updated on ongoing bases, as new data/feedback becomes available. 


Local intelligence regarding emotional health and wellbeing


Intelligence on the emotional health and wellbeing of children and young people B&NES, alongside mental health problems, comes from a number of sources.  The following data is predominately drawn from Bath and North East Somerset’s Joint Strategic Needs Assessment, Public Health England ( 2014) CYP MH profile, National Child and Maternal Health Intelligence Network, CAMHS Needs Assessment Tool and the Authority’s Schools Health Related Behaviour Survey.  


a. Self reported difficulties

B&NES Public Health, commission The Schools Health Education Unit (SHEU) to complete a Health Related Behaviour Survey in both primary and secondary schools on a biennial basis.  The surveys have been developed by health and education professionals, and cover a wide range of topics. The SHEU Surveys in B&NES in 2015, 2013 and 2011 asked school children in B&NES a number of questions linked to their wellbeing in terms of satisfaction with life, the extent to which they worry about things and their self-esteem.
Data from this survey can inform planning and discussion on the basis that a large number of B&NES’ pupils complete it.  At time of writing only secondary school data for 2015 is available with year 8 (1,648) and 10 students (1,487) having participated.   It should be noted, however, that those completing the survey do not represent a random sample of young people in the authority and excludes those attending non-participating schools (2 out of 14 secondary schools), young people absent on the day due to illness or exclusion, those with limited access to computers, those attending schools elsewhere and those who opted out.  Primary school data will be analysed, summarised and reported by December 2015.  Each school has additional access to its ‘own’ data and, in conjunction with public health colleagues, can think about addressing specific issues pertinent to their individual school e.g. revising PHSE programmes.

The survey asks a number of questions relating to emotional health and wellbeing.  When it is stated that something is significantly higher/lower it means that the difference is statistically significant

Satisfaction with life 
When rating how satisfied they felt with their life using a scale of 1 to 10, of the pupils surveyed, a significantly higher proportion of girls (19%) rated their satisfaction as low (0-4) compared to boys (8%).  A significant proportion of those who were eligible for a free school meal in the last six years also scored their satisfaction lower compared to those non-free school meal pupils (13%)   

Bullying 
A quarter of young people surveyed said they felt afraid to go to school sometimes because of bullying.  This was significantly higher for girls (33%) than boys (16%) and significantly higher for pupils who had been eligible for free school meals in the last six years (32%), compared to those who hadn’t (24%).  Appearance, size and weight were the main reasons pupils cited for having been picked on or bullied.  

Self-esteem
The survey generated self-esteem scores based on the pupils’ responses to a set of ten statements taken from a standard self-esteem enquiry method.  The scale is based on social confidence and relationships with friends. The scores range from 0-18. A significantly higher proportion of girls (28%) had a med-low self-esteem score (9 or less) compared to boys (15%). The proportion of pupils that stated that they had been eligible for free school meal in last six years that had a med-low self-esteem score was significantly higher (29%) than non-free school meals pupils (20%).

Worries 
The survey asked pupils how much they worried about a range of issues.  A significantly higher proportion of girls (64%) said they worried a lot about at least one of the issues than boys (48%).  The issues girls most worried about were: exams and tests (70%), the way they look (57%), family (49%) and career (48%).  Boys also worried about these issues, though to a lesser extent, with over half worrying about exams and over 40% family and career. 

Coping with low self-esteem and worries 
When surveyed pupils were asked what they were likely to do when they had a problem that worried them. Over two third of boys (66%) and nearly two thirds of girls (58%) said that they would talk to an adult.  Over two thirds (65%) of girls and nearly a half (48%) of boys said they would talk to a friend.  A significant of proportion of girls (37%) and boys (26%) however said that they would keep worries to themselves.  20% of girls and 12% of boys said they eat when they are worried and 15% of girls and 12% of boys turn to the internet or social media. 10% of girls and 3% of boys said they self-harm.   

94% of boys and 88% of girls said that they have at least one adult they can trust.

b. Seeking support at school

In 2014/15, School Nurses (including 2 FE College nurses) in B&NES had 1869 contacts with young people which related to emotional or mental health. In quarter one of 2015/16, the majority of School Nurse face-to-face contact time was spent supporting children and young people with their mental health, predominantly with anxiety but also a significant proportion with issues around self-harm.   The data recording is currently limited to just the number of contacts, so it is not possible to indicate how many children and young people this equates to. 

The school nursing service allocates its capacity by reference to a matrix which reflects local inequalities e.g. free school meals, indices of income deprivation etc.  Access to the service is also monitored by pupils home postcode place in Index of Multiple deprivation.  A pilot school nurse health review of vulnerable Year 9 pupils is being undertaken in two secondary schools.
Reports from the recent 2015 School Parliaments also highlighted pupils’ attitudes to the importance of mental health 






c. Estimating prevalence of mental ill health

The prevalence of mental health problems in children and adolescents (aged 5 – 16 years) was last surveyed over 10 years ago in 2004.  This study (Green et al 1.) estimated that at any one time, almost 1 in 10 children aged 5-16 years old had a clinically diagnosable mental disorder, causing distress to the child or having a considerable impact on their daily life.  More recently Public Health England (2014) estimated that 8.4% of children and young people aged between 5 – 16 years in B&NES have a mental health disorder.  This is similar to estimates for England (9.6%) as a whole and the South West (8.9%).  Boys are more likely (11.4%) to experience mental health problems than girls (7.8%).  Based on the same rates, the table below shows the estimated prevalence (note the true figure could vary from this) of mental health disorders by age group, gender and condition for B&NES’ population aged 5 – 16 years (2014).  
[bookmark: eating_disorders]
Table 1: Estimated prevalence of mental health disorders by age group, gender and condition (2014).  Total population 5-16 years of age (inclusive) = 22,853
	NUMBERS
	5 to 10
	11 to 16

	
	Male
	Female
	All
	Male
	Female 
	All

	All disorders
	510
	250
	760
	665
	500
	1160

	Conduct disorder
	355
	135
	490
	404
	235
	640

	Emotional disorder
	105
	125
	230
	225
	305
	525

	Hyperkinetic disorder
	140
	150
	
	125
	30
	150

	Less common e.g. ASD, eating disorders
	110
	40
	145
	95
	45
	135


Source: Local authority mid-year resident population estimates for 2014 from Office for National Statistics. CCG population estimates aggregated from GP registered populations (Oct 2014).
Public Health England also estimated the number of children and young people who may experience mental health problems appropriate to a response from CAMHS at Tiers 1, 2, 3 and 4 based on rates provided by Kurtz (1996 3).   The following table shows these estimates for the population aged 17 and under in B&NES, 2014. It is important to note that these estimates do not make any adjustment for local characteristics which may impact on need for services. 
Table 2: Estimated number of children / young people who may experience mental health problems appropriate to a response from CAMHS per year in B&NES.
	CAMHS Tier
	Tier 1 (2014)
	Tier 2 (2014)
	Tier 3 (2014
	Tier 4 (2014)

	BANES
	5,165
	2,410
	640
	30


Source: Office for National Statistics mid-year population estimates for 2014. CCG population estimates aggregated from GP registered populations (Oct 2014). 
Kurtz, Z. (1996).
d. Local specialist child and adolescent service (CAMHS)
Specialist CAMHS services in B&NES have been provided by Oxford Health NHS Foundation Trust (OHFT) since 2010.  Additional services (PCAMHS), delivering lower level interventions, were commissioned from the same Trust in 2011.  The funding, and hence the caseloads, for both services have remained fairly static since then.  Approximately 550 children and young people are receiving P/CAMHS services at any one time.  During 2014/15 there were 1239 discharges from P/CAMHS.
An approximate breakdown by referral agency is given below:
GPs 					50%
Community Paediatricians  	20%
School Nurses/Schools		15%
Social Care 				7%
Other				           8%

There is a single point of access to primary and specialist CAMHS.  In 2014/15 the percentage of referrals not accepted by the CAMHS averaged 17%, although this ranged from 6% - 30% in different months.
During 14/15 the percentage of referrals assessed within 4 weeks was 95% for referrals to the Outreach service (which include urgent cases), 72% for more routine CAMHS referrals and 73% for PCAMHS.  There is an ambition for 90% of accepted routine referrals to be assessed within 4 weeks.
The primary CAMHS service is currently commissioned by NHS B&NES CCG and costs £245,712 per year.  The specialist CAMHS service, commissioned by NHS B&NES CCG for £1,924,680, includes a £392,000 contribution from the local authority.  OHFT employs 24 (16.7 WTE) practitioners in specialist CAMHS, and a further 18 (16.1 WTE) in PCAMHS and the Outreach team.

The OHFT CAMHS service forms part of the Oxford and Reading CYP IAPT collaboration which formed in 2012. The Children and Young People’s Improving Access to Psychological Therapies programme (CYP IAPT) is a service transformation programme delivered by NHS England that aims to improve existing CAMHS working in the community. 
More detail is available here:




Part of the CYP IAPT programme is training for CAMHS practitioners.  To date, in B&NES the following numbers of staff have been trained:
Year 1, 2012/13		5 therapists trained in CBT, 1 in parenting.
Year 2, 2013/14		4 therapists trained in CBT, 1 in parenting.
Year 3, 2014/15		4 therapists trained in SFP, 1 in IPT-A.

A key part of IAPT has been the introduction of goal based measures to all patients in CAMHS and to introduce session by session Reported Outcomes Measures by all clinicians.
 
Eating Disorders 
At least 1.1 million people in the UK are affected by an Eating Disorder (ED), with young people in the age-group 14-25 being most at risk of developing this type of illness. Based on the 2007 Adult Psychiatric Morbidity Survey and the BANES 16-24 resident population, it is estimated that in 2013 there were 3,879 young people aged 16-24 in the authority area with an eating disorder. Highest prevalence is in 16-24 year old girls.
The number of admissions for eating disorders in B&NES has increased although this may be due to changes in diagnosis rather than an actual increase in prevalence. 
The local specialist ED service, provided by OHFT, meets latest NICE Guidance 


But there are new access and waiting times which must be implemented:



And the CAMHS provider, OHFT has developed a new specialist eating disorder service to meet these standards which will be part funded by new Transformation Plan funding:


 

e. Inpatient (Tier 4) care

During 2014-15 there were 8 admissions to CAMHS beds for B&NES CYP, 5 of these to the ‘local’ beds at Marlborough House, 3 to more specialist provision out of area.  The average length of stay as an inpatient was 164 days, although the median stay was x days, reflecting the complex needs of a very small number of CYP.

Between 2009 and 2012 OHFT were jointly commissioned by Wiltshire CCG and B&NES CCG to provide generic CAMHS beds and specialist community CAMHS (Tier 3).  Since 2012 NHS England specialists have commissioned all CAMHS inpatient beds on behalf of CCGs.  

The community Outreach Service for Children and Adolescents (OSCA) works particularly closely with inpatient facilities at Marlborough House, Swindon and Highfield Unit, Oxford to ensure that admissions are appropriate and timely, and that CYP are discharged as soon as they can be supported in their own homes.  

The new Transformation Plan investment in specialist Eating Disorder Services may reduce both the need for some inpatient admissions associated with EDs and the length of stay required for those who are admitted.  In addition, by ‘in reaching’ into acute hospitals the ED Service should also be able to reduce the length of stay in acute hospitals to those CYP with EDs who present with advanced physical deterioration.  

In the near future there may be a national re-procurement of CAMHS beds, and local CCG commissioners are committed to working closely with NHS England to ensure that appropriate provision is secured for CYP from B&NES.  The SW Strategic Clinical Network (SWSCN) facilitates discussions between NHS England, CCG commissioners and local CAMHS providers, and local children’s health commissioners attend regularly and contribute to SWSCN’s work.

In addition, there is a joint NHS England and CCG Co-Commissioning group which meets monthly.  CAMHS is one of the top 5 key priorities on the co-commissioning agenda 

f. Liaison and Diversion Services, also known as Court Assessment and Referral Service (CARS)

CYP from B&NES have been in receipt of the nationally specified and commissioned all-age Liaison and Diversion (L&D) services.  L&D practitioners are based at the local custody suite (Keynsham) and aim to improve early identification of a range of vulnerabilities, (including but not limited to mental health, substance misuse, personality disorder and learning disabilities), in people coming into contact with the youth or criminal justice systems. Further to identification and assessment, individuals can be referred to appropriate treatment services so contributing to an improvement in health and social care outcomes, which may in turn positively impact on offending and re-offending rates. At the same time, the information gained from the intervention can improve fairness of the justice process to the individual, improve the efficiency of the criminal justice system, and ensure that charging, prosecuting and disposal decisions are fully informed.  If offenders receive non custodial sentences then this may be on condition that they agree to engage with relevant support services.  The L&D service may offer support to their first appointment and the capturing of outcomes.

Due to the possibility of some young offenders already ‘being known’ to CAMHS, the local CAMHS provider, OHFT has created a Memorandum of Understanding with AWP, to local L&D service.  This clarifies working arrangements when the L&D service has concerns about a young person in custody or at the court or when CAMHS are contacted about someone who they think would benefit from an L&D assessment. 




In September 2015 a review of the Memorandum of Understanding concluded that arrangements were working well.

g. Crisis Concordat 

The Crisis Concordat review and action plan is a joint plan between statutory public, community and third sector organisations in B&NES.  The B&NES Mental Health Crisis Care Concordat sets out how organisations will work together better to make sure that people get the help they need when they are having a mental health crisis.
The Concordat focuses on four main areas:  Access to support before crisis point, urgent and emergency access to crisis care , quality of treatment and care when in crisis, recovery and staying well.  
Oversight of the B&NES plan is via a Crisis Concordat Task Group with all agencies represented by senior local staff (this includes children’s and adults mental health commissioners, substance misuse commissioner, police, acute trust, CAMHS, AWP, community services, ambulance service). The plan includes consideration for children and young people in mental health crisis and was commended for its strong partnership approach.

The latest copy of the review and action plan is here


 

The CAMHS service forms part of the Crisis Concordat within B&NES.  Regarding urgent and emergency access to crisis care, all young people up to the age of 18 who present at the local acute hospital (Royal United Hospital Bath) following an act of deliberate self-harm and who are admitted to either the Paediatric ward or the Observation Ward are assessed the following day by a clinician from the CAMHS Team. A full assessment of their mental health needs and mental state is undertaken and follow up assessment / intervention offered as appropriate to their needs. 
There is a national determination to ensure that no young person is inappropriately detained in police cells by ensuring that there is sufficient provision of Place of Safety facilities for young people to be assessed under Section 136 of the Mental Health Act. Children and young people who are detained by the police under the Mental Health Act, are currently taken to a Place of Safety at Southmead Hospital in Bristol.  To reduce the risk of children and young people being taken the Southmead unnecessarily, the Police Service and the CAMHS service have recently implemented a protocol in which the police consult the local CAMHS service before deciding to transport the CYP to Southmead.



5. Commissioning 

B&NES CCG and LA have had integrated commissioning for a number of years, across a number of children and young people services. This has been further enhanced with Public Health becoming part to the Local Authority commissioning arrangements in 2014.  More recently, the LA/CCG are working with other partners , including schools to maximize the use of resources, and a number the more recent pilots identified in Table 4 are being co-produced with schools.  

Responsibility for commissioning local EHWB services lies with a number of agencies; CCG, Early Years (LA), Youth Service (LA), Schools and Colleges (LA and academies), Specialist Commissioning (National Commissioning Board), Public Health (LA) and Voluntary Sector funding. A model of comprehensive service provision is reproduced in Appendix 3.

Table 4: Services currently (October 15) commissioned to support the Emotional Health of Children and Young People 






Previously there have been 7 EHWB strategic action plans for Bath and North East Somerset, the latest one dated 2014-2017.  Significant progress has been made in the priorities identified within the previous strategies.  

a. During the current year 2015/16, the following developments have been prioritised:

1. The consideration and development of a single point of access or ‘single front door’ to enable practitioners, parents/carers and CYP to contact and thereafter receive, at the earliest opportunity, the most appropriate help.
2. To improve school/college/CAMHS liaison by introducing ‘Resilience Hubs’ at each school and college.  These Hubs will provide opportunities for monthly face-to-face meetings where CAMHS link workers, selected school/college staff, school/college nurses and independent counsellors can meet for consultation, training and mutual support.
3. To increase the level of therapeutic support offered to statutory social workers and parents/carers who are struggling to prevent the breakdown of fostering and adoptive placements.  This will take the form of a CAMHS psychologist being seconded to the LA placements team.  This additional service is being introduced as an attempt to readdress the inequality of Looked after Children who frequently suffer a higher incidence of mental ill-health.  
4. To further increase the skills of a number of practitioners who work directly with families and schools whose younger children/pupils display behaviours  which present barriers to learning
5. To improve the digital guidance for national and local EHWB services.  This will include the published Transformation Plan, suggestions for CYP self-care, guidance for referrers etc. all presented in an informative and accessible manner.
6. To pilot a children and young people’s on-line counselling service.
7. Ensure that transitions to adults services for all CYP, including those with EHCP plans, are well managed.


b. Since April 2015 a number of developments to support the transformation plan have begun:

1. Pilot - Extended CAMHS support: for > 18 y/o’s who were receiving CAMHS interventions when they turned 18 and, although they are particularly vulnerable, do not meet the referral criteria for adult mental health services.  This cohort will include, but is not restricted to, Care Leavers and will provide intensive emotional support.
2. Pilot - Early Intervention in Psychosis:  Pilot to improve fidelity to the early intervention in psychosis model by building links with CYP substance misuse, developmental disorder, CAMHS, schools and other services.
3. Pilot - School Based Counselling:  Independent counsellors have been commissioned to provide individual ‘drop in’ advice sessions and formal counselling sessions at seven secondary schools from September.  
4. Pilot - Resilience Hubs: (See above) These complement school based counselling and have also started in the new academic year. 
5. Pilot - Mindfulness Pilot: 32 members of staff from 2 secondary schools have undertaken an 8 week Mindfulness course. 2 staff from each school will now be trained to deliver Mindfulness in Schools sessions/resources directly to young people.  
6. KS4 resource packs: Mental Health PSHE Resource packs for Key stages 3&4 are being developed in partnership between School Improvement and the CAMHS participation group. 
7. Specialist Family Support and Play re-procurement: A review has resulted in a new combined service model being procured to provide early intervention with 5-13 years olds with a range of emotional and social issues.
8. Protocol between CAMHS and police:  has been implemented to reduce inappropriate attendances at the S136 suite.
9. Pilot - CAMHS self-referral for 16 and 17 y/o’s: is being trialled by provider
10. ASD support service:  Additional SLT sessions have been commissioned to ‘speed’ up ASD diagnosis and a new parent support worker will visit families whose children with ASD refuse to attend school. 
11. Eating Disorder Specialist service: Agreeing new service model with provider and neighbouring CCGs

Some of these developments are included in the tracker spreadsheet.
NOTE The strategic group are still currently working at conceptualising and describing services and pathways using the outcomes suggested by the Liverpool model (as opposed to Tiers), i.e.

· Improved environments so that C&YP can thrive
· Increased identification of C&YP with early indicators of distress and risks 
· Reduction in mild to moderate distress
· Reduction in the development of moderate to severe distress
· Reduction in life long distress


6.     Children and Young People participation

In B&NES, children and young people’s views are used effectively and consistently to influence change, shape services, improve practice and service delivery and have so for a number of years. Children and young people contribute through models of co-production as set out in the Service User Engagement Framework (Commissioning Framework), Children In Care Councils, democratic processes, strategic development, the Children and Young People’s Plan, the Early Help Strategy and through the groups that have been set up to hear the voices of seldom heard minorities. 

The framework which provides guidance to help involve children and young people in the commissioning of services is currently being re-drafted.  The greatest challenge is to engage young people who are not existing or potential users of a new commission.




The local 2014-2017 Participation Strategy sets out the locally agreed definition of participation and identifies the benefits of participation not only to children and young people but also to the adults who work with them, the organisation and services that are provided, and society as a whole. LINK 

OHFT CAMHS service, having been the lead provider in the regional CYIAPT collaborative for the last 3 years, has developed effective CYP participation in line with the principles outlined in Delivering With, Delivering Well (reproduced in Appendix 4).  The CAMHS participation group is usually consulted about pilot developments and is particularly key in suggesting and approving written and digital resources.   

A very recent consultation by the local Youth Forum suggests that CYP 
· do not always comprehend the range of services available, 
· still perceive a stigma around mental health problems  and 
· would prefer to be informed of self care and further information in a variety of ways.

Further consultation is planned to determine the most appropriate website to host the Transformation Plan and to signpost useful digital resources.


7.     Transformational Funding 

B&NES is served by all elements of the model outlined in Appendix 3.  Children’s services are detailed above (Table 4) and are provided by a range of organisations including the LA, Sirona Care and Health, Oxford Health NHS Foundation Trust and smaller voluntary organisations.  

Some of the proposals for driving improvement within the Transformation Plan will be cost-neutral, requiring a different way of helping C&YP within existing resources. However, the Government has committed additional monies to local areas based on the standard CCG allocation formula. For B&NES this is £333,463 per year.  £95,191 has already been received by the CCG and this must be spent on improving the C&YP Eating Disorders Service. Pending approval of the Transformation Plan, the CCG will receive another £238,272 for 15/16 and thereafter £333,462 per year. 

The proposed distribution for 15/16 funding is as follows:

	
	
	

	1
	Eating Disorder (includes training)
	95,191

	2
	Therapeutic support for social care (6 months)
	32,500

	3
	development of digital resources incl TP publishing, incl map of medicine
	10,000

	4
	workforce capacity building (Theraplay,Thrive, Attachment Aware etc)
	55,000

	5
	college resilience hubs (includes staff training)
	5,000

	6
	school resilience hubs  (includes staff training)
	41,000

	7
	online counselling
	16,000

	8
	school counsellors attending school Hubs
	10,500

	9
	nuture outreach service in primary schools
	40,000

	10
	commissioning capacity (7 months)
	6,021

	11
	CYP/parent/carer consultation/coproduction/
	5,000

	12
	stakeholder event -launch of resources and co-production of 16/17 plans
	2,250

	13
	support for parents of 'non-engaging' children (scoping)
	5,000

	14
	independent evaluation and consideration of 'single point of access'
	10,000

	
	
	333,462






[bookmark: _GoBack]Funding (once agreed) to implement the plan will be monitored via the national Transformation Plan tracker excel spreadsheet.  

8. Governance

· The EHWB Strategy Group acts as a sub-group for the Children’s Trust Board and are required to produce 6 monthly reports to the Children’s Trust Board, LSCB and Health and Wellbeing Board as well as an annual review of performance.   
· Formal monitoring of the Transformation Plan will be via a subgroup of the EHWB Strategy Group. Although this group does not include a CYP representative, the CYP Equalities Group will also receive the same 6 monthly report for scrutiny and comment. (This group includes representatives from the various children and young people participation groups and school equalities teams across B&NES including CAMHS service users, Children in Care, Youth Forum and the Member of Youth Parliament)
· There are strong links to the Local Safeguarding Children’s Board (LSCB) with the EHWB group’s social care representative also being a member of the LSCB.
· The CCG Children’s Health Commissioning Project Manager engages with mental health events facilitated by the SW Strategic Clinical Network and the SW CAMHS Operational Delivery Network and contributed to the Commissioning better CAMHS in the South West, Oct 2014.  This forum will continue to be used to give/receive national guidance and to share ideas, experiences and good practice.  
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Appendix 2 

Table 1: Protective factors potentially influencing the development of mental health problems and mental disorders in individuals (particularly children) 

	Individual
factors

	Family
factors
	School
context
	Life events and
situations
	Community and
cultural factors


	Easy
Temperament

adequate
nutrition

attachment to
family

above average
intelligence

school
achievement

problem solving
skills

internal locus
of control

social
competence

social skills

good coping
style

optimism

moral beliefs

values

positive self-related
cognitions

physical
activity

	supportive
caring parent

family
harmony

secure and
stable family

small family
size

more than two
years between
siblings

responsibility
within the
family (for
child or adult)

supportive
relationship
with other
adult (for a
child or adult)

strong family
norms and
morality

	sense of
belonging

positive school
climate

pro-social peer
group

required
responsibility
and
helpfulness

opportunities
for some
success and
recognition of
achievement

school norms
against
violence
	involvement with
significant other
person
(partner/mentor)

availability of
opportunities at
critical turning
points or major life
transitions

economic security

good physical
health
	sense of
connectedness
attachment to and
networks within the
community

participation in
church or other
community group

strong cultural
identity and ethnic
pride

access to support
services

community/cultural
norms against
violence





Table 2: Risk factors potentially influencing the development of mental health problems and mental disorders in individuals (particularly children)  
NB: the following tables list influences on the development of mental health problems not  the causes.

	Individual
Factors

	Family/social
factors

	School
context

	Life events and
situations

	Community and
cultural factors

	Prenatal brain damage

Prematurity

birth injury

low birth
weight, birth
complications

physical and
intellectual
disability

poor health in infancy

insecure
attachment in
infant/child

low
intelligence

difficult
temperament

chronic illness

poor social
skills

low self-esteem

alienation

impulsivity

alcohol misuse

	having a teenage
mother

having a single
parent

absence of father
in childhood

large family size

antisocial role
models (in
childhood)

family violence
and disharmony

marital discord in parents

poor supervision
and monitoring of
child

low parental
involvement in
child’s activities

neglect in
childhood

long-term
parental
unemployment

criminality in
parent

parental
substance misuse

parental mental disorder

harsh or
inconsistent
discipline style

social isolation

experiencing
rejection

lack of warmth
and affection

	Bullying

peer rejection

poor
attachment to school

inadequate
behaviour
management

deviant peer
group

school failure

	physical, sexual
and emotional
abuse

school
transitions

divorce and
family
break up

death of
family
member

physical
illness

unemployment,
homelessness

incarceration

poverty/
economic
insecurity

job insecurity

unsatisfactory
workplace
relationships

workplace
accident/
injury

caring for
someone
with an illness/
disability

living in nursing
home or
aged care
hostel

war or
natural disasters


	socio-economic
disadvantage

social or
cultural
discrimination

isolation

neighbourhood
violence
and crime

population
density and
housing
conditions

lack of support
service
including
transport,
shopping,
recreational
facilities



Reproduced from: Commonwealth Department of Health and Aged Care 2000, Promotion,
Prevention and early intervention for mental health-a Monograph, Mental Health and Special
Programs branch, Commonwealth Department of Health and Aged Care, Canberra. Quoted
in Making it Happen (DH 2001).
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YOUNG PARLIAMENT June 25th 2015 

Me, Myself, My School



This was the 3rd Young parliament to be held in B&NES and for this year’s event St Mark’s School, Bath was chosen as the host school. There was a core group of pupils from St Mark’s, who under the direction of Ms Stella Pakeman, Student Leadership, helped with the coordination and running of the day. Sarah McCluskey, Strategic Commissioning Officer and Claire Gueye, Personal Assistant spent time in the weeks leading up to the Parliament, planning the event with the team from St Mark’s and the workshop leaders. 

Following a short spiritual reflection, an opening address was given by St Mark’s Head Teacher, Mr. Ash and then Ed Joseph, member of the Youth Parliament gave an inspired speech about democracy and his role as a member of the National Youth Parliament and the local Youth Forum.

Over 11 schools and 55 pupils then came together to debate and participate in four themed workshops under the generic theme of Me, Myself, My School. 

Four separate workshops were run by students in collaboration with an adult leader.  Young people vigorously debated their selected theme within their workshop, in order to produce a compelling presentation for the whole parliament to vote on. 

Workshops 

A. Curriculum for Life

Lisa Mukherjee – Participation Project worker, Ed Joseph MYP, Beccy 



B. Preparing for the Next Steps

Jamie Luck – Project Director Mentoring Plus, Sam Maggs, Steve Gogulein, Steve Newcombe University of Bath (Widening Participation)



C. Ways to Well Being, Mind, Body and Soul

Barry Grimes – Your care, Your Way, Dee Chaddha – Strategic Planning Office, St Mark’s Pupils - Moyra, Billy, Maria, Donna



D. Power to the Pupils - how far should pupils be involved in the running of the school?  

Kate Murphy PSHE lead, Holly Dando, Equalities Champion, Chew Valley School, St Mark’s Pupils - Freddie, Kiera
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What Young People said on the day...?



“We need broader PSHE lessons; we need people from outside to come and talk to us about real jobs”.



“There needs to be change in the way the curriculum is planned - by helping to change your curriculum, you can change your life. GCSE’s need to be changed”.



“There needs to be a change in the way we are taught. Not everyone can learn in the same way”.





Workshop A

Curriculum for Life

Report written by Ed Joseph MYP & Lisa Mukherjee, Participation Development worker at Off the Record

We focused on PSHE because at the time, there was no statutory curriculum and thus the young people’s say would be more meaningful because there is a chance of them helping shape the curriculum. The young people’s ideas are being used to inform the B&NES Youth Forum Curriculum for Life campaign. B&NES Youth Forum and the Senior in Care Council (SICC) will be inviting Kate Murphy, Council PSHE lead to a meeting to inform her of what young people want. Furthermore, Ed Joseph, Member of Youth Parliament will be taking this forward with head teachers also.

We would also like to highlight that the Norton Hill PSHE teacher was present and actively involved with the debate and discussion at our workshop - having an invaluable contribution and allowing the young people to see both sides of the coin, as well as her being able to hear what was important to the young people. The young people were informed about the PSHE CPD course funded by Public Health, which teachers can take part in to improve their practise and have been asked to promote it at their school.

Below are all of the topics which young people felt should be in a curriculum for life. 

The top three topics chosen and which formed the content of the presentation are highlighted in bold:

· First Aid e.g. Knowing how to help someone in an emergency, when to dial 999 and the recovery position

· Politics e.g. Getting young people involved, engaged and educated.

· Mental Health e.g. Knowing different disorders, challenging stigma and understanding which services to access and when.

These were the topics which young people felt should also be considered for discussions in PSHE:

· Finance skills including how to apply for a mortgage and managing pensions

· Careers Advice / Further Education Advice

· Sexual Health and healthy relationship education

· Sustainable Living / Independent living e.g. knowing how to cook

· Citizenship e.g. giving to the community







Workshop B

Next Steps - Does school and college prepare us all for what we want to do when we leave?



		

POSITIVES OF SCHOOL



		

NEGATIVES OF SCHOOL



		Free education

		Inappropriate curriculum



		Equality

		Not modern



		Freedom

		Irrelevant



		Safety

		Designed by wrong people - government out of touch with schools



		Balance

		Sexist



		Work and Life

		Too much push for University



		Encourages social life

		Competitive (grades)



		Careers

		Wrong skills



		PSHE

		Not enough options



		

CONCLUSIONS



More appropriate ideas and a curriculum which prepares you for life to include:



· Much more guidance

· More useful PSHE on life skills rather than sex and relationships

· Better careers guidance

· More people from outside to talk to us about real jobs

· How do we prepare to pay bills or pay rent

· How much will it really cost at Uni

· More choices about sports and arts jobs

· More information about politics and what is happening in the world

· More vocational choices - not everyone can do exams well

· Better access and lower costs for young people wanting to access facilities e.g. swimming pools, community spaces 

















Workshop B Presentation

Students talked about themselves and what they need, working in pairs and talking about each other’s needs and aspirations – values and importance of individuals 

School does a good job overall in preparing young people academically, but it doesn’t allow time for wider discussions about life skills.

Too much push from Year 10 onwards for University. There needs to be thought given to apprenticeships, internships, volunteering, opportunities abroad post 18.

Many factors outside school / college influence and impact on young people, schools need to take this into account more.

Young people don’t know enough about how they can influence politicians.
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Workshop C

Ways to Wellbeing – Mind, Body and Soul



The workshop identified main priorities for the Presentation

· Anxiety and worry

· Healthy eating

· Exercise

· Body image

· Access to services





Workshop C Presentation 

Anxiety and Worry - There needs to be:



· More education around self-harm

· Young people to share experience of mental health

· PSHE to focus more on mental health



Healthy eating - There needs to be:



· Price of healthy food cheaper

· Make posters promoting healthy food

· Make healthy food more attractive



Exercise - There needs to be:



· More positive media presentation

· Less age restrictions on gym equipment

· Fitness videos available to students



Body image - There needs to be:



· More out of school opportunities (youth clubs)

· More education about body image – PSHE

· More money to schools for out of school clubs



Access to services - There needs to be:

· More youth and sports clubs in and out of school

· Facilities to be promoted more widely

· More support / praise for well-behaved children
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Pastoral care

Talking/telling people

Counselling

Youth clubs

Other therapy

Helplines (childlines)

Hobbies/distractions (sport/dance etc.)






















Workshop D Power to the Pupils 



“How can pupils be more involved in the running of the school?”

Organisation 

· Pupils to attend staff meetings / part of leadership team meetings to raise issues and get feedback about what has happened as a result 

· Student are on interview panels for recruitment of staff , are able to choose questions and receive training to do this 

· A system is in place for pupils to be involved in the review / assessment of staff 



Equalities 

· All pupils should have the opportunity to be involved in leadership / school council activities (including younger pupils and “naughty pupils” )

· Pupils should be involved in helping stamp out racism, homophobia etc.



Extra-Curricular Activities 

· Pupils should have a say in the types of  trips, clubs, activities being offered 



Curriculum

· Pupils should  be more involved in planning , development and delivery of lessons 

· Staff should outline the relevance of topics to life outside school 

· More lessons on financial education (bills, taxes) 

· More outdoor education 



Workshop D Presentation

· The curriculum needs a broader skills base 

· Pupils need to be more involved in the recruitment and ongoing assessment of staff

· Pupils should be able to attend staff meetings 

· More extra-curricular activities 

· Better use of school facilities

· Look at streaming some classes as some pupils really struggle
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EQUALITY IS LIKE CAKE!!!





		

Not everyone gets the same size piece - Some people do not get the same opportunities.



Some people get the decorations - Some people get perks or can easily get things others can’t.



Birthday person always gets the first slice - Some people get priorities to certain opportunities. Sometimes favouritism takes place.





		

Everyone likes cake but not everyone gets a fair slice!!!











Voting

Following the presentations, delegates were asked to cast their votes to select the presentation that had the most impact on them. The workshop ‘Power to the Pupils’ received the highest number of votes.







Plenary

Mike Bowden gave his thanks to everyone for their contributions to the day and for the range, depth and content of the presentations. In particular he highlighted the importance of Wellbeing and how we all needed to be aware of how we and others are feeling. The chairman also gave his overview of the presentations and reflected on how politics impacts on us all. The final address was given by Freddie – a St Mark’s Pupil.

Next Steps for schools during 2015 - 2016

· Ed Joseph to visit School Leadership Teams early in the Autumn Term to discuss how pupils could be more involved in the running of schools. 

· PSHE to be more reflective of next steps in life post 16 and well-being.

· This report will be presented to the Policy, Development and Scrutiny Panel (in September), Schools Forum and will be circulated to all schools. 



Grateful thanks to St Mark’s’ School for their excellent hosting of the day and in particular, Ms Stella Pakeman - Student Leadership. Additional thanks to all pupils, teachers, helpers, and to everyone who attended and contributed to this very enjoyable and successful event. 

We look forward to welcoming you back in 2016 to the next Young Parliament.
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Schools in Attendance

1. Chew Valley School

2. Three Ways School

3. Fosseway School

4. Writhlington School

5. Prior Park School

6. Oldfield Academy

7. St Mark’s School

8. Norton Hill School

9. Broadlands School

10. St Gregory’s School

11. Wellsway School



Other Attendees

Chairman of the Council - Cllr Ian Gilchrist

Deputy Chairman of the Council - Cllr Martin veal

Leader of the Council - Cllr Tim Warren

Lead Member for Children’s Services - Cllr Michael Evans

Director Children and Young People, Strategy and Commissioning - Mike Bowden

Senior Commissioning Manager, Specialist Services - Mary Kearney-Knowles

MC for the afternoon - Shyam Sawhney- Equalities Champion Norton Hill School 
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Primary School Parliament 2015

Me, Myself, My School











PRIMARY PARLIAMENT June 16th 2015



Me, Myself, My School





We had very good representation from schools across B&NES, 34 Infant, Junior and Primary schools attended as did one independent school, bringing with them a total of 116 pupils.



The day was hosted by the Chairman of the Council Cllr. Ian Gilchrist. 



We had some fantastic introductory presentations from e-teams telling us about their work over the last year:-



Bathampton Primary  	Anti Bullying and Equalities ( Evie and Cameron)

Fosseway 			Lunchtime Clubs (Jamie and Rose)

Welton 			Values Ambassadors (Matilda, Charlie, Maisie, William)



Following the introductions, one group of Key Stage 1 and three mixed groups of Key Stage 2 children joined workshops, all linked to the theme of Me, My Self, My School 



Workshops



Key Stage 1 



Me, Myself, My School

Workshop Leaders: Alice McColl - Strategic Commissioning Officer, Jo Lewitt - Public Health Developing and Commissioning Manager



Key Stage 2



A. Could pupils have more say in what they get taught and how can everyone have an equal say?

Workshop Leaders: Sarah McCluskey, Strategic Commissioning Officer, Holly Dando Equalities Champion Chew Valley School.  Notetaker Dee Chadda



B. How important is the health of the whole pupil?

Workshop Leaders: Lisa Mukherjee - Participation Development Worker Off the Record, Beccy, Mocca, Fiona from B&NES Youth Forum



C. How can pupils help make their schools better places?

Workshop Leader: Liz Spincer - Saltford Primary.  Notetaker: Hannah Greatorex



After a healthy lunch, each workshop gave its presentation.



















KEY STAGE ONE Presentation



KS1 Pupils drew around themselves and then decorated their pictures. They all thought about their school and which aspects they would like to make better or change. They then thought about and agreed, which ideas they would like to share with everybody and these became their…. 



GOLD IDEAS



Improve outdoor play by:-



· Having a trampoline

· Planting more trees

· Learning and making up new games

· Encouraging everyone to play 

· To care for everyone at playtime

· Having playground helpers

· Having a big tent outside for when it’s raining

· More ‘thinking’ areas outside with plants where you could sit

· A big pirate ship and pirate days

· More forest schools

· A skate park area 





· Improve the school by:-



· Better school dinners

· No bullies 

· To show respect to someone at least once a day

· Everyone could have an iPad

· More lunchtime clubs

· More trips out

· Clearing up litter

· Have a class pet

· Planning more lessons outside

· Have Y6 come and read to reception class

· School councillors to give ideas in assemblies.





· 


KEY STAGE TWO Presentations



Group A 

Could pupils have more say in what they get taught and how can everyone have an equal say?



The pupils worked in small groups to discuss the 5 ‘Tops’ and 5 ‘Pants’ things about their school:





5 Tops



· Everyone feels included in my school

· Being creative

· Having fun in lessons

· Helping more

· Swapping round classes



5 Pants



· Teachers don’t let you plan more, they don’t ask you want you want to learn about your topic

· Teachers choosing the same people

· Seats aren’t very comfortable

· Teachers need to be (more) listening

· Things aren’t fair and we aren’t told why





Workshop A Presentation



Role Play 



Teacher and Pupil -  Pupil asking teacher if they can help with more planning of class timetable. 

Teacher agreeing and pupils organising a small group to work with the teacher to help more.



Poster - Ideas that on a Friday afternoon time could be spent with the teacher and whole class discussing what has gone well that week and what has not gone so well and why.

Agree some things to do to make it better for the next week



Traffic Lights Poster



When pupils return their work to their teacher they could mark it themselves before handing it in with a red, orange or green star. 

The teacher would then know how much the pupils learnt or enjoyed the lesson / activity.



Red - They didn’t really get it or understand what they were being asked to do



Amber - They understood, but didn’t enjoy it



Green – They totally understood and really enjoyed it








Possibilities



The group explained about the benefits to be had to teachers and pupils when they work together.





Teacher Possibilities



· It will make for fair learning

· Make learning more enjoyable to teach

· Make work easier to plan

· Have more idea about what pupils want

· Knowing how pupils feel

· Pupils would have to have more responsibility

· Helps pupils develop more maturity

· Enable good decision making for pupils and teachers

· Help with understanding of pupils and teacher directions

· Gives children and teachers chance to collaborate





· Pupil Possibilities



· Children will be more confident

· Makes work more creative

· Helps you understand your learning more

· Gives pupils a say in their learning 

· We think it’s a good idea to help the teachers more because you can make the lessons more fun but still educational

· It’s good to be let free





· 


Group B 

How important is the health of the whole pupil?



Workshop consisted of:

· Icebreaker – pass the smile

· Line activity 

· Where do you stand? 

· Ballot vote 

· Poster making/presentation practice 



Workshop attended by 20 Key Stage 2 Primary Children from schools across B&NES.

Workshop Feedback



































Report by Mocca Arapé member of Youth Forum who helped with the workshop

Primary parliament was a very interesting experience for all involved. I think it was good for the young people to be able to work with opposing views to theirs and argue their points (such as in the ‘Where do you stand?’ activity). 



Also, the day helped their presentation skills having to stand up in front of a large crowd. I found it very exciting working with children who are building their skills to become more articulate and who are a younger age group. I think the day helped my workshop skills, having to support a group of younger people. 



All in all, it was a very beneficial experience for everybody who took part. 






Workshop B Presentation 



Keeping Active –  Role Play



Lazy v Sporty - being active is much more fun.

Sport that you enjoy makes you feel better about yourself and your whole body.



Doing things you are good at enjoy

 

Exercise keeps your heart and mind healthy and you are less likely to develop issues.

Everybody is good at something

Recognise that we all have skills to share and can help each other



Accepting who you are 



Do your best and believe in yourself, think positive, no-one is perfect and always do what you enjoy. Good friends are important. We are all different. 







Group C

How can pupils make their schools better places?





The pupils worked in small groups to discuss the 5 ‘Tops’ and 5 ‘Pants’ things about their school





5 Tops



· Outdoor learning

· Making lessons more entertaining

· Letting pupils choose more of the topics

· More support in the classroom

· Peer teaching between pupils







5 Pants



· More explanation about why you can’t do something

· Noise in class

· Not enough places to be quiet in

· Equipment sometimes not good

· Dinners not good and having different lunch times










Workshop C Presentation



B.E.T.T.E.R



		B

		

Buddies - link with other year groups

Better dinners

Bully boxes

Budgets - help with fundraising





		E

		

Entertain - important students have fun, so they learn more

Explain - teachers need to explain why the rules are there

Environment - do more outdoor learning

Equipment- Important that equipment is good





		T

		

Times in the day -  Lunchtimes, playtimes being kind to each other,

at the end of the day time to chat

Tidy - Tidy environment don’t litter

Take responsibility





		T

		

Topics - Pupils should choose sometimes

Thinking Spaces - outdoor thinking garden





		E

		

Events for charity - fundraising

Exciting days - Pupils to plan

Equality - for all





		R

		

Raise money - good for good ideas

Relationships - keep them positive











Plenary



Ashley Ayre thanked everyone for their hard work and fantastic presentations. 

There was no vote taken as there was a fire alarm and we had to evacuate the Guildhall. The pupils all acted sensibly and were a credit to their schools. Although no vote took place, all the presentations had equal value and the ideas expressed will be taken forward.



The Mayor Cllr. William Sandry gave the final address in which he spoke about himself and the fact he was bullied at school and how this had affected him. He acknowledged that it is very important that bullying is tackled at school and to accept yourself. 













Next Steps for schools during 2015 - 2016











Key Stage 1 Key Points:



· More opportunities for Year 6 Pupils to work with Key Stage 1 pupils, reading to reception, coming into classes  to help, supporting in the playground.

· Better playtimes.





Key Stage 2 Key Points: 



· More outdoor learning opportunities.

· Pupils and teachers to collaborate more in planning.

· Pupils to be given and take more responsibility.

· Introduction of a Traffic Lights system for pupils to mark their work before handing it in. Red / Amber / Green to indicate to teachers how well pupils have  understood or enjoyed a lesson or activity.

· To have more opportunity to be active.

· Accepting yourself for who you are.







This report will be presented to the Policy, Development and Scrutiny Panel in Sept, Schools Forum and will be circulated to all schools in Sept 2015. 







Thank you to all pupils, teachers, helpers, and to everyone who attended and contributed to this very enjoyable and successful event. We look forward to welcoming you back in 2016.



























Schools in attendance



1. Academy of Trinity 

2. Bathampton Primary

3. Bathford C of E Primary

4. Bathwick St Mary, 

5. Castle Primary

6. Chandag Juniors 

7. Farrington Gurney CofE E Primary 

8. Fosseway School 

9. Freshford C of E Primary 

10. King Edwards Juniors 

11. Longvernal Primary 

12. Marksbury C of E Primary 

13. Newbridge Primary 

14. Oldfield Park Infants 

15. Paulton Infants 

16. Paulton  Juniors 

17. Peasedown St John Primary 

18. St John’s

19. St Keyna 

20. St Martin’s Garden Primary 

21. St Mary’s CofE E Writhlington 

22. St Nicholas C of E Primary

23. St Saviours Infants

24. St Saviours Junior

25. St Stephens C of E Primary

26. Saltford C of E Primary 

27. Swainswick C of E Primary 

28. Threeways School 

29. Welton Primary 

30. Westfield Primary 

31. Weston All Saints C of E Primary 

32. Whitchurch Primary

33. Widcombe Infants 

34. Widcombe C of E Primary



Other attendees



MC - Chairman of the Council, Cllr Ian Gilchrist

Leader of the Council, Cllr Tim Warren

Mayor of Bath, Cllr William Sandry

Strategic Director People and Communities, Ashley Ayre 

Director Children and Young People - Strategy and Commissioning – Mike Bowden

Director of Public Health- Bruce Lawrence
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Next Primary Parliament - Spring 2016 (TBC)

Ballot Result

Talking About Your Feelings	Keeping Active	Eating Well	Drinking Sensibly	Keeping in Touch	Asking for Help	Taking Breaks	Doing things you're good at 	Accepting Who You Are	Caring for Others	1	7	0	2	0	0	0	3	6	1	





		10

		Primary Parliament Report 2015







image2.png

Bath & North East
Somerset Council






image3.jpeg







image4.png

0[5 [%]

AONITHOXT
OIAR S
HIHNOLSND






image5.jpeg

e







image1.png

Bath and North East Somerset
Clinical Commissioning Group







image4.emf
CYP IAPT Key Facts  Document Sept 14 (1).pdf


CYP IAPT Key Facts Document Sept 14 (1).pdf
iapt NHS

Improving Access to Psychological Therapies England
Chlldren ' oung l eople’s l mprovingAccess to I sychological l herapies
What is CYP IAPT?

The Children and Young People’s Improving Access to Psychological Therapies programme (CYP IAPT) is a service
transformation programme delivered by NHS England that aims to improve existing Child and Adolescent Mental
Health Services (CAMHS) working in the community. The programme works to transform services provided by the
NHS and partners from Local Authority and Third Sector that together form local area CAMHS Partnerships. It is
different to Adult IAPT as it does not create standalone services. The programme began in 2011 and has a target to
work with CAMH services that cover 60% of the 0-19 population by March 2015.

How does CYP IAPT work?

CAMHS Partnerships that join CYP IAPT become part of a Learning Collaborative. Each Learning Collaborative
includes a Higher Educational Institution (HEI) which provides training to existing CAMHS staff set out in the CYP
IAPT National Curriculum. The psychological therapies selected for the curriculum are NICE approved - however a
comprehensive CAMHS will offer other interventions. CAMHS Partnerships that are part of the programme are
also given resources to improve participation by children, young people and their families in service delivery and
design, and to carry out session by session routine outcome monitoring (ROM).

Where is CYP IAPT working?

The programme currently has five Learning Collaboratives working with services that cover 68% of 0-19 population:
B London and the South East with UCL/KCL HEI and 28 CAMHS partnerships

B Oxford and Reading with Reading HEI and 14 CAMHS partnerships
B South West with Exeter HEl and 8 CAMHS partnerships
B North West with Greater Manchester West HEI and 13 CAMHS partnerships
B North East with Northumbria HEl and 18 CAMHS partnerships
1 1
tCe f‘;\‘,s

i,

ePartnerships select staff to be
trained in core CYP IAPT
principles plus a course from
the National Curriculum:
eCognitive behavioural therapy
(CBT) for anxiety & depression
eParenting training for
behavioural & conduct
disorders (3 - 10 yr olds)

e Systemic family practice (SFP)
for conduct disorder (over 10s)
for depression, self-harm &
eating disorders

eInterpersonal psychotherapy
for adolescents (IPT-A) for
depression

eSupervisor training

e Transformational Leadership
Training

e Training for other staff in core
CYP IAPT principles regarding
evidence based practice & use
of ROM

eQutcomes measures selected

eRegular feedback and
outcome monitoring to
guide therapy in the room

that offer children, young
people, parents/carers and
professionals options to suit
need and practice

¢ A partnership with children,
young people and
parents/carers in service
delivery and design

e All measures are fully
validated with norms

oStaff undertaking therapy
training use ROM from the
start, and all staff by the end
of the year

*Building closer
relationships, integrating
specialist CAMHS and other
services (e.g.counselling
services)

*The data from ROMs
demonstrate the complexity
and achievements of CAMH
services

eLearning collaboratives
work together to offer
mutual support, problem-
solving and learning
networks eServices and commissioners
can use the data to inform

development

Collaborative Working & Participation
Routine Outcome Monitoring

Evidence Based Practice

For more information, please see www.cypiapt.org/
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NICE: Assessment of current practice against guidelines





		NICE GUIDANCE:

		

		DATE REVIEWED:

		

		SERVICE ASSESSED:

		



		Key Recommendations

		Level of implementation

		Evidence of current practice (audit results/ survey results)

Include actions as ‘working towards implementation’



		1.1.2 Providing good information and support

1.1.2.1 Patients and, where appropriate, carers should be provided with education and information on the nature, course and treatment of eating disorders.

1.1.2.2 In addition to the provision of information, family and carers may be informed of self-help groups and support groups, and offered the opportunity to participate in such groups where they exist.

1.1.2.3 Healthcare professionals should acknowledge that many people with eating disorders are ambivalent about treatment. Healthcare professionals should also recognise the consequent demands and challenges this presents.



		

 X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area





 X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area







 X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area



		



Extensive information is available on our Web site

and in our  Patient information packs & Carer’s packs which are given to all new patients along with a  List of complications



Each inpatient is allocated a Secondary Nurse who’s role it is to liaise with Carer’s on a regular basis. 







We provide a facilitated monthly support group for Friends and family.



Carer’s workshops are offered for Carer’s though our Family therapy service. 







There are several forums where issues of ambivalence are discussed regularly: in care planning meetings, Patient reviews, Clinical Planning, Referral and Allocation meetings.  



		1.2.2 Psychological interventions for anorexia nervosa

The delivery of psychological interventions should be accompanied by regular monitoring of a patient's physical state including weight and specific indicators of increased physical risk.

Common elements of the psychological treatment of anorexia nervosa 

1.2.2.1 Therapies to be considered for the psychological treatment of anorexia nervosa include cognitive analytic therapy (CAT), cognitive behaviour therapy (CBT), interpersonal psychotherapy (IPT), focal psychodynamic therapy and family interventions focused explicitly on eating disorders.

1.2.2.2 Patient and, where appropriate, carer preference should be taken into account in deciding which psychological treatment is to be offered.



1.2.2.3 The aims of psychological treatment should be to reduce risk, to encourage weight gain and healthy eating, to reduce other symptoms related to an eating disorder, and to facilitate psychological and physical recovery.

Outpatient psychological treatments in first episode and later episodes 

1.2.2.4 Most people with anorexia nervosa should be managed on an outpatient basis, with psychological treatment (with physical monitoring) provided by a healthcare professional competent to give it and to assess the physical risk of people with eating disorders.

1.2.2.5 Outpatient psychological treatment for anorexia nervosa should normally be of at least 6 months' duration.



1.2.2.6 For patients with anorexia nervosa, if during outpatient psychological treatment there is significant deterioration, or the completion of an adequate course of outpatient psychological treatment does not lead to any significant improvement, more intensive forms of treatment (for example, a move from individual therapy to combined individual and family work; or day-care or inpatient care) should be considered.

1.2.2.7 Dietary counselling should not be provided as the sole treatment for anorexia nervosa. 



Psychological aspects of inpatient care 

1.2.2.8 For inpatients with anorexia nervosa, a structured symptom-focused treatment regimen with the expectation of weight gain should be provided in order to achieve weight restoration. It is important to carefully monitor the patient's physical status during refeeding. 

1.2.2.9 Psychological treatment should be provided which has a focus both on eating behaviour and attitudes to weight and shape, and on wider psychosocial issues with the expectation of weight gain.

1.2.2.10 Rigid inpatient behaviour modification programmes should not be used in the management of anorexia nervosa.





		





X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area















X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area







X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area









X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area













X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area











X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area









X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area













X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area







X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area









X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area





		







There are 3 Psychological therapists and a family therapist providing a range of psychological therapies including CBT, DBT and systemic family therapy. 



Rio notes indicate that sessions regularly include monitoring of weight and consideration of indicators of physical risk in conjunction of with therapy. 











CBT-E is the predominant model in this service but other therapies including DBT, MI & IPT are also offered. Decisions about which treatment is most appropriate are made collaboratively with the patient and MDT following assessment.

Evidenced in Care plans and recorded on Rio.  















Carer’s views are taken into consideration where appropriate.

Family therapy is offered where this is agreed with the patient as appropriate. Recorded on Rio.









The focus of psychological treatment is to promote healthy eating, encourage weight gain (where appropriate) and reduce compensatory behaviours, whilst promoting psychological recovery and reduction in core symptoms such as low self esteem, poor, or distorted body image.  













Outpatient treatment is offered for patients who are able to engage appropriately in the community and are not medically compromised or at severely low weight. 

Medical monitoring for outpatients is in conjunction with GPs, weight monitoring is usually agreed with the therapist to be part of the sessions. Evidenced in Care plans, assessment recommendations and recorded on Rio. 











CBT treatment for Anorexia recommends 20-40 sessions which equates to at least 6months to 1 year of treatment (allowing for breaks). 

















Outpatients in our service are regularly reviewed and if they are deteriorating or not significantly improving in managing their symptoms this will be bought to the weekly team meeting. A CPA will usually be arranged and or if necessary they will be  fast tracked to day patient programme. Increased input from support workers to assist with behavioural and exposure work will also be considered, as would family work. Recorded on Rio and in Care Plans.  











Dietary consultation is available either directly with the dietician, or indirectly though the individual therapist. 









Inpatients physical obs and MEWS scores are monitored regularly and they are weighed twice weekly.

Inpatients are assessed for individual therapy, group programme and Occupational therapy programme on an individual basis.  Recorded on Rio. 













Inpatients are allocated to a nursing team and an individual therapist who work collaboratively using a CBT approach to eating behaviours, weight and shape and wider psychological issues. Evidence for this can be found in Care plans and notes recorded on Rio. 











		

		











		































		1.2.4 Physical management of anorexia nervosa

Anorexia nervosa carries considerable risk of serious physical morbidity. Awareness of the risk, careful monitoring and, where appropriate, close liaison with an experienced physician are important in the management of the physical complications of anorexia nervosa.





Managing weight gain 

1.2.4.1 In most patients with anorexia nervosa, an average weekly weight gain of 
0.5–1 kg in inpatient settings and 0.5 kg in outpatient settings should be an aim of treatment. This requires about 3500 to 7000 extra calories a week.





1.2.4.2 Regular physical monitoring, and in some cases treatment with a multi-vitamin/multi-mineral supplement in oral form, is recommended for people with anorexia nervosa during both inpatient and outpatient weight restoration.

1.2.4.3 Total parenteral nutrition should not be used for people with anorexia nervosa, unless there is significant gastrointestinal dysfunction.



		





X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area





















X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area





















X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area





X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area





		



Nursing team take physical obs and closely monitor patients (see obs charts) in consultation with GP who attend ward daily. GPs hold daily clinics and review patients urgently out of hours as necessary.

Risk assessments on Rio are updated regularly.  



Meeting QED standards



















Inpatients are weighed twice weekly and weights recorded on Rio.  Weight graphs used to indicate weight gain which is care planned with the patients. Weight gain of .75-1 kilo is weekly target for inpatients. 

Dietary intake is reviewed weekly and meal plans updated. Regular clinics are held with the dietician evidenced on Rio. 

Food and fluid charts are kept for inpatients uploaded to Rio. 























Vitamin supplements are prescribed for all inpatients via e-prescribing. 











This is not done. 



		Managing risk 

1.2.4.4 Healthcare professionals should monitor physical risk in patients with anorexia nervosa. If this leads to the identification of increased physical risk, the frequency of the monitoring and nature of the investigations should be adjusted accordingly.



1.2.4.5 People with anorexia nervosa and their carers should be informed if the risk to their physical health is high.

1.2.4.6 The involvement of a physician or paediatrician with expertise in the treatment of medically at-risk patients with anorexia nervosa should be considered for all individuals who are medically at-risk.

1.2.4.7 Pregnant women with either current or remitted anorexia nervosa should be considered for more intensive prenatal care to ensure adequate prenatal nutrition and fetal development.

1.2.4.8 Oestrogen administration should not be used to treat bone density problems in children and adolescents as this may lead to premature fusion of the epiphyses.

1.2.4.9 Whenever possible patients should be engaged and treated before reaching severe emaciation. This requires both early identification and intervention. Effective monitoring and engagement of patients at severely low weight, or with falling weight, should be a priority.



		





X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area











X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area



X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area



|_| Fully implemented 



|_| Working towards

Implementation (what actions being taken)

X Not Applicable to my service area



|_| Fully implemented 



|_| Working towards

Implementation (what actions being taken)

X Not Applicable to my service area





 X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area



		





Outpatients GPs are recommended to monitor their patients regularly whilst in treatment, reviews and Care planning meetings are undertaken when physical risk increases. See Rio, care plans and CPA reviews. 



















All inpatients are allocated a secondary nurse who’s role it is to liaise with families and carers. 









All inpatients and those medically at risk are reviewed regularly by physicians experienced in Eating disorders. 

Regular GP training in management of eating disorders is provided to Wiltshire GPs









Not currently applicable















Not applicable as Adult service







See Rio notes & Care Plans for out patients Plus  obs charts, MUS scores & Weekly summaries for inpatients.





















		1.3.4 Service interventions for bulimia nervosa

The great majority of patients with bulimia nervosa can be treated as outpatients. There is a very limited role for the inpatient treatment of bulimia nervosa. This is primarily concerned with the management of suicide risk or severe self-harm.

1.3.4.1 The great majority of patients with bulimia nervosa should be treated in an outpatient setting.





1.3.4.2 For patients with bulimia nervosa who are at risk of suicide or severe self-harm, admission as an inpatient or day patient, or the provision of more intensive outpatient care, should be considered.



1.3.4.3 Psychiatric admission for people with bulimia nervosa should normally be undertaken in a setting with experience of managing this disorder.

1.3.4.4 Healthcare professionals should be aware that patients with bulimia nervosa who have poor impulse control, notably substance misuse, may be less likely to respond to a standard programme of treatment. As a consequence treatment should be adapted to the problems presented.



		





X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area





X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area









X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area





X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area





X Fully implemented 



|_| Working towards

Implementation (what actions being taken)



|_| Not Applicable to my service area





		

Local patients are identified and monitored in the community as appropriate and patients who are referred from out of area  will be monitored by their local services. Patients with falling weight are prioritised. See weekly referral reports, risk assessments for known patients and notes on Rio.  





Referrals of patients with Bulimia are assessed for treatment within the Community Team, unless they are referred from out of area for inpatient treatment due to severity of symptoms and/or failure of out- patient interventions. 





All patients have a care plan and full risk assessments on Rio. 



If out patient treatment is not effective patients are re-assessed and in some cases offered day or in patient treatment as indicated by our stepped care approach. 







Multi disciplinary, community and inpatient nursing teams are experienced in working with people with bulimia who present with personality disorder traits, poor impulse control, maladaptive coping strategies and members of the team regularly attend DBT skills and personality disorder training workshops
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Key Messages for Commissioners

Eating disorders are serious mental health problems. They can have severe psychological, physical and social
consequences. Children and young people with eating disorders often have other mental health problems (for example,
anxiety or depression), which also need to be treated in order to get the best outcomes.

Children and young people with eating disorders, and their families and carers, should be involved at every stage of
the commissioning process as well as service delivery and design to ensure services are developed that meet their
immediate and future needs.

It is vital that children and young people with eating disorders, and their families and carers, can access effective help
quickly. Offering evidence-based, high-quality care and support as soon as possible can improve recovery rates, lead to
fewer relapses and reduce the need for inpatient admissions.

The availability of dedicated, community eating-disorder services has been shown to improve outcomes and cost
effectiveness. If a child or young person starts their treatment in a general child and adolescent mental health service
(CAMHS), they are more likely to be admitted to an inpatient service than those treated in community eating-disorder
settinas within the followina vear.

The sooner someone with an eating disorder starts an evidence-based NICE-concordant treatment the better the
outcome. The standard is for treatment to be received within a maximum of 4 weeks from first contact with a designated
healthcare professional for routine cases and within 1 week for urgent cases. In cases of emergency, the eating disorder
service should be contacted to provide support within 24 hours.

Services need to be able to respond to the broader needs of families and carers as well as the child or young person
with an eating disorder. This might include supporting the family with techniques to help manage eating disorders in
young people, and information about additional support services or expert advice.

Providers of eating disorder services will be required to demonstrate that they deliver evidence-based, high-quality care.
This can be supported through the membership of a national quality improvement and accreditation network to produce
transparent and accessible data for all stakeholders, including the general public. This will enable providers to assess
and continue to improve the quality of care they provide, and ultimately become accredited services.

Training commissioned at a national level will be offered to improve clinical and management skills specifically to meet
the needs of children and young people with an eating disorder, and the needs of their family where appropriate. This is
vital to providina a viable service that focuses on continuous improvement.

It is the responsibility of commissioners to specify and contract for services that have the right numbers of staff with the
appropriate level of skills and competencies. It is then the responsibility of the provider to ensure that the service meets
the specification with appropriately qualified and supervised staff to deliver high-quality, evidence-based care. A
workforce calculator has been provided to guide these decisions for dedicated, community eating-disorder services for
children and young people (CEDS-CYP).

NHS England, clinical commissioning groups (CCGs), local authorities, education providers and other eating disorder
services (including adult mental health) should work in partnership to improve outcomes for children and young people
with eating disorders and support their transition between services. This is an effective way to increase capacity and
share resources to deliver better care.

£30 million of recurrent funding (announced in the Autumn Budget 2014) is available to transform services in England
for the treatment of children and young people with eating disorders up to the age of 18 years. This funding is to support
the commissioning of CEDS-CYP; any capacity created is to be redeployed to support general CAMHS response for
those who self-harm or present in crisis.
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The Access and Waiting Time Standard for
Children and Young People with an Eating
Disorder

Who is this guide for and what does it do?

The primary aim of this document is to deliver guidance on establishing and maintaining a
community eating disorder service. The eating disorders covered in this guide are outlined in
Appendix A along with stories from young people and comments from the perspective of
parents and carers. Guidance on treatment methods and highly specialised inpatient and
outpatient hospital services commissioned directly by NHS England is outside the scope of
this document.

This guide is aimed primarily at commissioners, referrers and providers of eating disorder
care who are required to agree service development and improvement plans as part of the
contracting process. It sets out how to prepare for the Access and Waiting Time Standard for
Children and Young People with an Eating Disorder. This standard will be refined and
implemented after baseline data is collected during 2016. The guide is for the full range of
commissioners of eating disorder services, which may include the local authority (including
public health), education (schools, colleges, and universities), clinical commissioning groups
(CCGs), NHS England and commissioning support units.

This guide sets out standards and requirements for providing community-based eating
disorder services for children and young people (CEDS-CYP), with related referral to
treatment pathways. It describes the referral process that is required to ensure swift access
to an appropriate service, the staffing and skill-mix and the commissioning arrangements
needed, and how a range of services need to work together as part of a wider child and
adolescent mental health (CAMH) strategy. This guide is being published at the same time
as the guidance on developing local Transformation Plans for Children and Young People’s
Mental Health and Wellbeing (referred to hereafter as ‘Transformation Plans’).

This guide will enable commissioners to ensure that the services they commission work
towards achieving the Access and Waiting Time Standard for Children and Young people
with an Eating Disorder and improve access for children and young people from age 8 to 18
years, which is concordant with NICE guidelines.

How was this guide developed?

NHS England commissioned the National Collaborating Centre for Mental Health (NCCMH)
to develop this guide. The NCCMH created an Expert Reference Group (ERG) to inform the
work of the Technical Team responsible for writing this guide and related materials (see
Appendix J for members of the ERG and Technical Team). The guide was developed in line
with the overarching ambition and principles outlined in Future in Mind, and builds on views
from over 700 professionals and 1700 children and young people in its consultation. The
transformation plans for CAMHS and this commissioning guide have been shared with the
children, young people and parent representatives from the Children and Young People’s
Improving Access to Psychological Therapies (CYP IAPT) programme.



https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Mental_Health.pdf
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What is the background to the Access and Waiting Time
Standards?

The Access and Waiting Time Standard was created in response to increasing levels of
concern about the provision of services for children and young people with mental health
problems.

In July 2014, a review led by NHS England of Tier 4 child and adolescent mental health
services (CAMHS) identified 3 key areas requiring urgent attention. These related to:

¢ insufficient inpatient bed capacity
e admissions to age-inappropriate settings
¢ (difficulties in discharge planning and support.

At the same time, the Health Select Committee was conducting an inquiry into children and
young people’s mental health and CAMHS. Evidence was collected through written
submissions and oral evidence from experts and service users through 2013-2014. The final
report states:

‘There are serious and deeply ingrained problems with the commissioning and
provision of Children’s and adolescents’ mental health services. These run through
the whole system from prevention and early intervention through to inpatient services
for the most vulnerable young people.” (House of Commons Health Committee,
2014)

During the final evidence hearing to the inquiry in July 2014, Norman Lamb, the Minister of
State for Care and Support, announced a Children and Young People’s Mental Health and
Wellbeing Taskforce that would bring together key stakeholders to consider how access and
services should be improved. The Taskforce’s report, Future in Mind, built on the vision set
out in Achieving Better Access to Mental Health Services by 2020 and the Five Year
Forward View and proposed a wide range of measures to transform the design and delivery
of services for children and young people with mental health needs. These include improving
transparency and accountability across the whole system, as well as making further
improvements to outcomes.

The Autumn Statement 2014 included additional funds of £30 million per year to implement
the proposed transformation of services in England for the treatment of children and young
people with eating disorders up to the age of 18. The funding is intended to improve the
consistency and quality of eating disorders services, provide new and enhanced community
and day treatment care, ensure staff are adequately trained and supervised in evidence-
based treatment and effective service delivery, and ensure the best use of inpatient services.

NHS England intends this funding to enable commissioners to align their services with the
recommendations set out in the Future in Mind report by reforming available treatment,
improving access to appropriate community evidence-based eating disorder care and
introducing this waiting time standard.

What is the Access and Waiting Time Standard for
Children and Young People with an Eating Disorder?

The Access and Waiting Time Standard for Children and Young People with Eating
Disorders states that National Institute for Health and Care Excellence (NICE)-concordant
treatment should start within a maximum of 4 weeks from first contact with a designated
healthcare professional for routine cases and within 1 week for urgent cases.



http://www.publications.parliament.uk/pa/cm201415/cmselect/cmhealth/342/34202.htm

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Mental_Health.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/361648/mental-health-access.pdf

http://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf

http://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/382327/44695_Accessible.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Mental_Health.pdf
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When establishing this standard, the ERG were informed by the latest research findings and
best practice consensus relevant to children and young people with an eating disorder,
including perspectives from children and young people and their families.

The standard will be refined in 2017 based on evidence that is currently being collated, data
gathered on access and waiting times and the forthcoming NICE eating disorder guideline.

Meeting the Standard

The ability of services to meet this standard will be monitored in 2016. The standard will be
refined for implementation from 2017-18. A tolerance level will be set for the percentage of
young people referred for assessment or treatment that are to receive treatment within the
standard'’s timeframe. Data collected in 2016 will inform trajectories for incremental
percentage increases, with the aim of setting a 95% tolerance level by 2020.

From 2016, services should aim to provide NICE concordant treatment within the above
timeframes. Compliance with the standard will be monitored and reports will be made public
via the Health and Social Care Information Centre (HSCIC) website from the Mental Health
Services Data Set. This will provide a baseline for planning in 2017-18.

What commissioners need to consider — allocation of
funding and timeline

Commissioners are responsible for participating in the development of a Transformation
Plan for their local area. They must develop this plan in collaboration with children and
young people and their families or carers, as well as commissioning partners and providers.
The Transformation Plan must be aligned with the overarching principles and ambitions set
out in Future in Mind.

The reduction of inequalities in access and outcomes is central to the transformation of
services. Local commissioners are reminded that they should make explicit in their plans
how they have taken into account the duties placed on them under the Equality Act 2010
and with regard to reducing health inequalities duties under the Health and Social Care Act
2012. Service design and communications should be appropriate and accessible to meet the
needs of diverse communities.

The funds have been confirmed as recurrent, allowing CCGs and providers to plan services
with confidence. NHS England will be prioritising investment in areas that can demonstrate
strong leadership and robust action-planning through the development of local
Transformation Plans. CCGs will be asked to provide specific information, including financial
plans and locally agreed key performance indicators (KPIs).

The Access and Waiting Time Standard assumes that costs over and above the allocated
funding will be found from the continued investment made by the NHS locally.

Through their Transformation Plans, commissioners are required to demonstrate:

o How they will spend their share of the resources from the £30 million set out in
the Autumn Statement 2014 to deliver evidence-based community eating disorder
services and care pathways in line with CEDS-CYP requirements. This might include
extending services that are already compliant with this model

o How any capacity released, created, or any resources from the £30 million that is
underspent, will be redeployed to support general CAMHS response to those who self-
harm or present in crisis

e Allocation of funds and timelines.

10
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CCGs will be notified of the full details regarding the allocation of funds for eating disorders
with the publication of the guidance on local Transformation Plans. Allocations will be made
through the normal revenue transfer process using the CCG allocation formulae. This will
help those CCGs who wish to increase short term commissioning capacity to support the
planning process and development of Local Transformation Plans.

As set out in section 5.1 of the Transformation Planning Guidance, funding recurrence is
conditional on the assurance of the Transformation Plans. CCGs and partners must publish
their plans that are clear and accessible on local websites.

11
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What are eating disorder services for
children and young people, and what are
the challenges for commissioners and
providers?

Introduction

Service provision for children and young people with eating disorders is variable across
England. Services that are deemed to have good practices offer a ‘stepped care’ model of
treatment, based on need, with more intensive support offered to those who are more
severely unwell. While most people receive treatment in community services, some (mainly
those with anorexia nervosa) receive treatment as day patients or inpatients.

The range of service provision means that access to appropriate treatment is inconsistent.
Considerable variability exists in referral to treatment pathways for children and young
people with an eating disorder. To improve access, commissioners first need to understand
the experiences of children and young people and their families or carers.

There are currently 4 main settings that provide access to eating disorder treatment for
children and young people. These are generic community CAMHS, eating disorder mini-
teams, child and adolescent eating disorder services, and inpatient settings.

This section outlines treatment settings, referral to treatment pathways and the current
challenges that commissioners need to address so that they can deliver optimal care.

Current referral pathways and treatment settings

From primary care to generic community CAMHS

Once an eating disorder has been identified, the first and most common referral pathway is
from primary care to local community CAMHS, which often have varying levels of expertise
in eating disorders and may have a variable mix of treatments available.

From primary care or generic community CAMHS to eating disorder mini-
teams

Some community CAMHS have invested in developing eating disorder expertise and have
eating disorder mini-teams, which are able to offer a level of specialist assessment and
treatment provision. In general, such teams have the necessary skills ‘in-house’ to provide a
full community eating disorder service, but they may be limited in the number of cases they
can handle. Some mini-teams have access to home treatment teams or intensive outreach
services, which may be able to support children and young people in their own homes for a
limited period. Mini-teams tend to serve a smaller geographical area than larger community
child and adolescent eating disorder services. Depending on available resources, they may
need input from other CAMHS colleagues more widely or form part of a larger eating
disorder service.
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From primary care, generic community CAMHS or an eating disorder mini-
team to a child and adolescent eating disorder service

The third referral route is from primary care, generic CAMHS or an eating disorder mini-team
to a community child and adolescent eating disorder service. These are multidisciplinary
services covering a larger geographical area than a single CAMH service. Such services
offer community-based treatment, usually with the possibility of more intensive community-
based or, in a few places, day patient treatment. Although these have been growing in
number in recent years they are still relatively rare in the UK (Royal College of Psychiatrists,
2012). Eating disorder services work with generic CAMHS, primary care, paediatric
healthcare specialists, schools and voluntary sector organisations (particularly organisations
such as Beat [Beating Eating Disorders], who work specifically with individuals with an eating
disorder).

Inpatient treatment

Treatment in hospital takes place most often in general psychiatric child or adolescent
inpatient units, some of whom have developed expertise in eating disorders, or with an
inpatient eating disorder service (mostly in the independent sector). Day treatment is
sometimes offered as a step down from inpatient care; alternatively, children and young
people are discharged back to the care of their local CAMHS or eating disorder service.

Shorter acute admissions may be arranged for children and young people who are physically
compromised in local paediatric wards. In some areas of the UK well-established, effective
care protocols exist between local paediatric and mental health services in relation to
treatment of eating disorders, but in other areas arrangements are more ad hoc.

Current challenges to delivering optimal care

There are currently a number of problem areas relating to the care and treatment of children
and young people with an eating disorder. There are difficulties inherent to the conditions
themselves, as well as to the delivery of treatment. As a result, many families and carers
struggle to access appropriate care in a timely manner. This section outlines current
challenges that commissioners should address when creating their Transformation Plans.

Barriers to identification and engagement

Engagement

In cases of anorexia nervosa, a worried parent, friend or teacher often makes the first
contact. The child or young person is typically reluctant to engage with their GP. However,
engagement at this stage is key; children and young people are likely to need help and
support in accepting that they have a problem and need specialist help. This may not only
take time for the child or young person but also require additional time commitment from the
primary care practice, which is likely to be already under pressure.

However, some children and young people may not want their family to know about their
eating disorder, which practitioners often find challenging because family involvement is
usually of great benefit, as recommended by the Eating Disorder NICE guideline (2004).
Children and young people should always be encouraged to involve their parents or others
with parental responsibility.

13
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Identification

In cases of bulimia nervosa and binge eating disorder, the young person is more likely to be
older and to consult alone. The young person may not seek help for the eating disorder
directly, but instead present with a range of symptoms secondary to the eating disorder (for
example, menstrual disturbances, gastrointestinal symptoms, fatigue, lethargy, anxiety or
depression).

(House et al., 2012) suggested that with direct care pathways to specialist eating disorder
services, the case identification of anorexia nervosa is approaching the levels identified by
epidemiological studies. However, this is not the case for bulimia nervosa and additional and
more proactive measures are needed to improve case identification and early intervention
for this group.

Barriers to early intervention

Some research suggests that early intervention results in
a better prognosis for recovery and can reduce risk of
relapse from an eating disorder. This research suggests
that unless intervention is delivered in the first 3 years, the
outcome is poor (Treasure & Russell, 2011). Early
intervention is hampered by a number of factors, including:

¢ inadequate understanding of eating disorders
e poor recognition of risks

e poor awareness of local care pathways or eating disorder services
¢ delay in referral to appropriate services

e delay in treatment, caused by a lack of local eating disorder services, capacity in existing
CAMHS or eating disorder services, suitable treatment and appropriately trained
professionals.

A carer’s perspective

Intervention and therapy
are just too little too
late. So capacity and

consistency are issues.

Figure 1: Incidence of disorders in the community and in the healthcare setting (Micali
et al., 2013).

Secondary
& tertiary

care Detected cases

Primary care

Community A Undetected cases

v

There are reported problems associated with health professionals delaying the provision of
appropriate treatment due to their treatment decisions being based primarily on the young
person’s weight and BMI. These decisions can lead to a delay in access to appropriate
treatment. The Eating Disorder NICE guideline (2004) is clear, stating that:

14
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“In anorexia nervosa, although weight and BMI are important indicators they should not be
considered the sole indicators of physical risk (as they are unreliable in adults and especially
in children).”

Once the possibility of an eating disorder has been considered, sensitive inquiry and
following the Eating Disorder NICE guideline (2004) will usually lead to a correct diagnosis
and the opportunity to deliver appropriate treatment at an earlier stage thus improving
outcomes and reducing the burden on families and carers.

Many children and young people with an eating disorder present to primary care some
considerable time after the onset of difficulties. Most will be brought for help by others,
although older adolescents may seek help themselves. Early intervention can also be
hampered by individual and family factors, specifically delays in help-seeking related to:
¢ underestimation, unwillingness or inability to recognise the problem

e perception or experience of stigma, contributing to shame or reluctance to seek help

¢ lack of understanding of the help available.

Young people with severe eating disorders who require inpatient admission are often not
being placed in adolescent psychiatric units because of limited or variable bed availability, or
are being placed in units far from home. In relation to concerns about access to inpatient
mental health services, NHS England commissioned and published the CAMHS Tier 4
Report on current provision and commissioning and, as a result, NHS England is reviewing
the commissioning strategy for inpatient services.

Increasing the opportunities for early intervention pivots on

¢ increasing the awareness of professionals working in primary healthcare, medical,
educational and other settings attended by children and young people

e providing appropriate training (including a clear understanding of NICE guidelines) for
healthcare professionals

e providing better information about eating disorders
¢ ability to access eating disorder services directly e.g. via self-referral.

Impact of eating disorders on families and
carers

A carer’s perspective
The self-blame and guilt
are huge. The problems of
the eating disorder
redefined our family life ...
and as mum | gave up my
job to be able to respond
to my daughter’s needs.

Eating disorders can have a considerable impact
on families and carers, both personally and
economically. Eating disorders are costly because,
for example, families and carers may be required
to make changes to their own employment to care
for the child or young person. They can also
disrupt family life and activities, and may have a
significant effect on siblings. The_Future in Mind
report states:

‘All children and young people may experience adverse life events at some time in
their lives, but some are more likely to develop mental health disorders e.g. following
multiple losses and/or trauma in their lives, as a result of parental vulnerability or due
to disability, deprivation or neglect and abuse. These children, young people and
their families may find it particularly difficult to access appropriate services, or
services may not be configured to meet their psychosocial needs. In addition, they
sometimes find it more difficult to access services they may find alienating and may
have a lifestyle that is not conducive to meeting regular appointments.’

15
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Further deterioration can occur in the child or young person if families or carers are unable to
support them (Treasure et al., 2001). The Annual Report of the Chief Medical Officer stated:

‘There is evidence that supporting families and carers, building resilience through to
adulthood and supporting self-care reduces the burden of mental and physical ill
health over the whole life course, reducing the cost of future interventions, improving
economic growth’ (APS Group Scotland, 2012).

Treatment for an eating disorder in a child or young person must include attention to the
impact of the disorder on other family members, yet currently this is not always in place. The
support needs of families and carers must be considered alongside the child or young
person’s treatment needs from the outset.

Inadequate liaison among healthcare providers

Currently, there is significant variability in the effectiveness of collaboration across
healthcare services. A lack of collaboration causes confusion, adds to the burden of children
and young people and their parents or carers, and has the potential to delay recovery.
Effective joint-working to manage the treatment of the eating disorder, any coexisting mental
or physical health problems and the physical consequences of severe eating disorders is
essential but often not in place.

Eating disorders are now a significant health issue for paediatric medical services, with the
incidence matching many more ‘traditional’ paediatric chronic conditions (Hudson, 2012) and
outnumbering illnesses such as meningitis for most age groups (Hudson et al., 2012). In
particular, the majority of early onset eating disorders (under age 13) requiring an admission
to hospital are admitted to paediatric wards (Nicholls et al., 2011). This is set against a
background of inadequate training and skills to manage children and young people with an
eating disorder and related complications in many paediatric settings in the UK (Hudson et
al., 2013), with admissions frequently unplanned, unprepared and sometimes done
unwillingly by paediatric teams leading to potential risk and adverse events.

More work is required to establish effective liaison across teams, services and organisations
and between community eating disorder services and paediatrics to redress the imbalance
currently brought into the system by service variability.

Inadequate liaison with local authorities and schools or higher education

Systems for collaboration between other agencies such as education and local authorities
are also often not in place, which can cause particular difficulties for those who need
protracted or multiple admissions and in cases where there are concerns that parents are
unable to meet the child’s health needs. Poor communication with schools and colleges can
result in inconsistent messages and management approaches.

Transition difficulties between services

Disruption due to transitioning between services can happen at different stages of the care
pathway. These can be caused by different variables, but 2 important factors are age and

geography.

Most young people transition to adult services at the age of 18, which presents problems
because that age is associated with a peak period of difficulty for those with an eating
disorder. There is a high prevalence of relapse at and beyond 18. For some, recovery from
an eating disorder can take several years, and continuity of service is important for
successful outcomes. A common problem exists when a young person reaches 17 or 18 and
transitions from CAMHS and paediatric to adult services, but still requires the input of
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specialist mental health services as well as medical
care. Transfer of care is likely to involve both a
requirement to establish new relationships as well as
a shift in treatment approach. Where clear transition
protocols are not in place, with adequate preparation
for transfer of care, recovery may be hampered.

A professional’s
perspective
[Some services are
located] far away from
home [and some young
people] have to travel [up
to] 3 hours’ round-trip for
every appointment.

Older adolescents and young adults may leave home
to study in a different geographical area, which can
coincide with or exacerbate age-related care-
transition difficulties. Change of address and GP
provider can result in delays in the transfer of care,
and can be particularly concerning when inpatient
treatment is required. In addition, the move away from home itself can make the young
person more vulnerable due to the potential reduction in familial support, a reduced circle of
friends and pressure to make new friends. Risk of onset of an eating disorder or relapse may
be particularly high at this time and there is a need for services to work with Colleges and
Universities.

A few areas are now served by community eating disorder teams for people across the age
spectrum (Royal College of Psychiatrists, 2012). Where these are not in place, there
remains a significant need to establish shared pathways to prepare for transitions and avoid
damaging and costly disruptions in care.

Geographical variability in distribution of services

Provision of community eating disorder services has improved over the past decade,
however there are still significant geographical variations. People who live outside of cities
with eating disorder services often have to travel long distances from home for treatment
(Royal College of Psychiatrists, 2012). This can result in an increased burden on them and
their families or carers and increased costs in out-of-area care. In addition, there may be
variability in available medical services to support children and young people with acute and
chronic healthcare needs.

Only a small percentage of children and young people require inpatient treatment due to the
severity of their iliness, and therefore the number from a single area requiring this service is
small. Consequently, people living in many areas of England do not have easy access to
inpatient treatment for an eating disorder and commissioners may not have experience in
commissioning inpatient treatment for eating disorder services.

Commissioning for severity

Specialist services currently tend to
prioritise work with the most severely
unwell. Specialist commissioning also
focuses primarily on inpatient
treatment, which can contribute to the
perception that those not requiring
inpatient treatment do not need
specific eating disorder treatment.
Such factors can result in children and
young people, who are in the early
stages of developing an eating disorder, not being eligible for appropriate help until the
disorder becomes more severe and perhaps entrenched. It can also contribute to children
and young people feeling that they are not unwell enough to ‘deserve’ treatment.
Commissioning based on severity does not promote early intervention and can detract from

A service user’s perspective

You get stuck between ‘you are
too severe to access community
treatment’, as you are deemed
too incapable of engaging in
treatment, and ‘you are not
severe enough for inpatient
treatment’.
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achieving good outcomes. Commissioners should base service provision on local need and
ensure that they have the resources to support the Access and Waiting Time Standard.

Eating disorder myths and stigma

Individuals with anorexia nervosa are often misperceived as being responsible for their
disorder (Crisp, 2005; Roehrig & McLean, 2010). Stereotypes and myths about eating
disorders and perceived stigma can contribute to social isolation and reduced quality of life
for children, young people and their families or carers. In turn, this can negatively affect the
health and wellbeing of those with the condition as well as of their family members (Crisafulli
et al., 2008). Stigma-induced shame may act as a barrier to seeking treatment for anorexia
and bulimia nervosa, and fear of being stigmatised may cause additional distress (Stewart et
al., 2006). The Beat website posted a recent survey on the stigma people with an eating
disorder and their family members experienced, and the majority of people confirmed they
had been significantly negatively affected. Three areas were consistently identified as
needing attention: improving understanding of eating disorders, providing better education
and increasing awareness.

External messages about healthy eating

There is a need to contain and reduce obesity and its consequences with public health
messages about healthy eating and increased nutritional information about foods. However,
these messages can be confusing, especially for children and young people who are
vulnerable to developing an eating disorder. They may trigger or accentuate weight or shape
concerns, contribute to changes in eating habits and add to the anguish of people with an
eating disorder. Media messages about ‘ideal’ weight and shape can also be experienced as
distressing and serve to perpetuate eating disorder behaviours.

Difficulties in outcome monitoring

Collecting and analysing clinical and service data is essential to guide improvements in
treatment delivery in session as well as at a service and national level. Challenges exist in
this area at all levels, these include:

e imposing additional requirements for information on children and young people and their
families and carers

e ensuring the appropriate internal infrastructure exists to collect and upload the data

e ensuring that clinicians have the time and opportunity to collect the data and use it in real-
time to guide treatment

¢ limitations of existing outcome measures for eating disorders in children and younger
adolescents

e ensuring that the appropriate personnel can access service level data in order to review
and improve processes and delivery of care.
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The high cost of eating disorders

The number of people directly affected by eating disorders in the UK increased significantly
between 2000 and 2009 (Micali et al., 2013). The King’s Fund report, Paying the Price: The
cost of mental health care in England to 2026, stated that ‘service costs for eating disorders
in 2007 were estimated to be £15.7 million, with 95 per cent of this related to anorexia
nervosa. Costs are projected to increase to £23.8 million by 2026. Including lost employment
costs brings the total to £50.6 million in 2007 and £76.4 million in 2026. Lost employment is
estimated to account for 69 per cent of total costs’ (McCrone et al., 2008a).

Table 1: Number of people with eating disorders and current and projected costs
(McCrone et al., 2008b)

Number of Service costs Loss of earnings | Total costs
people (million) | (Emillion) (Emillion) (Emillion)
2007 0.117 16 35 51
16t 36! 521
2026 0.122
242 522 762
! Calculated at 2007 prices.
2 Calculated using real pay and price effect.

Further research into cost economics is needed to build a full picture of the savings that may
be achieved by reducing referral to treatment times. Inpatient treatment costs when
community services are either not available or break down also need to be investigated
further, to identify the potential for cost savings in this area. Eating disorders account for
nearly a quarter of all psychiatric child and adolescent inpatient admissions (Tulloch et al.,
2008) and have the longest length of stay of any psychiatric disorder, averaging 18 weeks
(Royal College of Psychiatrists, 2012). Admissions of 13 to 19 year-olds have almost
doubled since 2011, increasing from 959 to 1,815 in 2014. Prolonged outpatient care
(sometimes measured in years), non-NICE-concordant treatment and difficulties in
transferring care between services also raise the cost of treatment. However, recent
research in Germany suggests that day patient treatment may be equally effective at lower
cost (Herpertz-Dahlmann et al., 2014).

Commissioners need to commission services that meet the physical and psychological care
needs of children and young people with an eating disorder and reduce the effects of
increased stress on the physical and mental health of family members. If services in the
community are not commissioned effectively this may result in lengthy inpatient stays and
repeated admissions. Through early identification and intervention with evidence-based
practice, longer-term healthcare costs due to persistent physical and psychological
consequences of eating disorders could be avoided.

Status of the 2004 NICE guideline on eating disorders

The Eating Disorder NICE guideline was published in 2004 and primarily covered anorexia
nervosa, bulimia nervosa, binge eating disorder and atypical eating disorders. The need to
update the guideline was assessed in 2008 and 2011, and NICE concluded that insufficient
evidence had emerged.

In January 2014, it was recommended that the guideline be updated. This decision was
based on 3 factors:

¢ the emergence of new evidence that could impact the guideline recommendations
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¢ the significant changes to the methodology for developing guidelines since January 2004

¢ the need to include the application of minimal important difference (a statistical model that
tries to define the smallest change in a treatment outcome that a service user would
identify as important; also known as the ‘minimal clinically important difference’).

There is very little up-to-date guidance on the treatment of children and young people with
an eating disorder. When developing this guide, the ERG therefore considered:

¢ the current (2004) guideline
e possible changes to the 2004 guideline (see Section 2.5)

e how this guide should use current and future NICE-concordant treatments as an integral
part of the care pathway.

Possible changes in the 2017 NICE guideline on eating
disorders

Although the detail of the 2017 NICE guideline cannot be anticipated, the surveillance review
on which the decision to update the guideline was made outlined the following points for
consideration during the update of the guideline:

¢ The efficacy of day care versus inpatient care. Some evidence has emerged to suggest
that day care may be equally as effective for young people with anorexia nervosa as
inpatient care but associated with lower cost.

e The role of family interventions in the treatment of eating disorders. Evidence has
emerged that may enable more specific recommendations to be made relating to more
formalised family therapy. Family interventions are likely to remain a core component of
treatment required for eating disorders in children and young people.

¢ The efficacy of CBT and enhanced CBT (CBT-E) in the treatment of anorexia nervosa,
bulimia nervosa and related adolescent presentations.

e The use of guided self-help for some presentations of bulimia nervosa. Most work in this
area has been conducted with adults and, to some extent, older adolescents.

¢ The role of pharmacological treatments. No evidence has emerged to suggest changes to
recommendations regarding the use of pharmacological treatments. In children and
young people, these are unlikely to be recommended as first-line interventions for
managing eating disorders.

Creating a service to meet current challenges and the
Access and Waiting Time Standard

Requirements for a viable and dedicated eating disorder service

It is recommended that CCGs commission a CEDS-CYP that has the appropriate capacity
and skill-mix to meet the Access and Waiting Time Standard. This team should deliver
NICE-concordant treatment and care via a trained, appropriately supervised and supported
team. It is recognised that although small teams can be effective, they are more likely to
encounter difficulties in achieving the requirements of a dedicated service and are vulnerable
to variations in the level of service user need as well as staff absence or loss of team
members.

Recognising that technology is now able to assist disparate teams and individuals in
effectively working together, the members of the CEDS-CYP can either be located in the
same physical location or can form a virtual team. A ‘hub and spoke’ model or local network
model may be appropriate, although such models require a clearly defined structure and
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clear overall leadership. Regardless of location, it is recommended that the service should
meet the following requirements:

¢ receive a minimum of 50 new eating disorder referrals a year, which are likely to include
anorexia nervosa, bulimia nervosa, binge eating disorder and related diagnoses

e cover a minimum general population of 500,000 (all ages)

e use up-to-date evidence-based interventions to treat the most common types of
coexisting mental health problems (for example, depression and anxiety disorders)
alongside the eating disorder

¢ enable direct access to community eating disorder treatment through self-referral and
from primary care services (for example, GPs, schools, colleges and voluntary sector
services)

¢ include medical and non-medical staff with significant eating disorder experience
¢ adhere to the standards set out in this guide.

It is recommended that CCG commissioners establish how eating disorder services are
currently provided and if they meet the standards in this guide. If they do not meet these
requirements, CCGs should work together to either commission a new CEDS-CYP or alter
their current service provision in line with requirements and should reference this in their
Transformation Plans. CCGs that commission services that already meet the CEDS-CYP
standards should confirm this in their Transformation Plans.

Sections 3, 4 and 5 outline the waiting time standards and service requirements for CEDS-
CYP. Supplementary technical guidance will be issued to support data recording and
collection.

The evidence base for, and economic benefits, of a CEDS-CYP model

The most cost-effective treatment of anorexia nervosa in children and young people is
reported to be delivered by a community-based eating disorder service as opposed to
generic CAMHS (Byford et al., 2007), yet these are not uniformly available throughout the
country. House et al. (2012) have shown that delaying access to specialist eating disorder
treatment may increase long-term health costs:

e children and young people starting treatment in non-eating disorder CAMHS settings
have higher rates of inpatient admission in the subsequent 12 months than those treated
in specialist eating disorder settings

¢ unlike those seen in non-specialist eating disorder settings, the majority of children and
young people managed in specialist eating disorder settings receive continuous care for
their eating disorder without the need for further referrals

¢ in areas with direct access from self-referral and primary care settings to CEDS-CYP
there is significantly better case identification, and therefore early referral for treatment.

Current state of evidence

There is limited service-level research comparing the relative cost and cost-effectiveness of
different care pathways for children and young people with an eating disorder, and what
evidence exists, focuses on anorexia nervosa. Current projects in the UK include the
CostED study (a study of the costs and effects of different types of community-based care
for anorexia nervosa). Other recent projects are outlined in the NICE surveillance review,
and include:

e a multi-centre randomised controlled trial of the outcome, acceptability and cost-
effectiveness of family therapy and multi-family day treatment compared with inpatient
care and outpatient family therapy for adolescent anorexia hervosa
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e a multi-centre randomised controlled trial of treatments for adolescent anorexia nervosa,
including assessment of cost effectiveness and patient acceptability

¢ a randomised controlled trial of the cost effectiveness of cognitive-behavioural guided
self-care versus family therapy for adolescent bulimia nervosa in a catchment area-based
population.

Further findings suggest that differences in total health, education and social care cost per
child or young person related to treatment setting are not associated with any significant
difference in clinical outcomes. In particular, mean total costs for those initially receiving
treatment in a specialist eating disorder outpatient setting have been found to be less than
mean total costs for those initially treated as inpatients or in general outpatient settings with
no differences in overall clinical outcomes identified (Gowers et al., 2007; House et al.,
2012). First-step treatment provided by services specialising in eating disorder assessment
and treatment have also been found to be associated with lower subsequent need for
inpatient care compared with initial inpatient or generic outpatient CAMHS treatment (Byford
et al., 2007; House et al., 2012). Dedicated community eating disorder services have been
further demonstrated to allow better continuity of care, with the majority of children and
young people receiving treatment from the same team (House et al., 2012). This helps to
avoid disruptions in care due to transitions and is generally preferred by children and young
people and their families or carers (Eisler & Simic, 2014).

The results of these studies are likely to be included in the review of evidence for the
updated NICE guideline on eating disorders (2017).

Overall, the findings of lower admission rates and greater consistency of care associated
with specialist eating disorder outpatient treatment support a hypothesis of cost
effectiveness for accessible CEDS-CYP.

If the existing findings are generalised, investing in the development of CEDS-CYP to
support early assessment and treatment of eating disorders could have significant benefits
for children and young people, including:

e improving health outcomes through reductions in relapse rates
e improving children and young people’s quality of life through greater continuity of care
¢ reducing hospital admissions

¢ reducing disruption to school, family and
social life.

A professional’s perspective
Beyond the impact on
individuals and families of
untreated or poorly treated
eating disorders, there are long-
term financial impacts for the
NHS.

These improvements could potentially have a
dramatic impact upon the NHS as a whole
where improvements in healthcare could be
seen alongside the ability to re-deploy savings
into CAMHS to improve access for children
and young people who self-harm or are in
crisis, thus creating a cycle of continuous
improvement.

Further research is needed to confirm this conclusion. This should include evidence of the
savings to be made from additional investment in community eating disorder services
(CEDS-CYP), alongside evidence that individual and family outcomes will be enhanced or at
least no worse than the current situation. In addition, evidence to support the cost-
effectiveness of CEDS-CYP in treating eating disorders other than anorexia nervosa, for
example bulimia nervosa, is needed.

22





Access and Waiting Time Standard for Children and Young People with an Eating Disorder

Areas that can demonstrate that they are providing successful eating disorder treatments are
encouraged to identify and prioritise research gaps and conduct further research, in order to
build the body of evidence to help other regions to deliver quality care and treatment.

2.6.3 The benefits to children, young people their families and carers

The benefits expected from
implementing the CEDS-CYP
model include every child and
young person with an eating
disorder receiving:

e improved access and reduction
in waiting times
e appropriate evidence-based

eating disorder treatment, based
on their needs

¢ treatments for eating disorders and coexisting mental health problems from 1 team

e improved outcomes as indicated by sustained recovery and reduction in relapse, and
reduced need for inpatient admissions.

A professional’s perspective

[Children and young people with
eating disorders] have to wait
months for an assessment which
can lead to further emotional and
physical decline [and add] pressure
on a family that is already
struggling.

Children, young people and their families and carers will benefit from:

o clearer referral routes and a better understanding of how to ask for help in their local
areas

e areduction in the need for
o transfers to adult services
o long periods of treatment

o inpatient admissions with the
disruption to school and family life

e more involvement in commissioning
services that meet their needs

A professional’s perspective

Hospital admissions... can be
disruptive to a young person’s
social, family and educational
functioning which in turn can
exacerbate their [eating
disorderl.

e improved knowledge and training for
all those working with children and young people, including a better knowledge of how to
recognise eating disorders and how to access appropriate care when needed.
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Referral to treatment pathways

The Access and Waiting Time Standard is that:

Children and Young People referred for an assessment or treatment of an eating disorder
will access NICE concordant treatment within 1 week for urgent cases and 4 weeks for
routine cases.

Baseline data collected in the first year will inform the tolerance level to be set in 2017-18.
The tolerance level will be incrementally increased each year up until 2020. This standard
will be refined and implemented from 2017-18.

This section first summarises the key components of NICE-concordant treatment and then
depicts the referral pathways in the form of flow charts with the Access and Waiting Time
Standard data collection points.

The key components of NICE-concordant treatment

NICE concordance

The recommendations outlined in this guide are in line with existing NICE recommendations;
the ERG has been mindful of potential changes that may be published in 2017.

It is key that throughout the eating disorders pathway the CEDS-CYP provides oversight,
support and consultation. The service should maintain this role from the point of referral,
through treatment in all settings and during post-treatment monitoring; additionally they
should manage risk and relapse. The CEDS-CYP should be the lead service in providing
eating disorders care, even if not directly involved in providing all aspects of treatment, for
example, during a period of managing physical risk on an inpatient basis.

Key treatment recommendations

The Eating Disorder NICE guideline (2004) was primarily concerned with the treatment of
adults. However, key advice for the treatment of children and young people included:

¢ children and young people should be offered evidence-based family interventions that
directly address the eating disorder

o family members including siblings should normally be included in treatment

¢ interventions may include sharing of information, advice on behavioural management and
facilitating communication

e services should offer care that is age-appropriate (there has been an increase in
presentations of early-onset eating disorders in those under 13 years), accessible to
females and males (there has been a rise in young men and boys presenting) and
culturally appropriate.

Clinicians will need to continue to offer NICE-concordant treatment within the framework
outlined in this guide.

Treatment should include specialised community family interventions for anorexia nervosa
and specifically adapted forms of CBT for bulimia nervosa, in particular CBT-E (Fairburn,
2008). Overall, current evidence for effective treatments for children and young people with
an eating disorder remains limited. However, both CBT and family interventions for
adolescent bulimia nervosa have some support (Fisher et al., 2010). In addition, there is
emerging evidence to suggest that a specifically adapted form of CBT may be effective in
anorexia nervosa in young people (Dalle Grave et al., 2013).

24



https://www.nice.org.uk/guidance/cg9

http://www.eatingdisorderhope.com/information/eating-disorder/ethnic-minorities



3.1.3

3.2

Access and Waiting Time Standard for Children and Young People with an Eating Disorder

It is likely that the update for 2017 will contain new treatment recommendations, but the
pathway outlined here has the flexibility to allow for the forthcoming changes.

Key service recommendations

The Eating Disorder guideline (2004) contains specific service recommendations relevant to
the treatment of children and young people, as follows:

¢ most children and young people should be treated in the community

¢ inpatient admission should be
considered where there is high or
moderate physical risk

¢ admission should be to appropriate
facilities with access to educational
provision and related activities

e when inpatient admission is required,
this should be within reasonable
travelling distance.

A professional’s perspective

A lack of capacity [in eating
disorder services] for early
intensive work [can result in] a
more protracted period of recovery
with greater likelihood of transfer to
adult services.

In addition, the guideline recommends:
e placing an emphasis on improving
early identification

e increasing the responsiveness and flexibility in intensity of community-based care to
reduce the need for inpatient care.

Pathways and timelines

This section contains the Access and Waiting Time Standard ambitions and future
requirements for children and young people with eating disorders and describes the referral
pathways.

The pathway and service is set up to deliver evidence-based interventions at varying levels
of intensity that covers children and young people with a range of needs. At all stages, the
principles of patient choice should be embedded and children and young people should
receive collaborative evidence based and outcome focused treatment, in order to improve
recovery and experience of care.

Timeline

There is a need for mental health services to be available 7 days a week to ensure prompt
response to those presenting with acute need and to reduce hospital stays. For example,
when a young person is admitted to an inpatient bed over the weekend or at night, the
CEDS-CYP will need to be available to provide support to the young person, their family and
medical staff on the acute team. While services are being established this may be a
challenge as the team will not be fully staffed, but the CEDS-CYP should have a 7 day week
service as their goal for when they are fully established, in your Transformation Plans you
should demonstrate how you will move towards a 7 day service.

Referral and assessment

The CLOCK STARTS when the request for an eating disorder assessment is received and
logged, regardless of the agency making the request.

Note that the clock does not stop until treatment is delivered. In addition to the Access and
Waiting Time Standard time points, this guide also provides timelines for assessment to
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ensure safeguarding. These timelines are recommended practice but are not measured as
part of the Standard. Figure 2 depicts the pathway and timelines for referral and
assessment.

Referral process

A number of parties may be involved in the initial recognition of an eating disorder. It is
essential that clear referral pathways be in place to facilitate swift access to the CEDS-CYP
and to avoid unnecessary confusion, distress and delay. The CEDS-CYP must ensure
referral pathways are known by all local relevant professional groups likely to come in
contact with a child or young person who may have an eating disorder. This will include GPs
and primary care workers, paediatric staff, CAMHS teams, schools and colleges, and other
relevant professionals working with children and young people. Initial contact may be for
consultation and advice about the appropriateness of referral, for information about
accessing the service, or to instigate a referral for an assessment.

The CEDS-CYP should have clear online referral forms, and for those unable to access
these, clear guidelines for the information required if the referral is received through another
process. Specific information will be needed for the CEDS-CYP to be able to designate the
referral urgent or routine with guidance provided for this purpose. It is important that each
referral is logged and date stamped as soon as it reaches the service. The waiting time
CLOCK STARTS on the date the referral is received by the CEDS-CYP or generic CAMHs
where the reason for referral is for a suspected eating disorder.
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The CLOCK STARTS when the request for an eating disorder assessment is received and logged, regardless of the agency

Self referral
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Figure 2: The recommended pathway for referral through to initial assessment
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Self-referral by the young person or parents/carers to CEDS-CYP

Young people and their parents or carers may self-refer to the CEDS-CYP or generic
CAMHS. Each service should have clear, accessible contact details on a website, which are
easy to find via main search engines, with clear instructions in appropriate languages on
how to call the service, send an email or complete an online self-referral form. The referral
should be logged, and the CLOCK STARTS at this time. Young people should be
encouraged to self-refer and therefore it is not necessary for them to see their GP in the first
instance. At this stage, the name of the GP will need to be ascertained to inform them of the
referral. If the young person does not have a GP then the name of a trusted adult will need
to be obtained, in case of future non-engagement or if safeguarding issues arise.

GP registration

In order to improve quality of access to GP services, all GP practices in England are free to
register new patients who live outside their practice boundary area, depending on the
practice capacity at the time.

GP referral to CEDS-CYP

This is an established referral route; however, a new requirement will be for the GP to
contact the eating disorder service via telephone or electronically following discussion with
the child or young person and their parents or carers, as soon as an eating disorder is first
identified. The CEDS-CYP should log the date of referral and the CLOCK STARTS at this
time.

This is important to ensure optimal management is in place from first presentation.
Appropriate treatment may include delivery in a primary care setting, under the overall
supervision of the CEDS-CYP team. With late presentation, where the child or young person
is extremely physically compromised or where there is very high psychiatric risk (for
example, suicidality), in a minority of cases, the GP should arrange immediate paediatric
and/or psychiatric care to manage risk via local protocols and should inform the CEDS-CYP
accordingly. Again, at this point, the date of contact from the GP should be logged and the
CLOCK STARTS.

GP referral to generic CAMHS

In the absence of a CEDS-CYP the GP may refer directly to a CAMHS. In this case, the
CLOCK STARTS on the date the referral is received by the CAMH service and it is logged
that the child or young person is presenting with an eating disorder or suspected eating
disorder.

Generic CAMHS referral to CEDS-CYP

In some instances, the differentiation of an eating disorder from other mental health
problems may be difficult in a primary care setting. Alternatively, an eating disorder may
develop subsequent to other mental health problems. Some children and young people may
therefore be referred to local CAMHS in the first instance, to clarify a diagnosis or for help
with other problems such as depression, anxiety, obsessive-compulsive disorder or self-
harm. Under such circumstances, if an eating disorder is considered likely, or becomes more
evident over time, the CAMHS team is required to make contact with the CEDS-CYP as
soon as the possibility of an eating disorder is raised. This should be done by telephone or
electronically following discussion with the child or young person and their parents or carers,
the date of referral should be logged and the CLOCK STARTS at this time.
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If an eating disorder is subsequently confirmed as the primary presenting problem and
psychiatric risk managed, the CEDS-CYP should in most cases deliver treatment for the
eating disorder. This will include managing common coexisting mental health problems such
as depression and anxiety disorders. If an eating disorder is confirmed but it coexists with
another mental health problem associated with risk, shared care arrangements may be
needed between CAMHS and the CEDS-CYP. Under such circumstances, the CEDS-CYP
should take responsibility for management of the eating disorder.

Paediatric or other healthcare setting referral to CEDS-CYP

In some instances, the identification of an eating disorder may be difficult in a primary care
setting as the presenting complaint may be a physical one. For example, there may be
concerns about weight loss without an obvious cause. This can be the case particularly in
those aged under 13 where eating disorder behaviours and cognitions may not be readily
evident at first presentation to the GP. Some children and young people may therefore be
referred to another healthcare professional in the first instance. Alternatively, other
healthcare professionals may be the first to identify signs and symptoms of an eating
disorder. This may include paediatricians, gastroenterologists, dentists, endocrinologists,
gynaecologists, dieticians and other child healthcare workers. Under such circumstances,
the healthcare professional is required make contact with the CEDS-CYP as soon as the
possibility of an eating disorder is raised. This should be done by telephone or electronically
following discussion with the child or young person and their parents or carers. The date of
referral should be logged and the CLOCK STARTS at this time.

If an eating disorder is confirmed as the primary presenting problem and any medical
condition or associated risk managed, the CEDS-CYP should in most cases deliver
treatment for the eating disorder. This will include managing common physical aspects of the
eating disorder. If an eating disorder is confirmed but it coexists with another medical
condition or mental health problem associated with risk, shared care arrangements may be
needed between the GP or paediatric service and the CEDS-CYP. Under such
circumstances, the CEDS-CYP must take responsibility for management of the eating
disorder.

Referral via school or college to CEDS-CYP

Staff in educational settings may be the first to become aware that a child or young person
may have an eating disorder. Local guidelines should continue to be followed, to include
recommending that the child or young person seeks assessment with their GP. However, if
this is declined by the child, young person or family, school nurses or medical, pastoral or
other members of staff may make the initial referral to the CEDS-CYP. Under such
circumstances, parents or carers and the child or young person should be informed before
school or college staff make the contact as they may prefer to do this themselves. In the
event of the family not sharing the same level of concern, school staff should still proceed
but should make this known to the family and also inform the eating disorder service about
the difference of view. The date of referral should be logged and the CLOCK STARTS at this
time.

Referral via a non-healthcare worker to CEDS-CYP

A range of other workers in contact with children and young people in non-healthcare
settings may encounter someone with an eating disorder and can contact the eating disorder
service. Examples in non-healthcare settings include social workers, youth workers, sports
coaches, dance teachers and other support workers, all of whom may identify a possible
eating disorder. Local guidelines should continue to be followed, to include recommending
that the child or young person seek assessment with their GP. However, if this is declined by
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the child or young person or their family or carer, a referral can be made to the CEDS-CYP.
Under such circumstances, parents or carers and the child or young person should be
informed before contact with the service is made as they may prefer to do this themselves.
In the event of the family not sharing the same level of concern, the individual can still
proceed but must make this known to the family and also inform the eating disorder service
about the difference of view. The date of referral should be logged and the CLOCK STARTS
at this time.

Referral to initial assessment response times

A referral from any of the above will usually be made by telephone, via email or online. The
CLOCK STARTS as soon as a request for the CEDS-CYP to assess the child or young
person has been received and date of referral logged.

If the child or young person is under 16 then it is essential that a parent or responsible adult
is part of the initial contact. If the child or young person is over 16, consideration could be
given to initial contact with them alone, especially if they have self-referred; however, family
involvement should be strongly encouraged.

Step 1: Classifying risk and urgency

e The CEDS-CYP must classify the urgency of the case within 24 hours. The designation of
an urgent or routine referral should be based on the information received. Where possible
inform the GP that a referral has been received within this time period.

¢ All require telephone or in-person contact to be made with the child or young person and
the parent or carer on the same day to clarify risk. The perception of risk from the
referrer’s perspective should also be clarified. This rapid response is essential when it is
not known if the child or young person is under the care of a healthcare professional and
the level of risk remains unclear

At this stage, over the phone, the CEDS-CYP is required to identify the domains of risk to
which the child or young person is thought to be exposed at the time of classifying the
referral urgent or routine. This may include: physical risk; psychiatric risk (to include risk to
self); safeguarding; or other area of risk (e.g. risk to others).

If the child or young person is deemed to be at high risk, i.e. in need of urgent medical
stabilisation or at high psychiatric risk the CEDS-CYP must arrange an in person
assessment within 24 hours. This option should be available at any point during the
pathway.

Depending on the risk, the case will then follow either the urgent or the routine pathway.

Step 2: Following the appropriate risk pathway

A risk assessment is a detailed clinical assessment that includes the evaluation of a wide
range of biological, social and psychological factors that are relevant to the individual and, in
the judgement of the healthcare professional conducting the assessment, relevant to future
risk, including suicide and self-harm. For further information on physical risk, see Appendix
A. The Self Harm NICE guideline (CG16) contains recommendations on the short-term
management of self-harm. At the first in-person appointment with the CEDS-CYP they must
conduct a full clinical assessment to include a risk assessment.

o If the pathway has been classified as urgent, the GP should be notified and the child or
young person should be seen by the CEDS-CYP within 5 days from the clock starting

o If the pathway has been classified as routine and the child or young person has not seen
their GP within the past 2 weeks, they should be directed to their GP for a consultation
within the next 2 days. The CEDS-CYP should liaise with the GP by day 5 following the
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clock starting. If there is no GP the CEDS-CYP should see the child in person within the
next 2 days

Step 3: GP conducts an assessment (in the event of a routine case not seen
immediately by the CEDS-CYP)

The GP should assess physical health and look for any other signs or symptoms that
suggest high risk.

e If child or young person is found by the GP to be acutely physically compromised
requiring immediate paediatric care, local acute paediatric protocols should be followed
and the CEDS-CYP informed accordingly. CEDS-CYP will take over eating disorder
assessment and treatment

¢ If the child or young person is found to be at high psychiatric risk (for example, suicidal),
local risk management protocols should be followed and the CEDS-CYP informed
accordingly. CEDS-CYP will take over eating disorder assessment and treatment

¢ If the presentation is reported by the GP to be associated with urgency (but at a level of
risk that has not required immediate action) an assessment should be offered with the
CEDS-CYP as soon as possible and within 5 days from the clock starting (i.e. the case
now follows the urgent pathway).

o If the presentation is confirmed by the GP as routine, an assessment should be offered
with the CEDS-CYP within 15 days of the clock starting (that is, the case now follows the
routine pathway) plus:

- information and advice about locally available support services, useful books and
information literature should be sent to the family

- arrangements should be made for the child or young person to be monitored by the
GP on a weekly basis until the assessment appointment. If the child or young
person’s condition deteriorates, a more urgent appointment will need to be offered.

CEDS-CYP clinic assessment

Following the first clinic assessment appointment the following should be known:
¢ the type and duration of eating disorder
e an understanding of the maintaining

factors of the disorder and any
protective

factors (for example, within the family)
¢ the physical, psychological and social
consequences of the disorder

¢ the presence and severity of
coexisting mental

¢ and physical health problems

e current medical risk and whether
inpatient stabilisation is needed

e current psychiatric risk (to include significant self-harm) and whether inpatient stabilisation
is needed

o whether the child or young person has already received any NICE-concordant treatment
for eating disorders

o the strengths, resilience and capacity of the family to manage treatment in the community

A service user’s perspective

At times, | was very suicidal
waiting to access treatment with
no interim care. You feel isolated
and feel you cannot cope with
the illness that is manifesting
itself physically.
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¢ the level of motivation of the child or young person and their family or carers to engage in
treatment, including those aspects of motivation that may not be immediately apparent or
are hidden by feelings of despair and hopelessness

o the degree of confidence on the part of the child or young person that they will be able to
make use of treatment.

Based upon this information, the service will establish which setting is the most suitable for
delivery:
e community treatment via the CEDS-CYP

¢ intensive community (to include home treatment) or day treatment care via the CEDS-
CYP

¢ management in the primary care setting, with supervision from the CEDS-CYP.

Where an eating disorder is unlikely

e The child or young person should be discharged back to the care of their GP or to the
referring service.

3.2.3 Risk management (high risk)

A professional’s
perspective

In situations of high risk, it

may be appropriate to do a

home visit [if the young

person is struggling to

engage].

Figure 3 depicts the pathway for assessing
risk in urgent cases and intensive day
treatment is delivered where admission is
deemed unnecessary to manage such risk.
The timeline is depicted down the left-hand
side.
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Yes
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unsuitable .
Return to point of
entry.

Obtain 2nd

Day 5 n a
there a hig there a hig Has patient had Is
Clinic Assessment Go to "Missed physical risk PSYCh'a“'(;? "SE continous weight intensive/day
: " requiring in- associated witl loss over last month treatent care
Day 6 (Urgent). Appelmimemis patient medical co-occurring of intensive/day with CEDS-
abilisation? disorder? treatment? YP required?
Day 7
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a7 patient basis. - : CEDS-CYP on an inpatient basis. treatent with CEDS-CYP.
patient basis. ——>
CLOCK STOPS
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Day 10
Day 11
Day 12
Day 13
Day 14
Day 15 Formal Review.
First assessment at 6 weeks
and then thereafter every 6
Day 16 weeks.
s patient stable
Day 17 enough to v
undergo eating €3 Is complex
disorder care
Day 18 psychological consultation
treatment? required?
Day 19
Day 20 Patients with AN and BN
should have follow up for 12
months following end of
treatment.
Day 21

opinion.

Figure 3: The recommended pathway for managing high-risk cases through to treatment
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Eating disorder confirmed

The GP may have completed a risk assessment to establish whether inpatient management
of a physical or coexisting psychiatric risk is present before the diagnosis is confirmed by the
CEDS-CYP. If a risk assessment has not been conducted, this should occur as part of the
CEDS-CYP assessment. It is recommended that unless medical or psychiatric risk is
deemed very high, early admission should be avoided and day patient or community care
offered in the first instance.

High-risk inpatient management

The CEDS-CYP service is a community-based service. Contracts must be in place with
CAMHS and paediatric services to ensure inpatient services are in place for the treatment of
physical and mental health needs. The CEDS-CYP should ensure regular review of eating
disorder treatment throughout admission.

¢ Where medical and psychiatric risk (risk to self or coexisting mental health problem) is
high: the most appropriate inpatient service or inpatient setting available should be used.

¢ If admission is to a general psychiatric or to a paediatric unit the CEDS-CYP should liaise
closely with the inpatient team to ensure the eating disorder is appropriately managed
alongside the treatment of the coexisting condition or physical needs. A detailed written
plan should be established between the CEDS-CYP team and the other treating team.
The CLOCK STOPS at the day the first session of NICE-concordant treatment for the
eating disorder is delivered and the date of delivery should be logged.

Inpatient care may be needed where the child or young person comes from a family where
there is limited support (for example, because of parental mental health problems or other
forms of psychosocial adversity). Although this is relatively rare, when it does occur it can be
difficult to manage. Inpatient care may be the only immediate option but this should always
be considered alongside other therapeutic interventions (for example, therapeutic foster
care, intensive work with parents to prepare and equip them for future community work).
Older adolescents may require regular individual longer-term therapy, involving social care
for additional support.
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Table 2 describes some admission options for children and young people with an eating

disorder who are at high risk.

Table 2: Settings for inpatient admission

High medical risk

(The child or young person
requires inpatient admission for
physical stabilisation)

High psychiatric risk

(The child or young person requires
inpatient admission for safety
reasons or for acute management of
a coexisting mental health problem)

Bed in general
psychiatric unit
without recognised
eating disorder

o Admit child or young person.

o CEDS-CYP liaises closely with
inpatient team.

¢ Treatment for the eating disorder

expertise must be overseen by the eating
disorder service alongside the
treatment of the coexisting condition.

e The CLOCK STOPS on the day the

first NICE-concordant treatment
session is delivered.

Bed in paediatric e Admit child or young person.

Inpatient setting e The CEDS-CYP team should

commence discharge treatment
planning from day of admission and
liaise with and support the medical
team.

e The CLOCK STOPS the day the
first NICE-concordant treatment
session is delivered.

Specialist eating
disorder bed in

general psychiatric (NB: a few eating disorder units may
unit be staffed and equipped to cope with
Or medical risk)

Bed in eating
disorder unit

o Admit child or young person.

¢ Eating disorder managed alongside
the treatment of the coexisting
condition.

e The CLOCK STOPS the day the first
NICE-concordant treatment session
is delivered.

Intensive community treatment

¢ Where severity is high and risk considered manageable in the community, NICE-
concordant intensive community (to include home treatment) or day treatment care
should be offered by the CEDS-CYP. Regular assessments need to take place and
physical monitoring needs to take place on a weekly basis.

e The CLOCK STOPS on the day the first session of NICE-concordant treatment is

delivered.

¢ Intensive treatment should be provided by services that have specific expertise in the
management of severely ill children and young people with an eating disorder, and can
provide NICE-concordant evidence-based treatment. Appropriately resourced and
supervised home treatment can be delivered as an adjunct to the evidence-based
programme, but should not be provided instead of evidence-based treatment.
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Getting help (low risk)

Figure 4 depicts the pathway for assessing and treating routine cases after the possibility of
an eating disorder has been identified. The timeline is depicted down the left-hand side,
starting at day 21, which would be the latest date of a clinic assessment in a routine case.

Eating disorder confirmed - Routine community-based treatment

Where severity is deemed moderate and risk considered manageable on a community basis,
NICE-concordant community-based treatment should be offered. This should usually be
provided by the CEDS-CYP. However, a minority of children and young people, a CAMHS
route might be preferable. Where there is a good therapeutic relationship already
established in CAMHS and the child or young person and their family or carers want to
continue with treatment there, or where coexisting problems or other issues (such as school
or safeguarding) might be better addressed by the local CAMHS team or a co-working
arrangement. Under such circumstances, the CEDS-CYP should provide consultation and
supervision for the treatment of the eating disorder. The CLOCK STOPS the day the first
session of NICE-concordant treatment is delivered.

Where severity is deemed mild and risk considered manageable on a community basis,
NICE-concordant community-based treatment should be offered. This should usually be
provided by the CEDS-CYP. However, for some milder presentations supportive eating
disorder treatment may be provided in a primary care setting with treatment being delivered
by appropriately trained eating disorder staff. If treatment is delivered in a non-eating
disorder, supportive setting, the CEDS-CYP must oversee treatment and provide
consultation and supervision. The CLOCK STOPS the day he first session of NICE-
concordant treatment is delivered.
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Day 15

Day 16

Day 17

Day 18

Day 18

Day 19

Day 20

Day 21

Day 22

Day 23

Day 24

Day 25

Day 26

Day 27

Day 27

Day 28

Day 29

Day 30

Day 31

Clinic Assessment (Routine)

Go to "Missed Appointments"

]

Is eating disoder

Confirmed?

l Yes

Go to " Risk Management (High Risk)/Clinic
Assessment (Urgent)"

!

Is outpatient NICE

concordant treatment

with CEDS-CYP

required?

1st session of NICE concordant treatment with CEDS-
CYP on an outpatient basis.

CLOCK STOPS

Go to " Risk Management

No
Is NICE concordant
No management in

primary care setting

Formal Review.
First assessment at 4 weeks and then at least
quarterly thereafter.

(High Risk)/Clinic —

Assessment (Urgent)"

Is complex care Yes

consultation —

required?

No

required?

1st session of NICE concordant management
in primary care setting.

CLOCK STOPS

Obtain 2nd
opinion.

Is eating disorder

Confirmed?

Is risk of eating
disorder
confirmed?

No

CLOCK STOPS

Yes Has eating disorder LIENEs preventa‘:;::
—= ever been No S 0 after 4 weeks
N CEDS-CYP on outpatient
diagnosed? .
basis
Yes
CLOCK STOPS

Refer To Relapse
Management with CEDS-
CYP on outpatient basis

l

1st Session delivered

|

CLOCK STOPS

Figure 4: The recommended pathway for managing routine cases through to treatment
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Eating disorder not confirmed

The Clock Stops on the day that no eating disorder is confirmed. However, where the risk of
an eating disorder is considered present and/or the individual has been diagnosed with an
eating disorder in the past, the eating disorder service should consider providing some
psychoeducation or relapse management sessions.

If no eating disorder has been diagnosed in the past and no eating disorder identified, the
individual should be discharged back to the GP with advice. The GP should consider a
review appointment in both cases.

Where the likelihood of another condition is identified, onward referral should be made to the
appropriate service and the child or young person discharged from CEDS-CYP.

Where no clinically significant problems are identified, the child or young person should be
discharged back to the GP with advice for managing the presenting concerns. In this
instance, the GP may need to check if there are continuing unexplained or distressing
symptoms.

Management through all stages of the referral to treatment pathway

Capacity and information sharing

The issues of competency and information sharing have been the subject of much research,
however it is not within the remit of guide to advise clinicians in this area, but only to draw
their attention to the complex nature of decisions related to information sharing and capacity.
It is known that there is a high level of ambivalence about accessing care amongst children
and young people with eating disorders and compulsory treatment is a contentious issue.
Research shows that even when formal compulsory treatment orders are not in place,
patients can be exposed to compulsion and coercion (Tan et al., 2010). Research indicates
that additional considerations (not captured by traditional legal approaches) might be needed
in relation to the treatment of children and young people with anorexia nervosa (Tan et al.,
2006).

While every effort should be made to encourage children and young people to involve their
parents in their treatment, there will be occasions when children and young people do not
want their parents to know about their eating disorder. When children and young people
have the capacity to make a decision (are ‘Gillick competent’) their wishes should be
respected. At the same time, Lord Fraser said in Gillick that the case is not a licence to
exclude parents. When children with capacity insist that their parents should not be involved
in, or even have knowledge of, the proposed care, his guidance (the ‘Fraser guidelines’)
should be followed.

These principles apply not just to consent to the care itself but to sharing information about
it. They are especially significant when that care involves multi-agency working. However,
there is still a lot of uncertainty about them. Practitioners need to be fully supported in
applying them.

Guidelines on capacity and information sharing should be always be followed, see Appendix
C for more information on capacity and information sharing. The Working together to

safequard children website has more detailed guidance. Paragraph 12 and 13 of the Mental
Capacity Act 2005 Code of Practice contain information with respect of 16 and 17 year olds.
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Children and young people who decline treatment

GPs, and other practitioners as appropriate, can play a vital role in supporting the child or
young person and their family or carers when treatment is declined. Every effort should be
made to engage with children and young people who refuse treatment. The goal should be
to provide support and help them accept the need for treatment over time. See Appendix C
for guidance on information sharing and capacity.

When the refusal of treatment places a child or young person at risk of significant harm,
lawful and proportionate steps can be taken to control or reduce that risk.

If someone aged 16 or over is assessed as lacking mental capacity, steps may be taken in
their best interests in accordance with the Mental Capacity Act 2005 and its Code of
Practice.

The above principles apply to the recording and sharing of confidential personal information
as they do to the wider provision of care or treatment.

Managing appointments

The young child or young person’s choice should be respected when booking appointments
and patient initiated delays should be balanced with risk management, e.g. someone
deemed to be suitable for routine care pathway may choose to attend an exam to have the
first appointment in a month’s time, this choice should be taken into account when booking
appointment. Patient choice will be accounted for when reporting on referral treatment times.
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Managing missed appointments

Figure 5 depicts the pathway for managing missed appointments.

Yes
Does patient attend? Return to entry point

No

Discover cause.
Inform GP/referrer or trusted adult.

Be alert to any potential
safeguarding issues and
report approriately.

Can the appointmet Yes )
be rebooked? Rebook the appointment

No

Have all efforts been
made to engage the
child or young
person?

Yes

Document all information and referthe young
person back to the GP referrer/trusted adult.

Figure 5: The pathway and Access and Waiting Time Standard time points for missed
appointments for assessment

The reasons for missing appointments are varied and it may be difficult to assess these
properly over the phone. However, every effort should be made to do make contact and
engage with the young person and family. The service should be aware that a missed
appointment could be a safeguarding issue.

Where an appointment needs to be rebooked, clinicians should work to do this at the earliest
possible time. Every effort should be made to ensure access to care continues and help is
provided in a timely fashion. The causes for missing an appointment should be investigated
carefully, and the referrer and the GP/trusted adult informed. Any efforts made in this respect
should be recorded in the child or young person’s clinical notes. It is recommended that an
appointment should be booked to take place within 2 working days of the missed
appointment to ensure that risk is managed appropriately.

If a child or young person repeatedly misses appointments and no further appointments can
be made despite the best efforts of the clinician to encourage engagement, the child or
young person should be discharged back to their health care referrer, if appropriate, and GP/
trusted adult notified. All referrals back to the GP need to be recorded and justified with a
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clear record of attempts made to re-engage and contact the child or young person and,
where appropriate, their parent or carer

The policy is based upon the following considerations:

¢ In the majority of cases the GP is the locus of continuity of care, which is of primary
importance until the child or young person is ready to rebook the appointment. GPs have
the responsibility to engage with the child or young person while being mindful of the
wishes of the child or young person.

e Itis important that there is clarity around who holds clinical responsibility for a child or
young person. If the CEDS-CYP is unable to establish direct clinical contact with them
and day-to-day risk cannot be ascertained, medical responsibility should be transferred
back to the GP with routine access to 24-hour out-of-hours care as needed.

¢ If a child or young person is referred back to the GP, and should they need to be referred
for treatment again, the referral pathway is structured to allow rapid re-engagement.

¢ Reasons for cancellation or non-attendance are complex. In a system that tries to treat alll
children and young people, it is important that children, young people and their
parents/carers are not left to re-book appointments without this being brought to the GP’s
attention.

Managing complex cases

The treatment of eating disorders in children and young people is often not straightforward
for families, carers or clinicians.

If, following progress reviews, treatment is considered to be ‘stuck’ or other difficulties have
arisen that the treating team are unable to readily resolve, clinicians should ensure that they
approach the child or young person and their parents or carers and discuss consultation with
other colleagues. ldeally, eating disorder service teams will form peer networks for this
purpose.

Effective working and the relationship between the
individual seeking help, the family or carer and the
clinician is key to recovery. One of the guiding
principles of the Eating Disorder NICE guideline
(2004) is that families and carers should be
involved in treatment and thus it is important to
make every effort to maintain positive relationships
not just within the family, but also between the
family or carer and the treatment team, see
Appendix C for guidance on information sharing.
Clinicians should understand the strain the families or
carers are under and that it is natural that at times a loss of confidence in the treatment team
may occur. Clinicians should work with the individuals and their families or carers to amend
the treatment plan and look at alternatives, perhaps through second opinions. Given the
paucity of evidence in this area, clinical expertise is required to tailor treatment to the needs
and preferences of the child or young person and their family or carer. The CEDS-CYP have
agreed protocols to involve specialist services if other options are unsuitable and these
protocols should be followed.

A carer’s perspective

| carry on with my life now, but
with ‘contingency’ planning. And
| carry a lot of sadness and
anxiety. As a mum, however |
rationalise her illness
behaviours, they still hurt. |
grieve for the daughter I've lost.

Clock stops and treatment starts

Although the clock stops when the child or young person starts a NICE-concordant treatment
package (that is, when the first session of NICE-concordant treatment is delivered), this is
the start of the next stage of care. Service provision is monitored from this point on by the
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collection and submission of a variety of data connected to treatment, clinical outcomes and
service user and carer experiences.

Outcome measurement

Eating disorder services need to collect a range of information in order to guide treatment
and improve outcomes, capture service activities as well as enable children and young
people and their parents or carers to inform service delivery and design. This information
should include long-term follow-up measures and over time, this will evidence long-term
outcomes.

Currently, however, data collection is poor due to high demands on clinicians, and
incomplete and inconsistent reporting from services. There is considerable variation across
CAMHS in the amount of resources committed to the development, implementation and
monitoring of effective practice and outcomes (Child and Adolescent Mental Health Services,
2008).

In addition, there are particular difficulties with reliably and accurately capturing relevant
outcome variables in child and adolescent eating disorders. These are complex, multi-
factorial disorders, which represent significant challenges in relation to tracking meaningful
outcomes. This is part due to an absence of appropriate self-report measures for some age
groups, for example children under the age of 13. A number of other outcome parameters
have variable significance for specific individuals (for example, percentage median BMI). It is
recommended that healthcare professionals use their clinical judgement and use or tailor
measures recommended from other age groups rather than not gathering any outcome data.

Appendix B details what data should be collected and how. It summarises key questions
aimed at ensuring that outcome measures are used to ensure and monitor the engagement
of the child or young person from assessment through to close of treatment. They are
intended to:

e support a collaborative and person-centred approach to treatment
e ensure that the child or young person’s needs are being met
¢ ensure that the child or young person’s experiences are understood.

Data items will need to be collected for the MHSDS, details on these will be published
shortly. See Appendix D.1 for an interim guide to the SNOMED measures.
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Elements of a community-based eating
disorder service for children and young
people

Description

In order to provide a viable, community-based eating disorder service, the workforce needs
not only to provide key capabilities, but also to be trained to deliver an evidence-based
service to a high standard. Experience suggests that larger teams are more resilient and
able to manage team losses without as great a risk of compromising services provided as
may be the case for smaller teams.

CEDS-CYP requirements in terms of workforce, skills, competencies and training are set out
below. These represent required standards for commissioned CEDS-CYP services.

Recommended approaches to service structure

Commissioners will need to consider the following when commissioning an eating disorder
team or ensuring an existing service is ready to meet the Access and Waiting Time Standard
when it is implemented:

¢ size of the population served by the team

¢ |ocal incidence of eating disorders in children and young people drawn from the JSNA in
Mental Health

¢ general level of coexisting mental health problems and how these will be managed

e capacity and effectiveness of current services

¢ anticipated impact of new or proposed services in meeting the need

¢ a model that will be able to achieve the waiting times for the anticipated level of need.
With this information and the CEDS-CYP workforce calculator, commissioners will be able to
identify the size of the resource required to offer community-based treatment and meet the
Access and Waiting Time Standard set out in this guide. The requirements for a CEDS-CYP

are outlined in Section 2.6.1 above, with the size of the team dictated by the outcome of a
needs assessment.
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Figure 6: Estimated incidence of eating disorders
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To create a viable team that can cover the minimum recommended 500,000 (all age)
population commissioners will need to decide whether to commission a service for a single
CCG or share the commissioning with other CCGs, and how the service will be delivered
geographically. The balance between anticipated need, service size/cost, access and
waiting times, and available funding will need to be achieved through a shared and agreed
strategy among all partners involved.

If 2 or more CCGs are to share a service, then a ‘lead’ CCG needs to be identified and a
shared agreement created on what will be commissioned and how the contract will be
managed.

The models in Table 3 are possible options for structuring the CEDS-CYP. Both will provide
a dedicated multidisciplinary community-based service that has the capability to treat the
most common coexisting mental health problems:

Table 3: Models for structuring the CEDS-CYP

Model A Model B
A single team based together that provides the A team that operates via a network of smaller
entire service. teams of eating disorder clinicians in

neighbouring areas, via a hub and spoke model.

In both models, the teams must provide the capacity to meet all the needs anticipated in
each of the CCGs commissioning the service. The service specifications for eating disorders
and paediatric services will need to be interlinked to reflect the joint working between the 2
services. A paediatric liaison service for eating disorders should be included in the service
specification for the eating disorder service or as part of a paediatric service specification.
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Recommended approaches to workforce development

Competencies

All members of the eating disorder team should be competent in assessing and/or treating
eating disorders. Different team members will be required to contribute different skills
consistent with their professional training and further eating disorder specific training.

The inherent vulnerability of small teams has been recognised and care should be taken to
protect against the loss of team members. A recommended way is to commission a
community-based team with a staff group large enough to deal with this threat and with
potential fluctuations in demand.

Each member of the team should have an appropriate qualification to deliver the NICE-
concordant mode of therapy they are offering. Supervision from appropriately qualified
supervisors must be maintained.

Each member of the team should have experience in:

¢ the treatment or assessment of eating disorders (flexibility will be needed when
employing junior staff where training is needed)

e the mental health sector.

The team’s collective membership needs
to provide the following expertise:

e psychiatric assessment for children and
young people

¢ medical assessment and monitoring

¢ rapid response to referrals as outlined in
the care pathway

o staff trained to supervisory level for
evidence-based psychological
interventions for eating disorders (to
include CBT/CBT-E and targeted family
interventions)

o staff trained in the delivery of evidence-
based psychological interventions for eating disorders (to include CBT/CBT-E and
targeted family interventions)

e community care: the team should have the experience to be able to provide home
treatment and family support

e acute service and paediatric support: support should be provided to these services 7 days
a week

A professional’s
perspective
Supporting [children and

young people] with [eating
disorders] is emotionally.... It
is important [that mental
health professionals] seek
regular supervision in order
to remain compassionate,
caring and optimistic.

e delivery of care: services should consider how they can provide care and response over a
7-day week

e administration: the team should have sufficient staff to provide administrative and
management support; it is important to ensure that support staff are experienced and
have adequate training in relevant areas including data entry.

The number of professionals within the team will depend on the anticipated needs of children
and young people, and their families or carers within the geographical area served by the
team.
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Disciplines

A CEDS-CYP should be a multidisciplinary team of medical and non-medical staff with
significant training and experience in the assessment, risk management and treatment of
children and young people with anorexia nervosa, bulimia nervosa and their variants. These
teams require a high level of expertise (both medical and non-medical) to be able to manage
the level of medical risk safely and to provide continuous high-quality supervision for the
psychological treatments.

These teams may typically include professionals from the following fields:

¢ clinical psychology

o dietetics

o family therapy

e nursing

e paediatrics

e psychiatry.
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4.3.3 Staffing

There are many variables that need to be evaluated when building a CEDS-CYP team to
meet the requirements outlined in this guide. The staffing levels and team make-up will vary
across the country. It is expected that additional funding will be used to build either new
teams and services, or be used to build upon existing community based services that are
either already compliant or where the funding is being used to ensure compliance, with the
model outlined herein.

The workforce mix and skills mix with whole time equivalent (WTE) staff in Table 4 and
Table 5 have been calculated using data from recommended, well-resourced services that
are currently providing community-based eating disorder services. This team configuration is
an example of how a community based eating disorder service could be staffed, but actually
staffing levels and skills mix will depend on the detailed requirements of the local service.
Commissioners and service providers must ensure that local data collected during the needs
assessment is used when calculating the workforce required for a CEDS-CYP.

Table 4: Whole time equivalent staff broken down by profession

Number of referrals per annum 150 100 50
Whole time equivalents
Head of service (psychiatry/psychology) 1.8 1.2 0.6
Speciality Doctors (psychiatry) (Registrars) 24 1.6 0.8
Paediatric medical treatment (Consultant) 0.3 0.2 0.1
Senior Clinical Staff (Bands 8a and 8b) 2.5 1.7 1.3
Eating disorder therapists (Band 7) 10.1 6.7 3.4
Home treatment specialists (Band 6) 3.8 2.5 1.3
Dieticians (Band 6) 2.3 15 0.8
Support Staff/Assistant Psychologists (Band 4) 2.7 1.8 0.9

Table 5: Whole time equivalent staff from Table 4 presented by role

Number of referrals per annum 150 100 50
Whole time equivalents
Therapists 16.8 11.2 5.6
Supervisors 4.8 1.6 0.8
Dietician 4.8 1.6 0.8
Medical 6.0 3.0 15
Administrative staff 7.8 2.6 1.3
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Figure 7 and Figure 8 depicts the mix of skills needed in the team and an approximate mix of
staff by grade. These numbers will vary for each CEDS-CYP depending on local need.

Figure 7: Staffing percentages by role

Staffing by roles for a service receiving 100 referrals
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Figure 8: Staff by AfC grade
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See Appendix F for a suggested CEDS-CYP workforce calculator. Please note that while
this tool provides users with the ability to input a number of variables this is not an
exhaustive list of the variety of possible inputs needed when calculating the workforce
needed. To build a CEDS-CYP, commissioners will need to take into account local variables
and other factors that will affect the service. Additionally, the mix of staff required by a
CEDS-CYP will depend on the specific roles that they perform within the team (for example,
interventions can be delivered by staff at different levels, with different titles and with
different training). The calculator is therefore provided as an aid to discussion around need,
and commissioners and providers will need to work together to establish the correct mix of
skills and staff required to meet the Standard.

Staffing and overhead costs

Table 6 shows the costs based on the staffing described in Table 4 and the costs outlined in
the PSSRU unit costs for health and social care for 2013-14, uplifted for 2013-14.

The costs below are based upon a staffing mix formula created in conjunction with current
recommended services. The costs will change depending on individual service
arrangements. See Appendix H for a full breakdown of PSSRU costs and the PSSRU
website for additional information.

Table 6: Estimated recurrent cost for CEDS-CYP service/team

150 referrals 100 referrals 50 referrals
for min pop of 1,500,000 | for min pop of 1,000,000 for min pop 500,000

Cost per
service £2,336,367 £1,559,061 £781,756

Note: The cost for referrals of £15,000 (for 100 referrals) is not the cost for a single patient, it
Includes a share of the steady caseload for the service.

The key assumptions and caveats on this estimate are:

e Itis based on clinical advice that the team specified in Table 4 will be able to meet the
waiting time standard and manage existing caseload for 100 referrals a year

o There is reasonable evidence of the incidence of eating disorders, but much less
evidence of the proportion of incidence which will lead to a referral to community eating
disorder services. Estimates of this conversion rate in the literature range from 20—-70%.
We have assumed 50% of incidence will seek treatment to produce the costing above

¢ We do not have good information on what is currently spent on eating disorder services in
the NHS, nor on what waiting times are being achieved, so this estimate assumes that
the full recurrent cost of the service must be met from additional investment. We will begin
to receive data on waiting times from January 2016 when the Mental Health Services
Data Set begins to flow.
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Recommended training approaches for all staff supporting
children and young people with eating disorders

Training for members of CEDS-CYP

Eating disorder staff may need comprehensive training to improve skills. Overall goals of
training to develop CEDS-CYP are included in Table 7.

Table 7: Training goals for a CEDS-CYP

Training goal Detail

Develop The aim is to create a multidisciplinary team that works together
multidisciplinary eating | effectively. This can be best achieved by training professionals from
disorder teams different disciplines together as a team, rather than separately.
Understand the The multidisciplinary eating disorder team should have knowledge of
complex nature of the epidemiology of eating disorders, risk factors predisposing people
eating disorders to develop the illness, physiological effects of malnutrition, physical

and medical risks of starvation, and nutrition. The team should also
understand that eating disorders commonly coexist with a range of
mental and physical health problems, there is a high risk of self-harm,
and that the needs of children and young people with an eating
disorder and their families and carers vary considerably.

Develop a strong team The most effective way to disseminate evidence-based practice
culture (Greenhalgh et al., 2004) is to build on the team’s existing knowledge
and skills. This maximises learning by enabling team members to
share their learning and support each other and helps teams to accept
evidence-based practice. A strong team culture with shared values
about the importance of evidence-based and outcome-focused
practice makes it easier to manage transitions when members of a
team leave and new members start.

Develop early intensive | The structure of training should reflect evidence from dissemination

skills training and research, which demonstrates the importance of early skills
support and development to enable changes in practice and also continuous
supervision support and supervision (from within the team and outside the team) to

sustain such changes (Stirman et al., 2004).

Adopt core CYP IAPT Training for CEDS-CYP should draw on the principles and values
principles outlined in Delivering with and Delivering Well, and the experience and
expertise of the CYP IAPT programme in transforming services
through training. This should include involving children and young
people and their families and carers in developing shared treatment
goals and in outcome monitoring.

Evaluate the impact of The development of new services and training of multidisciplinary

training on eating disorder teams provides an opportunity to evaluate the impact
transformation of of the investment of new funds on outcomes for children and young
services people with eating disorders.

As part of the CYP IAPT service transformation programme, NHS England is promoting the
development of skills in the assessment and treatment of eating disorders. Staff in
participating CAMHS partnerships can attend training in systemic family practice specifically
for the treatment of eating disorders. To be eligible for this training staff should be members
of a community-based eating disorder service that includes both medical and non-medical
staff.

In 2015/16 the CYP IAPT programme will extend its curricula to support training of staff to
meet the needs of children and young people with an eating disorder when delivering the

50



http://www.england.nhs.uk/wp-content/uploads/2014/12/delvr-with-delvrng-well.pdf



4.4.2

4.4.3

Access and Waiting Time Standard for Children and Young People with an Eating Disorder

therapeutic modality they are trained to offer (for example, CBT and family therapy for
treating eating disorders).

Good collaboration and communication between services throughout the care pathway for
eating disorders (including educational establishments) is paramount and only in this way
can a properly integrated model of care be supported.

To achieve a transformation all staff will need to be involved in changing practice. This
should involve ‘whole team’ training events and training for managers and supervisors as
well as practitioners.

The role of CEDS-CYP in training for other professionals

Raising the awareness of professionals in primary care, education and other children’s
services will improve early identification of children and young people at risk of developing or
experiencing an eating disorder. When taking a pragmatic approach, there is a view that
community-based teams are in a good position to provide training on awareness raising and
signposting to professional groups working with children and young people.

The CEDS-CYP’s ability to deliver this training will need to be built into the planned workload
and therefore impact on the size of the team.

The expertise from the CEDS-CYP can be used to support primary care, non-eating disorder
specialist services, education, social care, public health and other agencies to work in
partnership. The relationships developed through the training can be used to provide regular
support to the teams involved in improving early identification of children and young people
at risk of developing an eating disorder. This should lead to a truly integrated approach.

The role of public health

Public health professionals with the support of CEDS-CYP can best deliver raising
awareness of children, young people, parents and carers about eating disorders. It is
recommended that websites and helplines ensure that information on NHS services and
other providers is accessible and up-to-date. This awareness raising will need to be
delivered so that the messages are culturally acceptable to the populations covered in their
local catchment areas.

Adults working in universal, targeted and specialist settings including CAMHS need to be
aware of eating disorders. In March 2015, the Department for Education commissioned
MindEd to work with parents and carers and co-produce e-learning sessions specifically to
meet their needs for information and support.

51



http://www.e-lfh.org.uk/programmes/minded/



5.1

5.2

Access and Waiting Time Standard for Children and Young People with an Eating Disorder

How the Access and Waiting Time
Standard for Eating Disorders will be
measured

Quality improvement networks

The NCCMH has commissioned the CCQI to implement a quality improvement network to
support the Access and Waiting Time Standard for Children and Young People with an
Eating Disorder and the quality of care delivered by community eating disorder services.

The quality improvement network is aimed at raising standards of care that people with
mental health needs receive by helping providers, users and commissioners of services
assess and increase the quality of care they provide.

Using national clinical audits, surveys and peer-review visits, the CCQI will collect and
centralise information from children and young people, parents and carers and staff about
standards of care, thus improving accessibility and validity of data.

Commissioners will be provided with:

e a quality improvement network that helps clinical teams to support and learn from each
other

e a peer-accreditation process that gives children and young people and their families or
carers, commissioners and regulatory authorities confidence that teams are providing
high-quality services

¢ launch events to encourage networking amongst clinicians

e up-to-date information on the quality of service they provide measured against CCQI
standards which can be used to compare against national benchmarking data

e supported participation in clinical audit.

Service specifications should anticipate providers joining an appropriate quality network and
could include Commissioning for Quality and Innovation (CQUIN) payment frameworks for
delivering the Access and Waiting Time Standards.

Accreditation

The quality improvement network will offer accreditation. Mechanisms and criteria for an
accreditation system for eating disorder services for children and young people are currently
being developed by NCCMH in conjunction with the CCQI. The process of developing the
accreditation system will involve consultations with all stakeholders including children, young
people, parents, carers and professionals. This system is due to be launched in the spring of
2016.

Robust processes will need to be in place to gather relevant data on achievement of the
Access and Waiting Time Standard, delivery of NICE-concordant treatment and outcome
measurement that will be used for accreditation purposes.

The scheme will assess a variety of features of eating disorder services across the country.
These will include, but may not be limited to:

o successful delivery of NICE-concordant treatment within the Access and Waiting Time
Standards outlined in this guide

o the ability of the service to adhere to the referral to treatment times outlined in this guide
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¢ the capacity of the service to deliver evidence-based treatment
e provision and uptake of education and training across the care pathway
¢ the routine collection of and response to outcome data.

The aim of the scheme is to encourage services to improve provision and performance. The
scheme will be underpinned by an external peer review system. The results of the
accreditation programme will be published.

Mental Health Services Data Set

The current Mental Health and Learning Disabilities Data Set (MHLDDS) v1.1 and CAMHS
v2.0 (which integrates CAMHS v1.0 and CYP IAPT) data sets have been combined to form
the new Mental Health Services Data Set (MHSDS). This new data set includes the
specifications for the use of providers of eating disorder services to measure outcomes for
the assessment and treatment children and young people. Providers are expected to begin
collecting the relevant data no later than 1 January 2016.

Publication of the Information Standards Notice (which mandates the NHS and system
suppliers to make the relevant changes) and all supporting documentation including the
technical specification and related guidance can be found at the HSCIC website.
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Steps to commissioning a service that
meets the Access and Waiting Time
Standard for Children and Young People
with an Eating Disorder

Introduction

The Access and Waiting Time Standard requirements must be adopted by all eating disorder
services and this will require a transformational approach by commissioners. The creation or
increase in the capacity of CEDS-CYP is central to improving outcomes, however this alone
will not achieve the desired transformation. The following section is a practical guide
outlining what is expected from commissioners in order to prepare for implementing the
Access and Waiting Time Standard and address the challenges associated with current
service delivery (see Section 2.4.2). NHS England has published resources and a checklist
is provided in Appendix F as an aid to ensure commissioners are prepared for transforming
their services.

It is important that the commissioning of eating disorder services complies with the principles
and values laid out in Delivering with and Delivering Well. These principles are embedded in
established accreditation and quality improvement networks for CAMHS, and will form part
of the standards for accrediting a CEDS-CYP.

Improving access and waiting times for eating disorder services will be best achieved within
a wider joint CAMH strategy. This will require commissioners coming together to agree a
shared commissioning process and strategy and all providers of children’s services to
understand the issues and how they should contribute to improving outcomes across the
whole pathway.

Overarching principles for service design and
development

The local Health and Wellbeing Board’s JSNA and the Joint Health and Wellbeing Strategy,
alongside a local equalities and health inequalities analysis, should be the key drivers for
establishing the quality of service provision. Health and Wellbeing Boards, supported by the
local government-led Health and Wellbeing System Improvement Programme and Public
Health England, should ensure that both the JSNA and the Joint Health and Wellbeing
Strategy address children and young people’s needs effectively and comprehensively.
Commissioners can find information and support for health and wellbeing system
improvement at the_Local Government Association website.

The additional funding as announced in The Autumn Statement 2014 is to improve services

for children and young people under the age of 18. Commissioners may wish to commission
services for children and young people jointly with adults, but in so doing should ensure that

the current and new funds meet the needs of children and young people and that the funding
for over 18s is supported by the adult mental health budget.

Commissioners should ensure that their Transformation Plans show a clear demonstration of
their commitment to:

e service transformation
e transparency
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e meeting legal duties with regard to equality, health inequalities and monitoring
improvement; this can be achieved by:

o commissioners and providers identifying the ethnic groups that may have potential
need for the service, including those who may be experiencing barriers to access, and
ensuring that services are readily available

o all staff being appropriately trained in meeting the needs of diverse cultures and ethnic
groups

o all staff being appropriately trained in meeting appropriate legal requirements
associated with information sharing and capacity, see Appendix C

o commissioners and providers ensuring that all service provision is age-appropriate and
gender-appropriate

o ensuring that service provision is commissioned across the full range of complexity (to
include clinical presentations that may be relatively rare, for example very young
patients (aged 8-10) or those with specific significant co-occurring medical conditions.

The reduction of inequalities in access and outcomes is central to the transformation of
services. Local commissioners are reminded that they should make explicit in their plans
how they have taken into account the duties placed on them under the Equality Act 2010
and with regard to reducing health inequalities, duties under the Health and Social Care Act
2012. Service design and communications should be appropriate and accessible to meet the
needs of diverse communities.

The focus of commissioning is the service user and the public, as outlined in Liberating the
NHS: No decision about me, without me. Improving outcomes and creating an effective
service model depends upon the involvement of children and young people and their families
and carers in the commissioning process. Useful resources include:

e Model Specification for Child and Adolescent Mental Health Services: Targeted and
Specialist levels (Tiers 2/3)

e Commissioning tools published for transitions from Child and Adolescent Mental Health
Services (CAMHS)

¢ CAMHS Payment System Project.

Create a baseline assessment of current service provision

A baseline assessment must be completed so that best practice is maintained and services
can be measured over the period of any new contracts awarded.

Commissioners will need to ascertain through their contracts and service specifications how
eating disorder services are currently provided and if they meet the Access and Waiting
Time Standard. The baseline assessment must include current service model, the number of
WTE staff, skill mix and competencies in the service. This will be used to show how
additional funding has been deployed to meet the Access and Waiting Time Standard and
improve outcomes.

Understand local need

An assessment of local need that involves children and young people with eating disorders,
and their families and carers, should be undertaken. Their engagement in assessing need,
reviewing current services, deciding priorities and designing services will enhance the
commissioning process and achieve the transformation required before deciding on the most
effective procurement process.
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To ensure that service user choice is embedded in the service specification, questions about
where, when and how a service is delivered should be included in the review process.

The assessment should:
¢ predict the numbers of children and young people in need of support

¢ include children and young people being managed in primary care or schools, those
requiring community support and those in need of risk management or urgent help and
those who might need to access highly specialist care

¢ include a commitment to coherency with a wider CAMHS assessment of need
¢ include a gap analysis.

Commissioners should ensure that they incorporate a range of demographic features, such
as ethnicity, age, population density and deprivation in their eating disorders needs
assessment.

Prevalence data should be applied to population data, however, this is not always sufficient
as it is not a good predictor of need on its own. Providers need to be aware of any previous
‘seasonal’ variations and plan accordingly so that waiting times can still be met during times
of high referral rates. Referral rates and number of expected number of children and young
people requiring assessment, support and treatment should be used in the workload
predictions.

Establish protocols to support the pathway

The Child and Adolescent Mental Health Services (CAMHS) Tier 4 Report on eating
disorders (July 2014) highlighted the need for the development of community-based eating
disorder services to reduce the need for admission and to improve service user outcomes
(CAMHS Tier 4 Report Steering Group, 2014). In developing the service model, it is
essential:

e eating disorder services for children and young people are able to meet the Access and
Waiting Time Standard

¢ children and young people with an eating disorder are able to access NICE-concordant
treatment at every stage of the care pathway.

Commissioners need to ensure that there are clear self-referral routes into the CEDS-CYP,
including a communication plan to ensure children and young people, their families and
carers and other professionals are aware of how to access services. Commissioners can
use the additional funding to develop or enhance community-based eating disorder services
to improve access and meet the needs of children and young people in the population
covered.

In some circumstances, primary care is capable of providing good outpatient support for
children and young people with a manageable eating disorder. Where this happens, GPs
and associated practitioners need to be appropriately trained and supported in both child
mental health care as well as eating disorder treatment by the CEDS-CYP. Once a primary
care practitioner has been identified as having the appropriate training to provide community
care they should register this with the CEDS-CYP to receive support and, where appropriate,
supervision. There must be a clear agreement that the CEDS-CYP will have oversight of all
eating disorder cases and provide case supervision to those being managed in primary care.

The CAMHS Tier 4 Report also noted geographical variability in the development of eating
disorder services, which has been largely provider driven. The report suggested that further
work is needed to clarify the role and remit of inpatient care. Commissioners need to show a
clear demonstration of their commitment to reducing out-of-area care, including ensuring
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inpatient beds are located as close to home as possible. The evidence shows that early
identification and treatment of eating disorders leads to a shorter recovery time and fewer
relapses. Although there are a number of complex cases that cannot be effectively dealt with
by current community-based teams and specialist services should be involved for such
cases, with the improvement of early identification and intervention it is anticipated that the
number and severity of these complex cases will decrease. However, in the meantime it is
important that commissioners ensure that children and young people have access to
appropriate services to improve outcomes and reduce relapse risk. Commissioners must get
the balance right between supporting the severely ill while also delivering preventative work
that will reduce the demand for more intensive care.

It is known that there are current pressures for CAMHS beds. NHS England has worked with
providers to increase capacity and improve the systems that support accessing these beds.
It is envisaged that any reduction in demand for the current beds will create capacity in
system to allow improved flow of patients through the system to support the most
appropriate timely treatment.

Establish liaison protocols

Commissioners must create a balanced service provision across a range of needs and in
order to do this collaborative commissioning with schools, the local authority and NHS
England is essential.

If the transformation is to be successful it will require primary care staff and schools to be
aware of the issues for children and young people with an eating disorder (for example, early
identification and support can reduce recovery times) and provide early support or
signposting services. It is therefore important that commissioners of primary care services in
NHS England, local authorities (health visiting, school nursing) and schools are involved in
the transformation of eating disorder services from the outset.

Liaison with paediatrics

The provision of paediatric care must be included in planning and delivery of the CEDS-CYP
and liaison with paediatric (to include general paediatrics, endocrinology, gastroenterology
and other specialities as required) and other child health services (for example, primary care
and dietetics) is essential. Paediatric services have a central role in the care of children and
young people with eating disorders, not just in acute situations but also in specific high-risk
groups (for example, those going through puberty and those with coexisting diabetes).

Liaison with inpatient services

The effectiveness of community-based services will affect the need for inpatient services for
children and young people with an eating disorder. Local acute commissioners of paediatric
inpatients and NHS England commissioners of inpatient services will therefore need to be
involved in the local strategy for eating disorders, which should in time lead to planned
reduction in demand.

The CEDS-CYP should have a strong link with inpatient services, the purpose of which will
be to allow for brief admissions, with subsequent care to be delivered by the CEDS-CYP.
This can be done either with a link to a CAMHS Tier 4 unit or paediatric hospital.
Commissioners are aiming to improve outcomes and reduce travelling by establishing these
links.
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Create a workforce

Planning

The CEDS-CYP required to provide the breadth of services described in Section 4 will need
to be of sufficient size to manage staff turnover and ensure the variety of evidence-based
treatments are always available. Current practice suggests that a CEDS-CYP will generally
be effective if it serves a population of at least 500,000 people and receives a minimum of 50
new eating disorder referrals per year. This will mean that in most cases the service will
need to be commissioned to cover 2 or more CCG areas, which will require joint
commissioning.

Providers will be required to show they have sufficient staff trained in evidence-based
treatments, collaborative practice and the use of outcome measures to meet the predicted
need, or have a plan to develop the staff through a transformation programme.

The System Dynamic Service Modelling Tool, which is currently in development, will be a
useful instrument that can help commissioners to understand staffing, skill mix and
workforce requirements for their services, based on the level of need, incidence of eating
disorders and demographics unique to each geographical area. A beta version of the
modelling tool and the supporting ‘business guide’ is available via the CSU website at
http://www.scwcsu.nhs.uk/camhs

Recruiting

Your Transformation Plans must include a recruitment and retention strategy.

Training

The demand for training from providers will be significant, regionally and nationally. Meeting
the anticipated rise in demand for training can be best managed centrally, at this stage,
through the development of a curriculum commissioned by Health Education England. This
will meet the need for a rapid increase in professionals who can deliver evidence-based
treatments and mandated outcome measures.

Commissioners can use funds to provide awareness raising and basic training for staff in
children’s services and for families/carers, training and supervision of staff in evidence-
based care, collaborative and outcome focused care. A robust training plan should be
included in the Transformation Plans, and commissioners should demonstrate they have a
programme to develop and maintain the skill mix required to deliver the service.

Commissioners should refer to the CYP IAPT curriculum for information on training
therapists, supervisors and service managers.

Support transitions

The commissioning of integrated pathways is essential to reduce disruption during transition
from child to adult services, and when a person is moving from one area to another or from
one service to another. Commissioning arrangements rely upon NHS England and local
CCGs working together. Guidance on commissioning for transitions and protocols to support
the transfer of care between services has been published by NHS England.
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Age-based transitions

It is important to jointly plan transitions from child to adult services with adult mental health
commissioners. The decision about who should provide services for the young person after
the age of 18 should be based on the needs and best interests of the young person.

Geographical transitions

Commissioners and providers should be aware of the particular issues that arise in providing
a service to young people who have left home to study or have moved to a different
geographical area. In this situation there should be careful consideration involving all parties
as to where treatment would be best provided.

Establish data collection and outcome measurement
protocols

Outcome measurement plan
and data collection

A service user’s perspective

Counselling at my university was
good as | didn’t have to panic
about whether funding would run
out or the timescale to our working.
| knew | had someone there to talk
to at a pace that suited me.

During the design of the service,
commissioners must prioritise the
views of the child or young person.
Commissioners must also involve
children and young people and their
families or carers in monitoring
guality and outcomes because they
frequently report being excluded from treatment and that their views are not being sought.
The measures for children and young people with an eating disorder in the MHSDS are a
minimum data collection requirement and locally agreed indicators can be added. The data
provided should be used to inform future commissioning decisions.

The service specifications for NHS, local authority, voluntary sector and private providers
should include processes to:

e support the completion of outcome measures by children and young people and their
families and carers

e support the use of data collected during clinical sessions to improve treatment plans
e ensure that data collection meets the standards set out by the MHSDS (see Section 5.3)

¢ send the service development monitoring data to an outcomes support organisation, such
as the Child Outcomes Research Consortium (CORC - see Section 6.9.2)

¢ outline how the data will be used to improve:

o individual clinical practice and skills development
outcomes of individual children, young people and families
o service quality
o future commissioning.

o

There is a need for providers to be a member of a publicly transparent quality improvement
network. The NCCMH has commissioned the CCQI to implement such a network (as
described in Section 5) to support the Access and Waiting Time Standard. The aim is to
support members in working together to deliver the best possible care for children and young
people.
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Development of an electronic care record system

Commissioners need to ensure providers prioritise the installation of the primary electronic
care record system to enable clinicians to use outcome data systems to guide treatment.
Ideally, children and young people should be able to access these systems in order to
update their own data.

To help manage service provision each provider will need to purchase or develop an
electronic care record system, which includes arrangements for sending the service
development monitoring data to the commissioner, NHS England and a quality improvement
network so that benchmarking can support the continued commissioning process.

CORC has valuable resources including information on establishing an outcome evaluation
protocol, some of the systems available and pertinent questions to ask suppliers when
selecting a system. CORC provide advice about how to choose between systems, but does
not seek to promote any one system. Whichever system is chosen, it needs to support the
collection of data that is required by the MHSDS and minimise the burden of double entry
and the associated errors that accompany this practice.

Developing reports for testing performance

Commissioners and providers will need to develop and produce reports on outcome
measures and service activity and agree how the data from the above reports can be best
used to support service development and future commissioning.

Support your accreditation plans

The principles and values outlined in Delivering with and Delivering Well are embedded in
established accreditation and quality improvement networks for CAMHS, and will form part
of the standards for accrediting a CEDS-CYP in the future.

Create a benefits realisation plan

Commissioners should outline in their plans how the additional funding will transform
services and lead to efficiencies and reinvestment. The benefits realisation plan should
include information on how:

o early identification and NICE-concordant treatment will lead to shorter recovery periods
and reduce relapses rates

¢ collaboration between CCGs, schools, the local authority and NHS England will reduce or
streamline transitions across services

e community-based treatment will lead to reduced admissions to inpatient services and
increase capacity.
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Service examples of good practice

Introduction

The following community-based eating disorder services have been included in this guide in
order to provide examples of how commissioning goals can be achieved in the real world.
These specific services were chosen because each one demonstrates how the standards
and principles of recommended practice outlined in this guide can be achieved, and how this
results in a positive impact on outcomes for children and young people and their families and
carers.

Cheshire and Merseyside Eating Disorder Service for
Adolescents

The Cheshire and Merseyside Eating Disorder Service is a dedicated community eating
disorder service that was established through a partnership with the University of Liverpool
research team, following a successful National Institute for Health Research (NIHR) Health
Technology Assessment (HTA)-funded treatment trial. They cover an overall population of
approximately 758,000.

An audit of the service in 2008 showed that they received 83 referrals and accepted 59 for
assessment; 52 of these new referrals went on to receive treatment. Out of the 52 who
accepted treatment, 9 were offered admission. The audit recorded that 49.3% of the referrals
came via GPs, although the service accepts referrals from a variety of sources (as
recommended in Section 3.2, although they do not yet accept self-referrals).

The Cheshire and Merseyside Eating Disorder Service provides treatment packages on an
outpatient and day patient basis, with a focus on community care that involves the family in
all cases. Because of this service design, there has been a significant reduction in inpatient
admissions and bed usage by young people with an eating disorder in the area, both within
NHS Tier 4 CAMHS, and NHS-funded independent health services.

The service has demonstrated a commitment to involving families and carers in the
treatment process, which is a component that has been shown to be valued by young
people, parents and carers (as outlined in Section 3.5). The service has systematically
conducted audits on the experience of young people and their families and carers at the end
of treatment, and has looked at user satisfaction with the multi-family therapy groups they
provide, with very positive results. Clinical outcomes are also reviewed and positive results
have been published (APS Group Scotland, 2012) and an HTA monograph. The service has
established a sound outcome evaluation protocol, as recommended in Section 3.2.8.

The service is dedicated to improving skills (as recommended in 4.3.4) and funding is
provided for training of multidisciplinary teams alongside service provision. In addition, staff
attend annual training conferences for Tier 3 CAMHS. They have established a dedicated
multidisciplinary team, which includes 2 psychiatrists who lead the team, a specialist
registrar, 2 clinical psychologists, therapists trained in a range of interventions and a
dietician. The service employs 10 WTE clinical staff and has approximately 2 WTE support
staff, which is broadly in line with the recommendations in 1.1.1.
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Exeter, East and Mid Devon Child and Adolescent Services

This community eating disorder service, covers an overall population of approximately
760,000, has a multidisciplinary team that accepts approximately 100 referrals per annum.
The service provides consultation and treatment for children and young people who are
experiencing a range of severe and complex emotional and mental health problems (as
recommended in 4.2). Just under a third (30%) of the children and young people who are
referred to the eating disorder service require treatment for a coexisting mental health
problem.

This service was one of the earliest adopters of the CYP IAPT transformation programme
and provides a good example of how time and resources can be effectively allocated for staff
training and service development, as recommended in Section 4.3.4. Through the CYP IAPT
transformation programme, the service has trained staff in the delivery of systemic family
practice for children and young people with an eating disorder. They have also trained
systemic family therapist supervisors.

The team consists of 15.5 WTE clinical staff from a range of disciplines, including psychiatry,
psychology, family therapy, dietetics and nursing. In addition, the service has 3 support
workers who provide home treatment and community care, 2 members of staff dedicated to
supporting those with coexisting mental health problems and 1 senior member of staff
providing oversight and support to inpatient services. The mix of skills and staff numbers
reflects the recommendations in 1.1.1 and allows the team to provide a service that has led
to a reduction in the need for inpatient admissions to Tier 4 CAMHS.

This service also provides an excellent example of how partnerships with paediatric
colleagues and services can be achieved in order to overcome some of the challenges
outlined in Section 2.3. The team has established a strong link with a paediatrician at the
Exeter and Devon Hospital with a specialist interest and expertise in eating disorders, which
has had a dramatic impact on delivery of care.

The service has established an outcome measure protocol (in line with the
recommendations in Section 3.2.8, which illustrates how eating disorder teams can use
outcome data and service user feedback to help guide treatment and develop their practice.
In addition to a successful feedback system, the service has developed an online reporting
system for outcome data. This allows commissioners to easily access relevant and

detailed information relating to targets and objectives.
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Gloucestershire Eating Disorder Service

The Gloucestershire Eating Disorder Service provides community-based treatment for
children and young people with complex eating disorders and covers a population of
860,000. As part of its service specification it aims to make available NICE-concordant
treatment to all residents of every area covered by the trust (see Section 3.1), acute hospital
care for physical conditions and a full range of mental health liaison services, as
recommended in 4.2. Additionally they have a focus on prevention, especially early
intervention (as required in Section 3.1.3). The service receives approximately 130 referrals
per annum and has a clinical staff of approximately 23 WTE with additional supporting
administrative staff (which is in line with the recommendations in 1.1.1).

There is an open access referral system (as recommended in 3.2.1) that increases the
likelihood of people being able to access appropriate treatment that takes into account
barriers (as described in 2.3) that might make compliance with treatment difficult. The
service has a single point of contact for anyone coming into the service, demonstrating a
commitment to ensuring open access to all children and young people and their families in
line with the pathway and Access and Waiting Time Standard requirements outlined in
Section 3.

The community-based nature of the service means that lengthy periods of disruption to
education, work, family life and development due to hospitalisation are minimised, but when
the physical health of the child or young person might be compromised, inpatient care is
available as a last resort. The community team comprises 9.7 WTE staff.

A multidisciplinary team (5.5 WTE) that includes a consultant psychiatrist, therapist and
dietician provides day treatment and home treatment is primarily given by 5 dedicated staff
who also support the community team by providing 7 clinical hours per week. This innovative
service design helps overcome the challenges of transitions, as outlined in Section 2.3. By
employing a flexible approach to intensive outpatient working, the home treatment team can
provide intensive, evidence-based treatment, meaning that the child or young person can
remain in the family home as an alternative to hospital admission. The home treatment team
has had a significant impact on service user outcomes and cost effectiveness, reducing the
length of stay for inpatient admissions by half over a 3-year period. Despite overall
reductions, there can at times be a spike in admissions which could be associated with
improved identification or increased prevalence.

The service provides intensive support for children and young people and their families in
their home, day treatment support for young people aged 16 and over, as well as a range of
support groups for the children and young people and their parents, carers, siblings and
friends, as recommended in Section 3.1.2. The support groups provide a safe place to
receive additional support, alongside others who understand what it is like to live with an
eating disorder.

In addition, the service has shown a strong commitment to the principles of training and
supervision outlined in Section 4.3.4. Not only has the eating disorders team received
training from external experts and regular supervision, they also provide training to
professionals in primary care and in the public sector, including school nurses and teachers.
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South London and Maudsley (SLaM) Child Adolescent
Eating Disorders Service

SLaM Child and Adolescent Eating Disorders Service provides community-based eating
disorder assessment, treatment and care for children and young people with severe physical
and psychological problems relating to eating disorders. The service also provides an
intensive day treatment service for children and young people with anorexia nervosa. The
service covers a population of approximately 1.8 million people, which encompasses 7
boroughs in south London. It provides outpatient and day patient care, with the day
programme additionally accessed by children and young people from boroughs in Kent and
Surrey. The service receives 160 new referrals per year and has an active caseload of
approximately 250 children and young people each year.

In 2014, SLaM began a 15 month pilot study in southeast London, to facilitate rapid
assessment and flexible tailored treatment for young adults in the early stages of their
illness. Information on EREED can be found on the SLaM website.

The service provides a good example of how CCGs can work collaboratively to commission
services across large geographical areas in order to ensure equal access to a high-quality
service for children and young people in areas with smaller population size, in line with
recommendations in Section 4.2.

The impact of this community-based service has been recently audited; data shows that
80% of children and young people receiving this treatment are discharged having recovered
from their eating disorder after an average of 1 year of treatment.

Alongside improved service user outcomes and lowered inpatient admission rates, the
service has demonstrated a strong commitment to training and staff development, in line
with the recommendations outlined in Section 4.3.4. The service aims to share its expertise
through providing team-based training to other community eating disorder services covering
evidence-based treatment modalities (such as eating disorder-focused family therapy, multi-
family therapy, cognitive remediation therapy and CBT) as well as service model
development and delivery.
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Swindon, Wiltshire, Bath and North East Somerset Child
and Adolescent Mental Health Service population

This CAMHS set up a community eating disorder service for children and young people 4
years ago. It consists of 4 clinics and comprises a number of multidisciplinary teams with
bases in 5 areas covering Bath and North East Somerset and the whole of Wiltshire. This
service provides a good example of how commissioners can work collaboratively across
geographical areas in order to create viable, community-based eating disorder teams that
meet the requirements outlined in Section 4.2.

Each clinic has 1 day a week of protected clinic time. Since December 2015, referrals have
dramatically increased and the service currently accept 100 referrals per annum (in line with
the CEDS-CYP requirements in Section 2.6.1). There are 100 children and young people in
active treatment spread equally across the clinics.

Each clinic has a consultant child psychiatrist, a therapist and 1 other clinician and 3 clinics
also have a psychologist on the team. Each clinic runs on 4 full-time clinical staff (12 across
the service).

The service has shown a strong commitment to embedding the principles of CYP IAPT in
their practice, in line with recommendations in Section 4.3.4. Almost all of their eating
disorder clinicians have completed CYP IAPT training in systemic family practice, and many
clinicians are also trained in CBT-E; all clinical staff are either CYP IAPT or Maudsley trained
(see Section 4.3.4 for training principles that this service applies). The clinicians meet
regularly for support and training and the whole team come together twice a year to ensure
there is a consistency of treatment across the service. The service is looking to expand their
therapy team by adding a clinician with multi-family therapy skills to their service.

The service established an outreach service for home treatment operating 7 days a week
and assisting with home refeeding. As a result, admission rates for eating disorders are
lower, both with regard to the frequency of inpatient admissions and length of stay (as a rule
there are never more than 6 to 8 children or young people in hospital and usually much
fewer). Given the success of the current team, the service is planning to expand the home
treatment team and hire more community psychiatric nurses.

All children and young people are seen for assessment within 24 hours and those requiring
acute service provision are assessed on the same day. Each dedicated eating disorder team
within this service has established good links with paediatricians in their local areas and
following Junior MARSIPAN guidance provides same day assessments. The service
provides a 7-day service (as recommended in 3.1.3 for intensive paediatric support. They
are able to admit children and young people to paediatric beds at local district general
hospitals for short (1 to 3 week) periods of medical stabilisation where necessary. This
service also offers a good example of how the challenge of inadequate liaison between
healthcare providers outlined in Section 2.3 can be overcome.

The eating disorder teams have also embedded principles of CYP IAPT through the
collection of eating disorder-specific routine outcome measures, in line with the
recommendations outlined in Section 3.2.8. The services have recently established an
eating disorder audit group to analyse these measures, which will enable them to monitor
and evaluate the service and outcomes for children and young people. In an endeavour to
improve their analytical capabilities, they are looking to expand the team and recruit a
dedicated individual to perform research and analysis. This role will include reviewing the
service and also the success of their outcome measurement collection in terms of validity of
data (for example, the results of their recent adoption of the Eating Disorder Examination
Questionnaire [EDE-Q] adapted for children under the age of 13).

65





8.1

Access and Waiting Time Standard for Children and Young People with an Eating Disorder

Definition of terms and abbreviations

Definitions used in this document

Term

Definition

CAMHS partnerships

Local partnerships that bring together the organisations
responsible for mental health services for children and
young people and their families and carers in a shared
commitment to improve mental health outcomes.

Child and Adolescent Mental Health
Services (CAMHS)

Services that work with children and young people who
have difficulties with their emotional or behavioural
wellbeing.

Children and Young People’s Improving

Access to Psychological Therapies
(CYP IAPT)

A service transformation programme delivered by NHS
England that aims to improve existing Child and Adolescent
Mental Health Services working in the community.

Children’s services

Services that support and protect vulnerable children,
young people, their families and young carers.

Children’s trust

Local partnerships that brings together the organisations
responsible for services for children, young people and
families and carers in a shared commitment to improving
children’s lives.

Commissioning plan

A document that outlines the organisation, schedule,
allocation of resources, and documentation requirements of
the commissioning process.

Diagnostic and Statistical Manual of
Mental Disorders 5 Edition (DSM-5)

The American Psychiatric Association’s classification of
mental disorder used by clinicians and researchers to
diagnose.

Generic CAMHS

Targeted and specialist child and adolescent mental health
services at tiers 2 and 3.

Health and Wellbeing Boards

Statutory bodies introduced in England under the Health
and Social Care Act 2012. Each upper-tier local authority in
England is required to form a Health and Wellbeing Board
as a committee of that authority.

The Health and Wellbeing System
Improvement Programme

An initiative to support and build leadership capacity within
Health and Wellbeing Boards to enable them to implement
the transformation agenda through the integration and
reconfiguration of services. There is a range of support
available, which is managed by the Local Government
Association and funded by the Department of Health. This
includes a self-assessment tool and opportunities for
learning through LG Inform, Knowledge Hub, case studies
and the electronic bulletin.

International Statistical Classification
11t Edition (ICD-11)

The World Health Organisation’s international classification
of mental and behavioural disorders used by clinicians and
researchers.

Joint CAMHS Strategy

A plan that sets out how services can work to meet the
mental health needs of children and young people in an
area.

Joint Health and Wellbeing Strategy

A document that sets out the priorities for collective action
by local councillors, GPs and directors of Public Health,
Adult and Children’s services.

Joint Strategic Needs Assessment

Assessments of the current and future health and social
care needs of the local community, produced by Health and
Wellbeing Boards, through which local councillors, GPs and
directors of Public Health, Adult and Children’s services
work together to understand and agree the needs of all
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local people.

Paediatric service specification

A statement of needs to be met by a paediatric service.

Service specification

A statement of commissioning needs to be satisfied by the
procurement of external resources.

Targeted CAMHS team

A Targeted team provides services for children and young
people with particular problems or for those requiring
particular types of therapeutic interventions

Transformation Plans for Children and
Young People’s Mental Health and
Wellbeing

As set out in Future in Mind these articulate local plans to
deliver the national ambition to transform the design and
delivery of a local offer of services for children and young
people with mental health needs. The plans ‘should cover
the whole spectrum of services for children and young
people’s mental health and wellbeing from health promotion
and prevention work, to support and interventions for
children and young people who have existing or emerging
mental health problems, as well as transitions between
services’ (Future in Mind, p. 18). Key elements of the Plan
will include commitments to transparency, service
transformation and monitoring improvement.

Abbreviations used in this document used in this

document

Abbreviation Full term

AN Anorexia nervosa

ARFID Avoidant/restrictive food intake disorder

BN Bulimia nervosa

BMI body mass index

CAMH(S) child and adolescent mental health (services)

CBT(-E) cognitive behavioural therapy (enhanced)

CCG clinical commissioning group

CCQl Royal College of Psychiatrists’ College Centre for Quality
Improvement

CEDS-CYP community-based eating disorder services for children and
young people

CORC Child Outcomes Research Consortium

CYP IAPT Children and Young People’s Improving Access to
Psychological Therapies programme

DSM Diagnostic and Statistical Manual of Mental Disorders

EDNOS eating disorder not otherwise specified

GP general practitioner

ICD International Classification of Diseases

MHSDS Mental Health Services Data Set

NCCMH National Collaborating Centre for Mental Health

NICE National Institute for Health and Care Excellence

PROMS Patient-reported outcome measures

PSSRU Personal Social Services Research Unit

WTE whole time equivalent

67




https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Mental_Health.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Mental_Health.pdf



Access and Waiting Time Standard for Children and Young People with an Eating Disorder

References

R (Axon) v Secretary of State for Health High Court of England and Wales, EWHC(2006).

American Psychiatric Association. Practice guideline for the treatment of patients with eating
disorders. 2006.

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. 5th
edn. Washington, DC: American Psychiatric Association; 2013.

APS Group Scotland. Annual Report of the Chief Medical Officer. Health in Scotland 2011:
Transforming Scotland' Health The Scottish Government; 2012.

Ball J, Philippou J, Pike G, Sethi J. Survey of district and community nurses in 2013: Royal
College of Nursing, King's College, London; 2014.

Building Cost Information Service. Surveys of tender prices. London: Royal Institute of
Chartered Surveyors; 2014.

Byford S, Barrett B, Roberts C, Clark A, Edwards V, Smethurst N, et al. Economic evaluation
of a randomised controlled trial for anorexia nervosa in adolescents. British Journal of
Psychiatry. 2007;191:436-40.

CAMHS Tier 4 Report Steering Group. Child and Adolescent Mental Health Services Tier 4
Report. London: NHS England; 2014.

Cary M, Butler S, Baruch G, Hickey N, Byford S. Economic evaluation of multi-systemic
therapy for young people at risk for continuing criminal activity in the UK. PLoS ONE.
2013;8:€61070.

Child and Adolescent Mental Health Services. Children and young people in mind: the final
report of the national CAMHS review. 2008.

Crisafulli MA, Von Helle A, Bulik CM. Attitudes towards anorexia nervosa: the impact of
framing on blame and stigma. International Journal of Eating Disorders. 2008;41:333-39.

Crisp A. Stigmatisation of and discrimination against people with eating disorders including a
report of two nationwide surveys. European Eating Disorders Review. 2005;13:147-52.

Curtis L. Unit costs of health and social care 2014. Personal Social Services Research Unit:
University of Kent; 2014.

Dalle Grave R, Calugi S, Doll HA, Fairburn CG. Enhanced cognitive behaviour therapy for
adolescents with anorexia nervosa: an alternative to family therapy? Behaviour Research
and Therapy. 2013;51:9-12.

Department of Health N. National child and adolescent mental health service mapping data:
Department of Health, NHS; 2002.

Devanney C, Uglebjerg A, Wistow R. Mapping children's services in England: Durham
University; 2012.

Eisler I, Simic M. Child and adolescent eating disorders service: national and specialist
children’s services, South London and Maudsley NHS Foundation Trust. Submission to
House of Commons Health Select Committee 2014.

Fairburn CG. Cognitive Behavior Therapy and Eating Disorders. New York: Guilford Press;
2008.

68





Access and Waiting Time Standard for Children and Young People with an Eating Disorder

Fisher CA, Hetrick SE, Rushford N. Family therapy for anorexia nervosa. Cochrane
Database of Systematic Reviews. 2010;14:Art No.: CD004780. DOI: 10.1002/14651858.

Fisher MM, Rosen DS, Ornstein RM, Mammel KA, Katzman DK, Rome ES, et al.
Characteristics of avoidant/restrictive food intake disorder in children and adolescents: a
"new disorder" in the DSM-5. Journal of Adolescent Health. 2014;55:49-52.

Goodyer |, Dubicka B, Wilkinson P, Kelvin R, Roberts C, S B, et al. A randomised controlled
trial of cognitive behaviour therapy in adolescents with major depression treated by selective
serotonin reuptake inhibitors. The ADAPT trial. Health Technology Assessment. 2008;12:1-

80.

Gowers SG, Clark A, Roberts C, Griffiths A, Edwards V, Bryan C, et al. Clinical effectiveness
of treatments for anorexia nervosa in adolescents: randomised controlled trial. British Journal
of Psychiatry. 2007;191:427-35.

Greenhalgh T, Robert G, Bate P, Kyriakidou O, Macfarlane F, Peacock R. How to spread
good ideas: a systematic review of the literature on diffusion, dissemination and sustainability
of innovations in health service delivery and organisation. Report for the National Co-
ordinating Centre for NHS Service Delivery and Organisation R & D (NCCSDO). London:
The NHS Service and Delivery Organisation Programme; 2004.

Health & Social Care Information Centre. Electronic Records System estimates June 2013.
Leeds: Health & Social Care Information Centre; 2014a.

Health & Social Care Information Centre. NHS staff earnings estimates 2014: Health &
Social Care Information Centre; 2014b.

Health Education England. In: Department of Health N, editor.2014.

Herpertz-Dahlmann B, Schwarte R, Krei M, Egberts K, Warnke A, Wewetzer C, et al. Day-
patient treatment after short inpatient care versus continued inpatient treatment in
adolescents with anorexia nervosa (ANDI): a multicentre, randomised, open-label, non-
inferiority trial. The Lancet. 2014;383:1222-29.

Mental Capacity Act 2005; Code of Practice, 12 (2005).
HMG;. Working Together to Safeguard Children. 2015.
Childern's Act 1989. Sect. 31 (2004).

Mental Capacity Act 2005. Sect. 1 (2005).

House J, Schmidt U, Craig M, Landau S, Simic M, Nicholls D, et al. Comparison of specialist
and nonspecialist care pathways for adolescents with anorexia nervosa and related eating
disorders. International Journal of Eating Disorders. 2012;45:949-56.

House of Commons Health Committee. Children's and adolescents' mental health and
CAMHS. Third report of session 2014-15. London: The Stationary Office Limited; 2014.

HSCIC Workforce and Facilities Team. NHS sickness absence rates: April 2014 - June 2014:
Health and Social Care Information Centre; 2014.

Hudson LD. What paediatricians should know about eating disorders in children and young
people. Journal of Paediatrics and Child Health. 2012;48:869-75.

Hudson LD, Cumby C, Klaber RE, Nicholls DE, Winyard PJ, Viner RM. Low levels of
knowledge on the assessment of underweight in children and adolescents among middle-
grade doctors in England and Wales. Archives of Disease in Childhood. 2013;98:309-11.

69





Access and Waiting Time Standard for Children and Young People with an Eating Disorder

Hudson LD, Nicholls DE, Lynn RM, Viner RM. Medical instability and growth of children and
adolescents with early onset eating disorders. Archives of Disease in Childhood.
2012;97:779-84.

Lock J. Treatment of adolescent eating disorders: progress and challenges. Minerva
Psichiatrica. 2010;53:207-16.

McCrone P, Dhanasiri S, Patel A, Knapp M, Lawton-Smith S. Paying the price: the cost of
mental health care in England to 2026. London: King’s Fund; 2008a.

McCrone P, Dhanasiri S, Patel A, Knapp M, Lawton-Smith S. Paying The Price; The cost of
mental health care in England to 2026. In: Rowling E, editor. King's Fund. London: King's
Fund; 2008b. p. xvii.

Micali N, Hagberg KW, Petersen I, Treasure JL. The incidence of eating disorders in the UK
in 2000—-2009: findings from the General Practice Research Database. British Medical
Journal Open. 2013.[cited;3:Available from.

Monitor. A guide to the Market Forces Factor. NHS England Publications Gateway: NHS
England; 2013.

Muise AM, Stein DG, Arbess G. Eating disorders in adolescent boys: a review of the
adolescent and young adult literature. Journal of Adolescent Health. 2003;33:427-35.

Netten A, Knight J, Dennett J, Cooley R, Slight A. Development  of a ready reckoner for
staff costs in the NHS. Canterbury: Personal Social Services Research Unit, University of
Kent; 1998.

NHS Commissioning Board. Annual report and accounts 1 October to 31 March 2013: The
House of Commons; 2013.

NICE. Eating Disorders: Core Interventions in the Treatment and Management of Anorexia
Nervosa, Bulimia Nervosa and Related Eating Disorders. Nice Clinical Guideline 9. London:
NICE; 2004.

Nicely TA, Lane-Loney S, Mascuilli E, Hollenbeak CS, Ornstein RM. Prevalence and
characteristics of avoidant/restrictive food intake disorder in a cohort of young patients in a
day treatment for eating disorders. Journal of Eating Disorders. 2014.[cited;2:Available from.

Nicholls DE, Lynn R, Viner RM. Childhood eating disorders: British national surveillance
study. The British Journal of Psychiatry. 2011;198:295-301.

Office of National Statistics. Output in the construction industry, October 2014 and New
Orders Q3 2014: Office of National Statistics; 2014.

Roehrig JP, McLean CP. A comparison of stigma toward eating disorders versus depression.
International Journal of Eating Disorders. 2010;43:671-74.

Royal College of Psychiatrists. Eating disorders in the UK: service distribution, service
development and training. London: Royal College of Psychiatrists; 2012.

Stewart MC, Keel P, Schiavo RS. Stigmatisation of anorexia nervosa. International Journal of
Eating Disorders. 2006;39:320-25.

Stirman SW, Crits-Christoph P, DeRubeis RJ. Achieving successful dissemination of
empirically supported psychotherapies: a synthesis of dissemination theory. Clinical
Psychology: Science and Practice. 2004;11:343-59.

Tan JAO, Hope T, Stewart A, Fitzpatrick R. Competence to make treatment decisions in
anorexia nervosa: thinking processes and values. Philosophy, Psychiatry & Psychology:
PPP. 2006;13:262-82.

70





Access and Waiting Time Standard for Children and Young People with an Eating Disorder

Tan JAO, Stewart A, Fitzpatrick R, Hope T. Attitudes of patients with anorexia nervosa to
compulsory treatment and coercion. International Journal of Law and Psychiatry. 2010;33:13-
19.

Treasure J, Murphy T, Szmukler G, Todd G, Gavan K, Joyce J. The experience of caregiving
for severe mental illness: a comparison between anorexia nervosa and psychosis. Social
Psychiatry and Psychiatric Epidemiology. 2001;36:343-47.

Treasure J, Russell G. The case for early intervention in anorexia nervosa: theoretical
exploration of maintaining factors. British Journal of Psychiatry. 2011;199:5-7.

Tulloch S, Lelliott P, Bannister D, Andiappan M, O’Herlihy A, Beecham J, et al. The costs,
outcomes and satisfaction for inpatient child and adolescent psychiatric services (COSI-
CAPS) study. Report for the National Co-ordinating Centre for NHS Service Delivery and
Organisation R&D. London: Royal College of Psychiatrists 2008.

Von Holle A, Pinheiro AP, Thornton LM, Klump KL, Berrettini WH, Brandt H, et al. Temporal
patterns of recovery across eating disorder subtypes. Australian and New Zealand Journal of
Psychiatry. 2008;42:108-17.

Wang YC, McPherson L, Marsh T, Gortmaker SL, Brown M. Health and economic burden of
the projected obesity trends in the USA and the UK. The Lancet. 2011;378:815-25.

Workforce Analysis Team TIC. New Consultant Contract: Implementation Survey 2006.

71





Access and Waiting Time Standard for Children and Young People with an Eating Disorder

Appendices
Appendix A: What are eating disorders?

Eating disorders are serious, often persistent,
mental health disorders associated with high
levels of impairment to everyday functioning

and development, and a high burden on
families and carers. They can be associated
with life-long physical, psychological,
educational and social impairment and in some
cases can be fatal. The public often
misunderstands eating disorders, for example, a
common belief is that they are a lifestyle choice. It is essential that as a
society, we address the lack of public understanding, improve early identification, and
facilitate timely access to available, high-quality treatment. The aim is to militate against the
damage these disorders can cause. It is particularly important that we treat children and
young people swiftly and effectively and support their families throughout the process. This
will help minimise the likelihood of longer-term difficulties and increased healthcare needs. It
will lower the economic burden related to inadequately treated eating disorders, which
includes increased inpatient care, long periods in community care, transition to adult eating
disorder services, unemployment and financial burden to families in terms of time off work
and travel costs.

A service user’s perspective
A lot of my communication with
others around me broke down. |
didn’t know how to communicate
how | was feeling or explain
anything to people who were
oblivious to the [eating disorder].

Kayleigh’s story

Kayleigh was the youngest of 4 children. Her mum and dad had separated by the time she was 3.
She lived in a quiet suburb where people knew each other through school or afterschool activities.
Despite occasional struggles like saving up for a family car or a holiday, life was fairly peaceful for
Kayleigh. Through her early teens Kayleigh started experiencing symptoms of an eating disorder.
Having always been a ‘fussy eater’ and of ‘slim build’, the catalyst for her downward spiral was the
onset of depression which led her not to the help she needed, but to the underworld of pro-anorexia
websites. Despite the bad press, Kayleigh suddenly felt part of a community. She was not
encouraged to lose weight and found support from people who were experiencing the same thing;
however qualified treatment and support were not available. The urge to control her food led to
counting calories, hiding food and long battles with her mum who realised Kayleigh was not eating.
At 16, after running away from school and attempting suicide, Kayleigh’s school and GP referred
Kayleigh to the local young adult mental health team. Kayleigh saw a social worker once a week
who drove her around and talked, a psychiatrist prescribed medication and a dietician taught
Kayleigh about food groups, but there was no eating disorder treatment. In the meantime, Kayleigh
was fixated on losing weight and did not believe that anyone could help. Under threat of being
sectioned, Kayleigh admitted herself as a day patient and her long battle with anorexia started.
After 6 long years of failed suicide attempts and self-harming, the turning point for Kayleigh was
going to university.

After attempting suicide the same night as a fellow student, Kayleigh survived, but the other student
did not. Kayleigh realised that she wanted and deserved a life and that she had been given another
chance. Kayleigh started recovery at her own pace and now campaigns for better mental health
care. She believes that helping one person would make her struggle worthwhile.

Commentary: Although she is recovering now, the delay in qualified treatment has resulted in a substantial
cost to Kayleigh and society. Could Kayleigh’s distressing experiences have been prevented with earlier help
from a qualified community team? Would an eating disorder team trained in treating both her eating disorder
and her depression prevented further suffering and bought Kayleigh closer to recovery earlier?
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In the UK, CAMH eating disorder services have typically provided input for children and
young people with anorexia nervosa, bulimia nervosa and atypical forms of these disorders,
to include in some instances those with binge eating disorder. The Eating Disorder NICE
guideline (2004) reflects this, covering ‘anorexia nervosa, bulimia nervosa, binge eating
disorder or other related (or ‘atypical’) eating disorders’. The NCCMH is currently updating
the guideline and it is due to be published in 2017.

Eating disorders include serious life-threatening conditions with some of the highest mortality
rates of any psychiatric disorder. They have a significant impact on children and young
people with the disorder, and their parents, family and friends. In order to improve outcomes
for children and young people and to reduce the personal burden of eating disorders, it is
essential that commissioners first understand and fully appreciate the magnitude of this
impact. Eating disorders also commonly coexist with a number of other mental health
problems, including depression and anxiety disorders.

In order to understand better the impact
of eating disorders on children and young
people and their families and carers, we
asked a number of service users, carers
and mental health professionals about
their experience of eating disorders. A
number of consistent themes emerged
from these discussions (such as the
substantial impact that eating disorders
can have on day-to-day life, emotional
wellbeing, and interpersonal
relationships); there are excerpts from
these discussions in quotation boxes
throughout this guide.

A service user’s perspective
[Having an eating disorder] means
having an internal battle with your
feelings, emotions and natural
instincts every day. You feel like
you are trapped within your own
your mind. Issues around food,
body image and food itself become
so torturous you feel like there is

Anorexia nervosa

Anorexia nervosa is characterised by extreme restriction of food intake, resulting in low body
weight. In children and young people, it can slow or halt growth and pubertal development.
Despite being at a low weight, individuals with anorexia nervosa tend to experience fear of
gaining weight or of becoming overweight. Consequently, excessive exercising, self-induced
vomiting, misuse of laxatives, or other behaviours, with the intention of preventing weight
gain, may accompany dietary restriction. People with anorexia nervosa often see themselves
as larger or heavier than they really are and tend to judge their self-worth in terms of their
own weight or shape. This can cause significant
distress and contribute to restriction of food intake.
Individuals with anorexia nervosa are often unable to
recognise the extent of their low weight or the
seriousness of their condition, which means they do
not think they have a problem or need help. Long-
term physical consequences can affect height, brain
development and bone density. In a minority of
cases, death occurs; most fatalities are due to the
consequences of malnutrition or suicide.

A carer’s perspective

My daughter suffered
unimaginable distress.
Family, work, colleagues,
neighbours, all were
affected [by the eating
disorder].

People with anorexia nervosa present in clinical

settings from around the age of 8 years upwards. The majority of children and young people
seen in clinics are female, with an estimated 10-20% being male (Muise et al., 2003). There
is a critical window for intervention because recovery is less likely if the disorder has
remained untreated or inadequately treated for more than 3 to 5 years (Von Holle et al.,
2008).
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Bulimia nervosa

Bulimia nervosa is characterised by 2 main types of behaviour: recurrent ‘binge eating’ and
‘compensatory’ behaviours. Binge eating refers to eating large amounts of food associated
with an accompanying sense of lack of control. Compensatory behaviours are intended to
militate against the consequences of overeating. They typically include ‘purging’ behaviours
(self-induced vomiting and laxative misuse) but also dietary restriction, excessive exercising
or misuse of other types of medication. Such behaviours can lead to serious physical
problems, and in a few people can be fatal (most often caused by the consequences of
purging behaviour or suicide). As with anorexia nervosa, people with bulimia nervosa tend to
judge their self-worth in terms of their own body shape and weight. Body weight in people
with bulimia nervosa tends to be in the normal range or above, and so the disorder is often
less obvious than anorexia nervosa. Individuals with bulimia nervosa are often embarrassed
and ashamed about their behaviour, which can lead to reluctance to seek help.

Bulimia has a slightly later typical age of onset than anorexia nervosa, with presentations to
clinical settings from around the age of 12 or 13 upwards. Some people have anorexia
nervosa before developing bulimia nervosa. The majority of children and young people with
bulimia nervosa are female, with an estimated 5-15% being male (Muise et al., 2003).

Binge eating disorder

Binge eating disorder is characterised by recurrent binge eating, but without compensatory

behaviours. Body weight is usually above the normal range. Binge eating is mostly solitary,

often occurring in the absence of hunger and typically accompanied by feelings of shame or
disgust. Individuals with binge eating disorder often experience marked distress about their

behaviour.

Typical age of onset of binge eating disorder is generally thought to be in later adolescence
or early adulthood, with the majority of people presenting later (that is, in their 30s or 40s)
(see NICE, 2004). Therefore, prevalence rates for binge eating disorder in children and
young people in the UK are unclear, as many CAMH services do not see people with this
disorder. However, the prevalence of obesity is increasing in children and young people in
the UK and the cost to the individual in terms of quality of life, and to NHS resources, is high
(Wang et al., 2011).

‘Atypical’ eating disorders
A professional’s perspective
Experiencing [an eating
disorder involves] an acute
level of emotional and
psychological difficulty around
food which severely impacts

an individual’s level of

functioning, on a social,
psychological and physical
level.

Atypical eating disorders include presentations
that do not meet full diagnostic criteria for
anorexia nervosa or bulimia nervosa as well as
other clinically significant presentations
characterised by eating difficulties. These
disorders can have serious physical
complications and influence social and emotional
development, academic functioning and family
functioning. Their physical consequences can be
as serious as those in anorexia nervosa and
bulimia nervosa.

Atypical eating disorders, which are ‘full’ eating disorders, should not be confused with ‘sub-
clinical’ disorders, a term often used to describe less severe presentations not meeting
threshold for a diagnosis. Atypical eating disorders represent the majority of presentations in
children and young people. These include presentations that do not meet exact criteria for
anorexia nervosa or bulimia nervosa, but share similar features in relation to weight and
shape concerns (Lock, 2010). Alternatively, they meet criteria for avoidant/restrictive food
intake disorder (ARFID).
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ARFID is characterised by avoidant or restricted eating behaviours, in the absence of
preoccupation with weight and/or shape. Body weight in people with avoidant/restrictive food
intake disorder can be in the low, normal or above normal range. When associated with very
low weight clinicians now recognise this form of restricted eating behaviour as distinct from
anorexia nervosa. Underweight people with ARFID may present with similar physical

consequences related to significant weight loss and malnutrition as those with anorexia
nervosa.

ARFID was first included in DSM-5 (American Psychiatric Association, 2013) and is due to
be included in ICD-11 (scheduled for publication in 2017). Its inclusion has resulted from
growing evidence about ‘atypical’ eating disorders. People with ARFID are seen in child and
adolescent and in adult services. Emerging evidence suggests around 10-20% of children
and young people referred to child and adolescent eating disorder services have a diagnosis
of ARFID with further epidemiological and treatment research in progress (Fisher et al.,
2014; Nicely et al., 2014). The diagnostic landscape relating to eating disorders is therefore

changing, with anticipated refinements in treatment recommendations as new evidence
emerges.

Alice’s story

Alice grew up in South London and although her dad was unwell during her teenage years she was
embraced by a loving family. At age 11 she won a scholarship to a single-sex private day school
where she experienced emotional abuse at the hands of her fellow students and experienced 5
years of isolation. She had one best friend, but Alice did not have a healthy relationship with her
friend’s mother. The day after her GCSE exams Alice went on hunger strike; she wanted those who
had hurt her to see the damage they had done.

After starving herself for months, Alice was referred to a an eating disorder service, who saw her in
October of the same year. Alice went through 2 medical stabilisation/emergency re-feeding
inpatient admissions in the first 12 months of treatment, but was mostly treated in an intensive
outpatient programme. Alice still feels that the team saved her life. Alice was discharged 3 years
later, aged 19, physically and (almost) mentally recovered.

In this slightly vulnerable state, Alice took her AS exams, but on the first day, her best friend died.
This brought back the torment she had experienced before her eating disorder treatment. She had
no specialist supervision at this point and despite starting in a school she liked, making many
friends and enjoying her social life, Alice fell back into anorexia. Alice wanted the life she had found
and having experienced excellent care previously she desperately tried to refer herself for more
treatment. Alice was told that she ‘wasn’t thin enough’.

Having been accepted into university in 2011 Alice followed her dream, however she was again
underweight and experienced a prolonged infection. Forced to suspend her studies she came back
to London, to be admitted now as an adult patient with the same trust and treated as an outpatient.
Alice recovered, returned to university and has been eating disorder free ever since. Now 23, Alice
is an aspiring journalist hoping to build a happy and successful life for herself. However, she will
never forget her life from age 16-21 when it was dominated by anorexia nervosa.

Commentary: Alice received excellent care that focused on outpatient treatment. If given treatment when she
asked for it would Alice have been left in such a vulnerable state when leaving home to study?
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Appendix B: Outcome Measures

Why collect data?

Regular feedback about how the systematic development of CEDS-CYP is impacting on the
outcomes for children and young people and their families and carers is essential to the
success of the programme locally and nationally. It is important to monitor and ensure that all
sectors of the populations are being served and are able to access the services that they
need. The introduction of these measures is timely as the introduction of MHSDS is planned
for implementation from January 2016.

The mixture of activity, outcomes and feedback from the child or young person and their
family or carers will provide a quality framework to measure the success of the strategic
plans to transform eating disorder services.

The data set can:

¢ enhance the individual therapy experience of children and young people and their families
or carers

e support the development of each practitioner’s clinical skills and development
e support the development of teams/services.

Commissioners can use the data to:

e inform future needs assessments

e review service provision through benchmarking and volume of service required
¢ inform priorities in terms of the most effective services for the identified need

¢ inform the design of services that will provide the most effective use of resources to
achieve the best outcomes

e manage contract performance

e receive children and young people’s feedback on service provision, which will enhance
their choices.

Eating disorder services can use the data to inform and support the continuous improvement
of services.

If the benefits of the data set are to be realised and the outcomes for children and young
people and their families and carers improved, the individuals collecting the data will be
required to understand the therapeutic advantages of the data and build this into their
practice through regular feedback to teams.

Challenges in data collection and storage

The successful collection of data will rely heavily on clinicians understanding the benefits of
using the data as part of the treatment they are providing, how it can help to achieve
treatment goals and improve outcomes. In some cases, this will require significant
investment by providers in training and development of the workforce as part of wider
Transformation Plans.

The data collection will apply to all CAMHS not just eating disorder services. The data will

need to be recorded electronically so that it can be used for the various purposes described
above. Providers will need to consider if they will develop or procure a system that will meet
the requirements to use the data with individual children and young people and their families
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and carers, clinicians, teams and services. The specification of the system will need to
ensure the data requirements of the Mental Health Services Data Set (MHSDS) will be met.

Lessons can be learned from the development of systems within the CYP IAPT and CAMHS
minimum data set pilots. The CORC website publishes child and practitioner-rated
measures, information to support the use of measures and resources to assist
implementation of outcome measures.

The costs of developing these systems will need to be considered as part of the wider
commissioning processes.

How to collect data

A carer’s perspective

Mental health [services]
need to work harder and
better with families... support
for families will help them
with helping their clients
more effectively.

Information needs to be collected at every stage of
the care pathway and for every contact if clinically
appropriate; ensure data completeness at key time
points during the care pathway for paired outcome
measurement and monitoring of change; it should
incorporate the perspectives of both the child or
young person and the family or carers where
appropriate. In order to gather this information
successfully, clinicians need to work in partnership with children and young people and their
families and carers in all aspects of the assessment and treatment process. They need to
administer a comprehensive range of Patient Reported Outcomes Measures (PROMs),
alongside Patient Reported Experience Measures (PREMs) and monitoring of goals.

What to collect?

It is important that specific outcome measures are selected in partnership with the child or
young person to ensure the goals and outcomes that are most important to them are
monitored. Services should use PROMS to support this collaboration.

To support the continuous monitoring of outcomes to guide treatment, clinical practice and
service developments, routine data collection processes need to be put in place and the
principles of CYP IAPT built into the designs of CAMHS and CEDS-CYP. This requires
investment in primary data collection systems that support the clinical usefulness of the
outcome data in ‘real-time’ and streamlining the data collection process with the
establishment of standardised outcome measures for use across services.

There are broadly 3 types of information that should be collected, reported and used to guide
clinical practice and improve service design:

¢ Information about the severity of eating disorder features, general mental health problems,
general functioning and wellbeing, physical health, as well as coexisting mental health
problems such as depression and anxiety disorders. This can include long-term follow-up
data. (provided by PROMs and clinician-rated outcome measures)

e Information about the attitudes and experiences of the child or young person and family
towards the treatments and service being provided (provided by PROMSs.

¢ Care pathway, clinical practice and service development, design and usage information,
including clock starts and stops, referral pathways, and specific information about the
treatment provided and appointments attended.

When the clock stops, data should be collected to guide treatment as well as collated on a
service level and nationwide basis. Such data should be used to help service providers
improve care and obtain accreditation via the networks that will be set up in collaboration
with the Royal College of Psychiatrists’ College Centre for Quality Improvement (CCQI).
Accreditation enables services to show that they are leaders in the care and treatment of
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children and young people with an eating disorder, see Section 6.2, for information on
CCQl’'s accreditation programme.

It is recommended that a minimum set of data items are collected in collaboration with the
child or young person, and parent and carer where appropriate. These data should be used
to:

e monitor progress towards treatment goals
e guide treatment and supervision
¢ inform service improvements and delivery.

The measures listed in Table 8 are included in the MHSDS, which also include data items for
CAMHS. This table represents an example of the minimum set of measures that should be

used for children and young people with an eating disorder, however, other measures should
be added as relevant to the child or young person’s presentation (for example, measures for

obsessive-compulsive disorder or quality of life measures).

Table 8: Outcome measures (all items to be mapped to MHSDS)

When to collect

Child/young person

Parent /carer

Clinician rated

At assessment

(&) what is the problem?

(b) what do you want to
change?/what goals do
you want to set?

General functioning

General functioning

General functioning

HoNOSCA-YP
SDQ

HoONOSCA-Parent
SDQ

HoONOSCA
CGAS

Mental health symptom
tracker

N/A

N/A

EDE-Q
Other symptom
measures as relevant

(for example, RCADS)

Physical health
symptom tracker

N/A

N/A

Percentage median
BMI

Family functioning

Family functioning

Psychosocial
complexity

Score 15 — family
functioning measure

Score 15 — family
functioning measure

Current view tool

BPSES
During partnership/therapy Alliance Alliance N/A
(c) How are we getting on SE SE
together? Q Q
(d) How are things going? Goals Goals N/A
(e) Symptom and goal
tracker session by GBOs GBOs
session ORS (13+)
ORS (6-12)
Mental health symptom N/A N/A
tracker
EDE-Q

Other symptom
measures as relevant
(for example, RCADS)
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Physical health N/A N/A
symptom tracker

Percentage median

BMI

At review and last session General functioning General functioning General functioning
(f) Have we done as much

as we can review T1

scores with last scores HONOSCA-YP HONOSCA HoNOSCA
(9) ltis a shared decision to SDQ SDQ CGAS

close or refer on
(h) How has this Mental Health symptom N/A N/A

experience been tracker

generally

EDE-Q

Other symptom
measures as relevant

(for example, RCADS)

Physical Health N/A N/A
symptom tracker

Percentage median

BMI
Family functioning Family functioning N/A
Score 15- family Score 15 — family
functioning measure functioning measure
BPSES
Goals Goals N/A
GBOs GBOs
ORS (13+)
ORS (6-12)
Experience of care Experience of care N/A
CHI ESQ-YP CHI ESQ-Parent

Key: BPSES = Brief Parental Self-Efficacy Scale; BMI = body mass index; CGAS =
Children’s Global Assessment Scale; CHI-ESQ = Commission for Health Improvement
Experience of Service Questionnaire; EDE-Q =Eating Disorder Examination Questionnaire;
GBOs = Goals Based Outcomes; HONOSCA = Health of the Nation Outcome Scales;
MHSDS = Mental Health Services Data Set; ORS = Outcomes Rating Scale; RCADS =
Revised Child Anxiety and Depression Scale; SDQ = Strengths and Difficulties
Questionnaire; YP = young person

Minimum outcome measurement data has to be collected to establish treatment goals, check
symptom improvement and experience of care. The site has links to the measures in Table
8, including service user, family and practitioner-rated measures.
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Appendix C: Information Sharing and
Capacity

Information sharing and parental involvement

Where children have the capacity to make a decision, they should be encouraged to involve
their parents (or others with parental responsibility). However, when children with capacity

¢ insist that their parents should not be involved in, or even have knowledge of, proposed
treatment or care, and

¢ their well-being is dependent on that care, and
e itisin their best interests to proceed without parental involvement

practitioners should proceed accordingly (R (Axon) v Secretary of State for Health 2006
EWHC 37).

Capacity

A young person aged 16 or 17 is assumed to have capacity (Mental Capacity Act HMSO,
2005 Section 1, Principle 1 ). When a young person lacks capacity because of an impairment
of, or a disturbance in the functioning of, the mind or brain, the Mental Capacity Act applies in
the same way as it does to adults. However if a young person is unable to make a decision
for another reason, for example, because he or she is overwhelmed by its implications, the
common law principles set out in Gillick will apply (HMG, 2005).

The absence of consent can be overridden in the public interest when a child or young
person is, or may be, at risk of significant harm. That harm need not be the result of abuse or
neglect but can simply be the ‘impairment of health or development’ (Children Act 1989
HMSO, 2004), (HMG;, 2015). The measures taken to eliminate or reduce the risk must be
lawful and proportionate.

Information sharing agreements should be in place to support sharing, but the absence of an
agreement should never obstruct sharing. The above principles apply to information sharing
but they also apply generally to the provision of treatment and care to children and young
people with eating disorders.
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Appendix D: Physical Risk Assessment
Information

SNOMED Measures

The following measures combine those used for adults and children and young people.
Practitioners should be aware of this and only use age-appropriate measures. These
measures are yet to be published and the HSCIC website should be checked for the final

version.

Table 9: SNOMED measures and their respective codes

Domain SNOMED Concept SNOMED CODE
Psychological
1 Family therapy (regime/therapy) 51484002
2 Cognitive - behaviour therapy (regime/therapy) 304891004
3 Guided self-help cognitive behavioural therapy
(regime/therapy) 444175001
4 Interpersonal psychotherapy (regime/therapy) 443730003
5 _ _ 9844210000001
Focal psychodynamic therapy (regime/therapy) 04
6 Informing patient (procedure) 310866003
Physical
7 Weighing patient (procedure) 39857003
Body weight (observable entity) 27113001
Weight loss (amount) (observable entity) 363806002
8 Measuring height of patient (procedure) 14456009
Body height measure (observable entity) 50373000
Growth velocity centile (observable entity) 248340003
9 Measurement of body mass index (procedure) 698094009
Body mass index (observable entity) 60621009
Body mass index centile (observable entity) 446974000
8966910000001
Child body mass index centile (observable entity) 02
Percentage median body mass index for age and sex 9902910000001
(observable entity) 06
10 Pulse taking (procedure) 65653002
Pulse rate (observable entity) 78564009
11 Blood pressure taking (procedure), 46973005
Blood pressure (observable entity) 75367002
Systolic blood pressure (observable entity) 271649006
Diastolic blood pressure (observable entity) 271650006
Postural drop in blood pressure (finding) 271648003
12 Temperature taking (procedure) 56342008
Body temperature (observable entity) 386725007
13 Neurovascular assessment of lower limb (procedure) 424653005
14 Neurovascular assessment of upper limb (procedure) 424342008
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15 Standard electrocardiogram (procedure) 164847006
16 Sit up, squat, stand test (procedure) 990281000008;
17 Skin assessment (procedure) 225397006
Purpuric rash (disorder) 284078000
Smoking status
18 Smoking assessment (procedure) 1967710000081
Tobacco use and exposure (observable entity) 229819007
Tobacco smoking consumption (observable entity) 266918002
19 Smoker (finding) 77176002
20 Ex-smoker (finding) 8517006
21 C.urrfant non smoker but past smoking history unknown 405746006
(finding)
22 Never smoked tobacco (finding) 266919005
Lifestyle
23 Assessment of lifestyle (procedure) 443781008
24 Exercise status screening (procedure) 171253004
25 Dietary intake assessment (procedure) 225388007
7770410000001
26 Substance misuse assessment (procedure) 05
27 Alcohol consumption screening (procedure) 171208001
Laboratory
measurements
28 Hemoglobin Alc measurement (procedure) 43396009
29 Fasting blood glucose measurement (procedure) 271062006
30 Glucose measurement, urine (procedure) 30994003
31 Complete blood count (procedure) 26604007
32 Urea and electrolytes (procedure) 252167001
33 Phosphate measurement (procedure) 104866001
34 Albumin measurement (procedure) 26758005
35 Creatinine measurement (procedure) 70901006
36 Protein kinase measurement (procedure) 104903006
37 Fasting blood lipids (procedure) 270927009
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Physical Risk Guidance

Table 10 contains details of investigations and the guidance on how to evaluate the level of
physical risk to which the patient is exposed

Table 10: Physical Risk Guidance from the Eating Disorder NICE guideline (2004)

System Examination Moderate risk High risk
Nutrition BMI2 <15 <13
BMI centiles <3 <2
Weight loss/week >0.5kg >1.0kg
Purpuric rash +
Circulation Systolic BP <90mm Hg <80mm Hg
Diastolic BP <60mm Hg <50mm Hg
Postural drop >10mm Hg >20mm Hg
Pulse rate <50 bpm <40 bpm
Extremities Dark blue/cold
Musculo — skeletal + | Unable to get up +
(Squat Test*) without using arms for
balance
Unable to get up +F
without using arms as
leverage
Unable to sit up +
without using arms as
leverage
Unable to sit up at all +
Temperature <35°C <34.5°C
Investigations FBC, urea, electrolytes | Concern if outside K<2.5
(including PO4), LFT, normal limits Na < 130
albumin, creatinine Po4 <0.5
kinase, glucose
ECG Rate < 50 Rate < 40

Prolonged QT interval

@ When assessing or treating children and young people, BMI centiles and not absolute BMI should be used.
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Appendix E: System Dynamic Service
Modelling Tool

NHS England appointed Central Southern Commissioning Support Unit, working with Oxford
Health and Healthcare Decisions, in October 2014 to develop a modelling tool for CAMHS.
This tool will support commissioners, wider health, and social care communities to review
current CAMHS (including eating disorder services) and plan future investment in CAMHS
(Tier 2-4) across the whole health, social care and education pathway. A beta version of the
modelling tool and the supporting ‘business guide’ is available via the CSU website at
http://www.scwcsu.nhs.uk/camhs
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Appendix F: Therapeutic Engagement
Questions

SUMMARY OF KEY QUESTIONS THE MEASURES SEEK TO ANSWER
AT DIFFERENT STAGES OF THERAPEUTIC ENGAGEMENT

“What's the problem?” [assessment) This i understanding the
issue the young person or family have come for help with

“What do you want to change!” (geals or aims of therapy) - this
&= understanding the ypeclic goaks the young person or family have -
the things they want to work on in coming to a senvice

.
“How are we getting on together!” (engagement or alliance) It is
important to get things right from the start

- “How are things geoing?” (Symptom/goal tracking) — this is

tracking to see if things are progressing during an intervention

-

« “Hawe we done as much as we can/need tol” [collaborative
dedision to close or refer on) - re-review of question 1 eqg.
Time2 SDO (i not used as tracker in bong-term case)

- “How has this experience been generallyl” (experience of

service overall).

Part at
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Appendix G: Workforce Calculator

NHS England appointed the NCCMH to create a workforce calculator to assist
commissioners and providers to work together to establish the correct mix of skills and staff
required to meet the Standard. It can be downloaded from the websites of NHS England, the
NCCMH and University College London.
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Appendix H: Costing data

The data provided in this section covers unit costs of health and social care (Curtis, 2014).
Full details can be found at the PSSRU website.

Assumptions and sources

Salary/Wages

Salaries are based the mean full--time equivalent basic salary for Agenda for Change for the
band and role to which they are ascribed. NHS salary estimates have been the sole source
of information, unless otherwise stated. (Health & Social Care Information Centre, 2014b),

Working Time

¢ All data on working days and sickness absence are as reported in Health & Social Care
Information Centre (HSCIC Workforce and Facilities Team, 2014)

¢ Contracted hours are taken from the pay and benefits section on the NHS Careers
/Working in the NHS site. The data used here is from 2014.

o Where salary costs are listed, they include employer’s national insurance plus 14 per cent
of salary for employer’s contribution to superannuation.

Qualifications

Qualification costs have been calculated using the method described in “Development of a
ready reckoner for staff costs in the NHS” (Netten et al., 1998) and cost information provided
by the Department of Health and Health Education England to the Department of Health
(Health Education England, 2014).

Travel

In some cases, it will be appropriate to reimburse employees for travel (for example a
community psychiatric nurse who works with the home treatment team).

Although there is no information available on average mileage per visit, from July 2014, NHS
reimbursement has been based on a single rate for the first 3,500 miles travelled by car
(56p) and a reduced rate thereafter, irrespective of the type of car or fuel used (20p). Mileage
allowances can be found on the NHS website. The rates are reviewed biannually (May and
November).

Overheads

¢ Information on overheads comes from the summarised accounts of the NHS (NHS
Commissioning Board, 2013)

¢ Management and other non-care staff costs were 19.31 per cent of direct care salary
costs and included administration and estates staff.

¢ Non-staff costs were 41.97 per cent of direct care salary costs. They include costs to
the provider for office, travel/transport and telephone, education and training, supplies
and services (clinical and general), as well as utilities such as water, gas and electricity.

Capital Overheads.

e These are based on the new-build and land requirements of an NHS office and shared
facilities.
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« Building cost information has been provided by the National Office of Statistics (Office
of National Statistics, 2014) and land cost information has been supplied by the
Valuation Office Agency in 2013 to the PSSRU.

e Capital costs have been annuitized over 60 years at a discount rate of 3.5 per cent.
Based on the assumption that each team has one shared office.

Multipliers

¢ London and non-London multipliers are shown in Table 11. These allow for higher and
lower costs associated with working in London or nationally. Multipliers are created
using the Market Forces Factor (Monitor, 2013), the survey of tender prices (Building
Cost Information Service, 2014), and land value information (Curtis, 2014)

Table 11: London Mulitplier data

London Multiplier 1.19 x wages and oncosts
1.39 x capital overheads
Non-London Multiplier 0.96 x capital overheads
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Staff costs and overheads from PSSRU data

Targeted CAMHS Team

Costs can be calculated on a team basis and Table 12 fives a breakdown of the costs of a
Targeted CAMHS team.

Table 12: Breakdown of costs for a Targeted CAMHS team

administration and
estates staff

Non---staff

£17,203 per year

Costs and unit 2013/2014 value Notes

estimation

Salary plus £40,989 per year /Average salary for a team based on national CAMHS
oncosts data (Devanney et al., 2012)

Overheads

Management, £7,915 per year

Capital overheads

£3,687 per year

Working time

42 weeks per year
37.9 hours per
week

Unit costs are based on 1,575 hours per year: 210
working days minus sickness absence and
training/study days as reported for NHS staff groups
(HSCIC Workforce and Facilities Team, 2014)

Ratio of direct to
indirect

time on:

Patient---related
work

Face---to---face
contact

1:0.63

1:1.06

Staff activity was reported at the team level as follows
49% clinical

23% administration and management

13% consultation and liaison

9% education and training

5% research and evaluation

(Department of Health, 2002)

Duration of episode

22 per cent of cases lasted for 4 weeks or less, 24 per
cent for 13 weeks or less, 18 per cent for 26 weeks or
less, 16 per cent for 52 weeks or less and 20 per cent

for more than 52 weeks.

Caseload

47 cases per team

Based on 335 teams and 15,653 cases (Devanney et

al., 2012).

Unit costs available 2013/2014

£44 per hour per team member

£6,236 average cost per case

£72 cost per hour per team member for patient-related activities

£91 cost per hour per team member for face-to-face contact
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H.2.2 Clinical staff

Table 13: Consultant Psychiatrists

Costs Unit cost (2013/14) Notes

Salary plus oncosts £112,904 per annum The mean basic salary for
psychiatric consultants (Health &
Social Care Information Centre,
2014a)

33.5% can be added to reflect
payments for activity such as
overtime, shift work and geographic

allowances
Qualifications £92,196 per annum
Overheads
Management, administration £21,801 per annum
and estates staff.
Non-Staff £37,385 per annum
Capital Overheads £4,891 per annum
Working Time (recommended | 43.3 hours per week Unit costs are based on 1,627
for use in the calculator) 42.4 weeks per year hours per year: 217 working days

minus sickness absence and
training/study days as reported for
NHS staff groups (HSCIC
Workforce and Facilities Team,
2014)

£103 (£142, including qualifications) per contract hour.
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Table 14: Consultant (medical)

Costs Unit cost (2013/14) Notes

Salary plus oncosts £110,201 per annum The mean basic salary for medical
consultants (Health & Social Care
Information Centre, 2014a)

33.5% can be added to reflect
payments for activity such as
overtime, shift work and geographic

allowances
Qualifications £72,197 per annum
Overheads
Management, administration £21,279 per annum
and estates staff.
Non-Staff £46,251 per annum
Capital Overheads £4,891 per annum
Working Time (recommended | 43.3 hours per week Unit costs are based on 1,836
for use in the calculator) 42.4 weeks per year hours per year: 212 working days

minus sickness absence and
training/study days as reported for
NHS staff groups (HSCIC
Workforce and Facilities Team,
2014)

The contract aims to reduce the
number of hours that consultants
work, including aligning with the
Working Time Directive. Funding
assumptions are based on
consultants working an average
43.4 hour week.

A contract is based on 10.83
programmed activities which are 4
hours in length (Workforce Analysis
Team, 2006)

£101 (£140 including qualifications) per contract hour.
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Therapists

Data for cognitive behavioural and multi-systemic therapist could be extrapolated to estimate
the staff and overhead costs for related fields.

Table 15 and Table 16 provide data for staff and overhead costs in these areas. Supervisory
therapists will be on a higher clinical banding than band 7.

Table 15: Multi-Systemic Therapy

Costs Unit cost (2013/14) Notes

Salary plus oncosts £46,656 per annum This salary for a multi-
systemic therapist is based
on salary data for a chartered
counselling psychologist
(Cary et al., 2013)

Overheads

Management, administration £9,009 per annum
and estates staff.

Non-Staff £19,581 per annum

Capital Overheads £3,687.00

Working Time (recommended 37.5 hours per week Unit costs are based on
for use in the calculator) 42.4 weeks per year 1,588 hours per year: 212

working days minus sickness
absence and training/study
days as reported for NHS
staff groups (HSCIC
Workforce and Facilities

Team, 2014)

£50 per hour; £119 per therapy session.

Table 16: Cognitive Behavioural Therapy

Costs Unit cost (2013/14) Notes

Salary plus oncosts £42,866 per annum Based on band 7, (Goodyer et al.,
2008)

Overheads

Management, administration £9,358 per annum

and estates staff.

Non-Staff £20,340 per annum

Capital Overheads £3,935 per annum

Working Time (recommended | 37.5 hours per week Unit costs are based on 1,627

for use in the calculator) 43.4 weeks per year hours per year: 217 working days
minus sickness absence and
training/study days as reported for
NHS staff groups (HSCIC
Workforce and Facilities Team,
2014)

Ration of direct to indirect 1:1 50% of time is spent on face-to-

time on face-to-face contact face contact and 50% on all other
activities

£93 cost per CBT session.
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Nursing Staff

Table 17: Specialist community nurse

Costs Unit cost (2013/14) Notes

Salary £31,943 per annum Based on band 6.
12.7% can be added to reflect
payments for activity such as
overtime, shift work and geographic
allowances

Oncosts £7,818 Per annum

Qualifications £10,514 per annum

Overheads

Management, administration
and estates staff.

Non-Staff

£7,677 per annum

£16,688 per annum

Capital Overheads

£3,687 per annum

Working Time (recommended
for use in the calculator)

37.5 hours per week
42 weeks per year

Unit costs are based on 1,575
hours per year: 210 working days
minus sickness absence and
training/study days as reported for
NHS staff groups (HSCIC
Workforce and Facilities Team,
2014)

Ration of direct to indirect
time on : Patient---related

care

1:0.49

Assumption: Specialist nurses
spend
32% of time on direct care

22% on care planning, assessment
and coordination

20% on administration
11% on management
13% on travelling

1% on other duties.
(Ball et al., 2014)

£43 (£50) per hour; £64 (£74) per hour of patient-related work (numbers in brackets

include qualifications)
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Table 18: Mental Health Nurse

Costs Unit cost (2013/14) Notes

Salary £25,847 per annum Based on band 5.
12.7% can be added to reflect
payments for activity such as
overtime, shift work and geographic
allowances

Oncosts £6,123 Per annum

Qualifications £10,514 per annum

Overheads

Management, administration
and estates staff.

Non-Staff

£6,173 per annum

£13,147 per annum

Capital Overheads

£3,687 per annum

Working Time (recommended
for use in the calculator)

37.5 hours per week
42 weeks per year

Unit costs are based on 1,575
hours per year: 210 working days
minus sickness absence and
training/study days as reported for
NHS staff groups (HSCIC
Workforce and Facilities Team,
2014)

£35 (£39) per hour; £66 (E74) per hour of face-to-face contact; £47 (£52) per hour of
patient-related work. (numbers in brackets include qualifications)

Table 19: Dietitian

Costs Unit cost (2013/14) Notes

Salary £23,475 per annum Based on band 7,
Other resources used (Goodyer et
al., 2008)

Oncosts £5,464 per annum

Quialifications £5,777

Overheads

Management, administration
and estates staff.

Non-Staff

£5,588 per annum

£12,145 per annum

Capital Overheads

£5,767 per annum

Working Time (recommended
for use in the calculator)

37.5 hours per week
42.4 weeks per year

Unit costs are based on 1,627
hours per year: 217 working days
minus sickness absence and
training/study days as reported for
NHS staff groups (HSCIC
Workforce and Facilities Team,
2014)

Ration of direct to indirect
time on face-to-face contact

1:1

50% of time is spent on face-to-
face contact and 50% on all other
activities

£33 (£36 including qualifications) per hour.

Further information can be obtained from the PSSRU website.
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Appendix I: Checklist to help you prepare
for the Standard

Table 20 is a checklist for commissioners to use as an aid to they are prepared for
transforming their services.

Table 20: Commissioners Checklist

1 | Baseline current service provision YES NO

1a.| Do you have a current eating disorder service?

1b.| Do you have any data about current outcomes, service user feedback
and service activity?

1c.| From these data, can you identify gaps in service when comparing
service provision with anticipated need?

2 | Needs assessment YES NO

2a.| Have you consulted the relevant data published by Public Health
England through the former Child and Maternal Health Observatory?

2b.| Do you have a JSNA?

2¢.| Has the JSNA ensured that the new service satisfies all legal duties
with regard to equality, health inequalities and monitoring
improvement?

2d.| poes the JSNA include the CAMHS Needs Assessment?

2e.| Do you have a separate CAMHS Needs Assessment?

2f. | Was the CAMHS Needs Assessment completed with local authority,
public health and education partners?

29.| If not, have you ensured that they have signed up to the CAMHS
Needs Assessment?

2h.| Have you created an eating disorder needs assessment in line with
the CAMHS Needs Assessment and the JISNA?

2i. | Does the eating disorder needs assessment include the views of
children, young people and families?

2j. | Has current service provision data been included in the prediction of
future needs?

2k.| Does the eating disorder needs assessment include prevalence data
on eating disorders for the population?

2l. | Does the eating disorder needs assessment include demographic
data, for example data on age, gender and ethnicity?

2m.{ Does the eating disorder needs assessment include population data,
for example data on population, population projections, births, deaths
and deprivation?

3 | Service model YES NO

32.| Have you decided to commission a single service for your CCG?

3b.| If no, have you decided to commission a service with other CCGs?

3C. | Do you need to commission new services?

3d.| Have you tested the market in terms of potential providers and agreed
the most effective procurement process for any new services
identified?

3€.| Have you viewed and taken into account the Model Specification for
Child and Adolescent Mental Health Services: Targeted and Specialist
levels (Tiers 2/3)?
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3f. | Have you viewed and taken into account New commissioning tools
published for transitions from Child and Adolescent Mental Health
Services (CAMHS)?

39| Have you reviewed the CAMHS Payment System Project?

Do you 3h. | The provision of age-appropriate services?

have a 3 — : :

service I | The provision of culturally appropriate services?
specification 3j. | Clear self-referral routes?

f[hat _ 3k- | A communication plan that includes information on
includes: how children, young people, families, carers and other

professionals can access services?

3l. | A plan outlining how families and carers will be
supported, including clear guidance to ensure

confidentiality is balanced by the need to keep
children and young people safe?

3m. | Services that have the capacity to support children
with common coexisting mental and physical health
problems?

3n. | A process for managing the high risk of medical
complications? (Paediatric services must be part of
the proposal.)

30. | A plan for providing day care or intensive home
treatment for those that need more intensive input?

3pP- | How the recommendations in the Junior MARSIPAN
report will be embedded in service delivery?

4 | Liaison plans YES NO
Do you 4a. | Local acute paediatric teams linked into eating

have a disorder teams for brief admissions for medical

service stabilisation?

specification | 4b. | proyision for monitoring underweight children and

f[hat young people and management of re-feeding to

includes:

achieve medical stabilisation?

4c. | A lead consultant/champion for acute eating disorder
care, as advised in the Junior MARSIPAN?

4d. | | ocal arrangements for CEDS-CYP to work with
paediatric teams and provide oversight for children
and young people with an eating disorder including
regular communication?

4e. | A process to ensure that care plans will be completed
on a multi-agency basis, in collaboration with children
and young people and, where appropriate, their
families of carers?

4f. | A proposal on how different agencies will work with
children and young people with an eating disorder
and, where appropriate, their families of carers to
enable access to education, employment or training?

5 | Awareness plan YES NO

Sa.| Does Public Health England provide good ‘balanced’ information to
children and families about healthy weight and eating disorders?

5b.| Does the CEDS-CYP have a plan to provide awareness-raising and
first-help training to primary care and schools?

6 | Ccare pathways and protocols YES NO

6a.| |s there a plan to provide clear routes to a CEDS-CYP from medical
and non-medical professionals?
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6b.| Does the local proposed care pathway meet the Access and Waiting
Time Standard?

6¢.| Does this intended service provide a full range of NICE-concordant
treatments for example, evidence-based family therapy and CBT for
eating disorders?

7 | Transition plans YES NO
7a.| |s there a plan for how transitions between services will be kept to a
minimum?

70.1 Is there a plan to ensure clear and efficient transition arrangements to
adult services?

7C.| Is there a plan to ensure clear and efficient transition arrangements
across geographical boundaries?

8 | Recruitment plans YES NO

8a.| Does your provider have appropriately trained and experienced staff
to meet the recommendations in Section 4.3 of this guide?

8b.| If ‘no’, do they have a recruitment plan?

9 | Training plan YES NO

9a.| |s your provider part of CYP IAPT or do they plan to adopt CYP IAPT
principles in the near future?

9b.| |s there a plan for continued training and supervision of staff in the
provision of evidence-based NICE-concordant treatment?

9¢. | |s your Local Education and Training Board aware of the number of
professionals your provider has identified who need training and is
there a regional plan to meet the need?

9d.| s there a comprehensive training programme for non-clinicians that
includes awareness raising in primary care and early support?

9€.| |s there a comprehensive training programme for all staff to improve
the management and service delivery for all those involved in the
provision of service?

10 | Outcome measurement plan YES NO

103 Do you have an outcome measurement protocol?

10b Are you monitoring the number of cases that are meeting the
standard?

10c¢| Does your provider have an appropriate electronic records system?

10d |f not, do they have plans to provide the data and how will they do this
in the longer term?

10€ |s the provider part of a quality improvement or accreditation network?

10f} |f not, how will the provider report on outcomes and benchmark their
performance with other areas?

11 | Benefits realisation plan YES NO

11a po you have a benefits realisation plan that the provider has signed
up to?
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Appendix J: Helpful resources

A number of standards and guidelines exist that may be helpful to providers and
commissioners regarding information about core components of high-quality eating disorder
services. There are also a number of materials to support families and carers of children and
young people. A few of these have been mentioned in this appendix.

Standards, guidelines and online resources

¢ Australian and New Zealand Eating Disorder Guidelines (2014) are updated guidance
based on evidence that has emerged since the 2004 NICE guideline

e Beat Assured Standards are quality standards based on experience of those affected by
eating disorders.

e Children and Young people’s Empowerment Project (CHILYPEP) is a charity works
alongside children and young people aged 8 to 25, to find ways of involving them in the
decisions that affect their lives. They provide information on how to involve children and
young people in the commissioning process.

e Junior MARSIPAN (Management of Really Sick Patients under 18 with Anorexia Nervosa)
provides guidance and recommendations on service requirements for assessment and
treatment of children and young people with anorexia nervosa.

e Information Sharing: Advice for practitioners providing safequarding services to children,
young people, parents and carers (2015)

¢ MindEd is a free e-learning portal that aims to help adults identify and understand children
and young people's mental health issues. The target audience are adults working in
universal, targeted and specialist settings including CAMHS. For example, there is an e-
learning session that describes eating problems within the general population, and
explains how to recognise anorexia nervosa, bulimia and binge eating disorders. The
session concludes with illustrating how to screen for eating disorders in primary care and
discussing the possible interventions that can be applied.

¢ Quality Network for Eating Disorders (QED) provides useful information about core and
specific standards for a quality assurance framework.

e Thrive model is a proposed model for CAMHS that presents an alternative way of
conceptualising and potentially delivering services.

e Worldwide Charter for Action on Eating Disorders is a charter of basic rights for those
affected by eating disorders with an outline of eating disorder service quality markers
produced by the Academy for Eating Disorders in collaboration with professional and
service user/carer organisations around the world.

e Working together to safeguard children (March 2015)

Educational material for families and friends
Bryant-Waugh R, Lask B. Eating Disorders: A Parents’ Guide. Hove: Routledge; 2013.

Treasure J, Alexander J. Anorexia nervosa: A Recovery Guide for Sufferers, Families and
Friends. Hove: Routledge; 2013.

Treasure J, Smith G, Crane A. Skills-based Learning for Caring for a Loved One with an
Eating Disorder: The New Maudsley Method. Hove: Routledge; 2007.
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https://www.ranzcp.org/Files/Resources/Publications/CPG/Clinician/Eating-Disorders-CPG.aspx

http://www.b-eat.co.uk/index.php/download_file/view/102/108/

http://www.chilypep.org.uk/

http://www.rcpsych.ac.uk/usefulresources/publications/collegereports/cr/cr168.aspx

https://www.gov.uk/government/publications/safeguarding-practitioners-information-sharing-advice

https://www.gov.uk/government/publications/safeguarding-practitioners-information-sharing-advice

http://www.e-lfh.org.uk/programmes

http://www.rcpsych.ac.uk/workinpsychiatry/qualityimprovement/ccqiprojects/psychiatricwards/aims/whygetaccredited/qed.aspx

https://www.ucl.ac.uk/ebpu/docs/publication_files/New_THRIVE

http://www.aedweb.org/web/index.php/get-involved/get-involved-sigs-2/get-involved-sigs-5

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/419595/Working_Together_to_Safeguard_Children.pdf
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Appendix K: Expert Reference Group

members

Name

Title

Specialist Area

Professor Peter Fonagy
(Chair)

Freud Memorial Professor of
Psychoanalysis and Head of
Research Department of Clinical,
Educational and Health Psychology,
University College London

Clinical psychology;
psychoanalysis

Professor Tim Kendall
(Facilitator)

Director of National Collaborating
Centre for Mental Health (NCCMH)
and Consultant Psychiatrist

Psychiatry, evidence-based
guidance development

Mr Andrew Roberts

National Service and
Commissioning Advisor, NCCMH

Health commissioning,
service management

Dr Rachel Bryant-Waugh

Consultant Psychologist and Joint
Head, Feeding and Eating
Disorders Service, Great Ormond
Street Hospital. Lead Psychologist,
Department of Child and
Adolescent Mental Health.

National Clinical Advisor, NCCMH

Clinical psychology

Professor Anthony
Bateman

Consultant Psychiatrist and
Psychotherapist, Honorary Senior
Lecturer and Visiting Professor at
University College London

Psychiatry and
psychoanalysis

Ms Lauren Becker

Research Assistant, NCCMH

Technical Team

Professor Sarah Byford

Professor of Health Economics

Economic evaluation of
mental health and social care
services, including services
for children and adolescents

Ms Janet Eastham

Service user representative

Service user/carer advice

Professor Ivan Eisler

Emeritus Professor of Family
Psychology and Family Therapy,
Kings College London

Psychology

Ms Gladys Ellis

Senior Systemic Family
Psychotherapist and Team
Coordinator, South London and
Maudsley Child and Adolescent
Eating Disorders Service

Family psychotherapy

Professor Christopher
Fairburn

Wellcome Principal Research
Fellow and Professor of Psychiatry,
Department of Psychiatry, Oxford
University

Psychiatry

Ms Harriet Clark

Programme Manager, College
Centre for Quality Improvement
(CCQl), Royal College of
Psychiatrists.

Technical Team: Access and
Waiting Times network
development

Dr Lee Hudson

Consultant Paediatrician, Great
Ormond Street Hospital

Paediatrics

Ms Joanna Levy

Deputy Head of Counselling, King's
College London

Psychology; student
counselling

Ms Jacqueline Mann

Carer Representative and Nurse
Consultant

Service user/carer advice

Mr Tim McDougall

Nurse Consultant, Clinical Director
(Tier 4 CAMHS) and Lead Nurse

Nursing; CAMHS
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(CAMHS), Cheshire and Wirral
Partnership NHS Foundation Trust

Dr Margaret Murphy

Consultant Child and Adolescent
Psychiatrist and Clinical Chair,
Secure and Specialised Mental
Health Programme of Care, NHS
England.

Child and adolescent
psychiatrist

Dr Dasha Nicholls

Consultant Child and Adolescent
Psychiatrist, Joint Head, Feeding and
Eating Disorders Service, Great
Ormond Street Hospital.

Child and adolescent
psychiatrist

Ms Anne O’Herlihy

Child and Adolescent Mental Health
Project Manager NHS England

NHS England Clinical Policy
and Mental Health Strategy

Ms Kathryn Pugh

Child and Adolescent Mental Health
Programme Manager, NHS
England Medical Directorate

NHS England Clinical Policy
and Mental Health Strategy

Mr Neil Ralph

Clinical Psychologist, Health
Education England

Psychology

Dr Sandeep Ranote

Psychiatrist and Clinical Lead of
CAMHS Strategic Clinical Networks

Child and adolescent
psychiatry

Ms Susan Ringwood

Former Chief Executive, Beat

Service user/carer advice

Ms Saira Shamim

Project Manager, NCCMH

Technical Team

Dr Anne Stewart

Consultant Child and Adolescent
Psychiatrist, Oxford Health

Child and adolescent
psychiatry

Ms Amanda Tuffrey

Service User Representative

Service user and carer advice

Dr Deborah Waller

General Practitioner, Beaumont
Street Surgery, Oxford

General practice

Professor Glenn Waller

Professor of Clinical Psychology,
University of Sheffield

Psychology; CBT
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Appendix L: The Roles of the CEDS-CYP
MDT

Assessment

Assessment of an eating disorder is somewhat different from the assessment of other
mental health problems. It needs to cover both physical and psychological domains and also
include a family assessment. There should be a focus on the child or young person’s current
functioning as well as interruptions to development across multiple domains (medical,
psychological, social, educational). The support needs of all family members should be
evaluated. It is recommended that the assessment is carried out by a minimum of two
members of the multidisciplinary team to ensure that the required professional expertise is
brought to the process.

Medical and nursing staff will need to take responsibility for ensuring the child or young
person’s physical state is comprehensively assessed and appropriate medical management
plans put in place. Children and young people with coexisting medical conditions may be at
particularly high medical risk and require careful evaluation of the impact of the eating
disorder on the coexisting condition. Children and young people at particularly high risk
include those with type 1 diabetes, those who are engaging in self-induced vomiting in the
context of taking regular oral medication to manage a coexisting condition, and those who
may be pregnant. See Table 21 for common indications that either admission or increased
intensity of treatment may be appropriate.

Professionals with child and adolescent mental health training (for example, psychologists,
psychiatrists and mental health nurses) will need to ensure that mental state and
psychosocial aspects of the child or young person’s presentation are comprehensively
assessed and appropriate management and support plans put in place. Assessing staff
should have the knowledge and expertise to be able to distinguish between an eating
disorder and other conditions characterised by the common features of eating disorders,
including reduced food intake, low weight, vomiting and feelings of fullness. Assessment of
cognitive function by a psychologist may be required to ensure that treatment is provided in
a manner commensurate with the child or young person’s level of understanding.

Treatment

Treatment for an eating disorder needs simultaneously to address a number of areas of
development and functioning. Similar to assessment, multidisciplinary input is required to
ensure that the treatment is integrated, person-centred, reflects the principles of participation
and joined decision making and remains outcome and goals focus within which all relevant
problem areas are comprehensively managed. These might include the following:

¢ monitoring and management of the child or young person’s physical/medical state and
functioning overseen by medical staff (a paediatrician or GP with specific expertise in
eating disorders) or appropriately trained nursing staff

¢ monitoring and management of the child or young person’s general mental state,
overseen by a psychologist or psychiatrist

e nutritional rehabilitation overseen by a dietician

¢ individual psychological interventions provided by psychologists, nurse therapists or other
appropriately trained and qualified therapists





o family interventions (to include multi-family group interventions), provided by family
therapists, psychologists, nurse therapists or other appropriate trained and qualified

therapists

e group interventions and other psychosocial interventions, provided by psychologists,
nurses or occupational therapists

e home treatment and mealtime support, provided by nursing and support staff

¢ management of psychotropic medication where prescribed, including for any coexisting

mental health problems (for example, depression and anxiety), overseen by a

psychiatrist.

Follow-up

At the end of treatment and at follow-up, multidisciplinary input is also required to cover the

full range of domains of functioning. Typically this will require medical or appropriately

trained nursing staff to assess medical state and physical development and any residual risk
as well as a mental health professional (such as a psychiatrist, psychologist or mental health

nurse) to assess psychological state and functioning and any residual risk.

Table 21: Common indications for admission/increased intensity of treatment from
assessment

Physical

Severe weight loss (either rapid or extremely low weight)
Electrolyte disturbance

Dehydration

Hypothermia

Significant renal function abnormalities

Cardiovascular complications (for example, hypotension, tachycardia,
bradycardia)

Intractable vomiting

Psychological

Severe depression
Suicidal ideation or intent
Other significant psychiatric disturbance

Other

Families or carers unable to manage required level of supervision and input
Failed community treatment
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Proposal to Transform CAMHS Eating Disorder Service

in Swindon, Wiltshire and B&NES 





HIGHLY SPECIALIST NETWORKED LOCALITY ED TEAMS

2nd September 2015





PRIMARY AIMS



i. To ensure physical, emotional and social recovery of young people with eating disorders in the SWB (Swindon, Wiltshire and Banes) locality. This will be achieved by delivering a model which will meet the new access and waiting times standards (Commissioning Guide, 2015) with an increase in staff resource delivering highly specialised networked eating disorder teams across the locality.



ii. To provide a comprehensive, accessible eating disorder service offering evidence-based treatment. There will be a clear strategy for improving early identification of eating disorders and improving access to specialist care.



iii. To reduce the number  and length of stay of inpatient admissions



iv. To formalise links with acute paediatric departments



v. To provide support, training and education for primary care, education, acute medical teams and other partner agencies



vi. To undertake research, routine outcome measurement and analysis, and audit into the service, demonstrating outcomes and effectiveness



vii. For young people and their families to be actively involved in service development and monitoring.



1.  Introduction



The incidence of Anorexia Nervosa and associated eating disorders is increasing in the 0-18 age group, with the average age of onset getting younger. SWB CAMHS is currently treating several young people aged 8-12 with severe anorexia nervosa in our specialist ED clinics. The mortality rate for anorexia is 5 times higher than any other mental illness and comparable in scale to mortality rates from suicide and road traffic accidents. There is 

compelling evidence that both assessment and treatment in a specialist eating disorder service is more cost effective, better liked by young people and their families and most importantly has better clinical outcomes. The following data illustrates this:





Impact on hospital admission rates and treatment consistency comparing specialist ED service to generic CAMHS treatment



		

		Assessed AND treated in a specialist ED service

		Assessed in generic service then treated in specialist service

		Assessed and treated in a generic CAMHS service



		% of patients requiring inpatient admission

		

15%

		

19%

		

40%



		% patients treated within a single care pathway

		

85%

		

82%

		

18%











Comparison of cost per case & cost per good outcome between specialist ED service and generic CAMHS service









As we can see from the above graph, it is essential that both the assessment and treatment are conducted within the specialist ED service with the average costs per case and good outcome more than doubling if the assessments happen elsewhere. A specialist service is defined as one which is adequately staffed to deliver all elements of a comprehensive eating disorder service: Maudsley single family therapy in specialist clinics, ED parent groups, 

Multi-family therapy (MFT), intensive home refeeding, physical monitoring and the facility for brief paediatric and mental health admissions as indicated (please see below for more details on these various elements).



The SWB region serves a 0-18 population of 861,000 with the CAMHS service provided across 5 clinical bases (Keynsham, Salisbury, Melksham, Marlborough and Swindon).



This proposal is to build on our current model of 4 highly specialist ED teams (Swindon and Marlborough come together as one team), based in each of the locality CAMHS bases. Our current model was implemented in 2010-11 and has been effective in implementing several aspects of best practice evidence based treatment leading to improved clinical outcomes and reduced frequency, and length, of hospital admissions. Our current model does not have the resources to implement MFT, offer intensive home refeeding with a consistent group of specialist staff and offer every appropriate family the Maudsley FBT approach. The main limitation at present is a significant increase in referrals over the last 2 years (in line with national trends) with no corresponding increase in staff time allocated to the clinics. 



Our current staffing allocation, referral rates and numbers of open cases are as follows:



		

		B&NES

		Swindon & Marlborough

		Melksham

		Salisbury

		TOTAL



		Clinician sessions in ED clinic (1 session = 4 hours)

		

8

		

8

		

8



		

7

		

31



		

No. referrals year to July 2015

		

32



		

36

		

50

		

35

		

153



		

No. open cases 31st July 2015

		

21



		

31

		

33

		

44

		

129







When looking at this data, we must remember that any referrals of suspected anorexia nervosa must be seen quickly (often within 24 hours, always within 1 -2 weeks) and that once a diagnosis of anorexia nervosa is made, the young person and their family will need weekly therapy for a number of months (ideally with 2 clinicians).



A further limitation of our current service is our ability to offer intensive home refeeding by a small group of specialist staff to families: currently this function is provided by members of our Outreach Service for Children and Adolescents 



(OSCA) A teams and has been very helpful in preventing admissions and facilitating early discharge. However, this often entails families being visited by a large number of different OSCA workers who may have varying skills and abilities in refeeding. Feedback from families has been that they would value a smaller number of specialist staff to fulfil this role.



Finally due to the above, our ED teams have very limited capacity to undertake audit, research, teaching and training. We must develop a consistent and robust early intervention, education and training package and formalise links with public health, primary care, schools and partner agencies. 



The new specialist teams would all be trained in the new Maudsley approach and offer a consistent, high quality model of care comprising family based therapy, individual therapy (CBT-E) and medical management in liaison with primary care and identified local specialist paediatric staff. 



The service would offer multifamily therapy across the SWB region and parent groups in each locality base. All families would have access to intensive home refeeding by specialist staff where necessary (to prevent hospital admission or to facilitate early discharge).



2.  Key Aspects of the Service Model



Service User Involvement

Service users and their families would be involved in all aspects of the service development and evaluation, utilising links via the well-established Oxford Health CAMHS user participation group.



Experienced Staff

The locality ED teams would consist of experienced staff who spend 2 days per week treating eating disorders. All staff would be trained in both the Maudsley family based treatment approach and CBT-E.





A Strong Network

All ED clinicians across the SWB region will come together twice yearly for network meetings. These meetings will include user representatives and partner agencies (e.g. paediatrics). These meetings will ensure consistency of approach, sharing of good practice, review of outcomes and share progress of research projects.



The Whole Care Pathway

The service covers the whole care pathway from early detection and recognition through to referral, assessment, treatment, follow up and relapse prevention. The service would remain closely involved with young people who are admitted to either inpatient mental health or paediatric wards. Self-referral will become part of the new model across the locality. Referrals will be come directly into the specialist service and triaged by telephone within 24 hours. High risk cases will be seen within 24 hours, urgent cases within 5 days and 



routine cases directed to their GP for medical assessment and then seen within 14 days if a routine case is confirmed.



Comprehensive Assessment

All patients would have their initial assessment within the specialist clinics as per the Maudsley approach and including a family meal in the clinic at the second session. Assessment will include generic and ED-specific routine outcome measures (ROMs).



Specialist Outpatient Care: 

There will be sufficient staff in the locality ED clinics to ensure continuity and quality of care across a wide geographic area.



Intensive Treatment: There will be a dedicated team of clinicians providing high quality intensive home treatment where this is indicated.



Integrated Audit, Research and Evaluation: The service would use nationally agreed outcome measures and results of these, along with process audit data, reported annually.



Teaching & Training: There will be sufficient capacity to provide regular education, teaching and training to partner agencies. 















3. Key Therapeutic Approaches



Maudsley family based treatment for eating disorders

A comprehensive family-based therapy programme from referral to discharge. All current ED staff are trained in this model, either directly by the Maudsley or via recent IAPT (Improving Access to Psychological Therapies) training modules.



Multifamily therapy

Part of the Maudsley programme: MFT involves several families coming together for intensive group therapy facilitated by 3 ED staff facilitators. The format is an initial evening introductory module followed by a 4 (whole) day MFT programme and 7-10 single follow up days. Evidence suggests this should be offered to all families at assessment and that attendance at MFT improves outcomes, reduces duration of treatment and is well liked by families.



CBT-E

A variation on Cognitive Behavioural Therapy specifically designed for adults and older adolescents with eating disorders. Many staff are already trained in CBT-E.



Parent groups

A key component of the Maudsley approach: each clinic base should run a 6 module eating disorders parent group



Intensive home treatment

All families should have access to up to 2 weeks of intensive home refeeding by experienced staff to prevent hospital admission or facilitate early discharge.





4.  The Specialist Eating Disorder Clinics



Key functions would be to host assessments (including family meals) and follow up of complex cases, parent and young people’s groups, physical assessments, teaching, training and supervision. The specialist clinics will each have equal access to intensive home treatment where required. Each clinic will have a link with a named acute paediatrician at the local District General Hospital (DGH) and will work with the paediatric team, following the ‘Junior MARSIPAN’ guidance if a young person is admitted. Currently the specialist ED clinics run for 1 day per week and it is increasingly clear this is inadequate to meet clinical demand. It is proposed that the clinics run over 2 days, with one day dedicated to new assessments, family meals, team training and supervision with the second day for follow up work.



5.  Intensive Home Treatment



It is essential that this function is carried out by appropriately trained, skilled staff. The SWB region is geographically large with many rural areas; ensuring availability of intensive home treatment across this region is a challenge. It is proposed that a significant number of new community mental health staff are recruited to undertake this role. These new staff would be integral members of the locality specialist ED clinics, joining with some of the therapeutic work, but able to work flexibly to offer intensive home treatment at evenings and weekends.





6.  Inpatient Care



Inpatient admission will still be required for a small number of young people whose risk (either physical secondary to their eating disorder or as a result of a comorbid mental health condition) is not safe to contain within the specialist clinics. Marlborough House adolescent unit in Swindon would be used for mental health admissions. Young people who are medically unstable will be admitted to their local DGH for medical stabilisation. The philosophy of care must be consistent across inpatient and outpatient services with the aim for short (1-2 week) admissions for stabilisation and early discharge back to the specialist clinics. The care pathway for paediatric and mental health admissions will comply with the ‘Junior MARSIPAN’ guidance. 





7. Care Pathway



· Referrals go direct to the locality specialist ED team and seen within 1-14 days depending on urgency



· Family phoned prior to assessment



· Comprehensive assessment (including family meal in 2nd assessment session)



· Agree comprehensive care plan with family



· Maudsley approach offered to all families +/- individual supportive work



· CBT-E would only commence once significant weight restoration underway



· Parents would attend a regular parents group



· Families would routinely be offered the MFT programme



· The promising EFFT (Emotion Focussed Family Therapy) model will be incorporated into outpatient and MFT work



· Locality specialist clinics would liaise closely with education, other partner agencies involved and manage transitions in and out of inpatient settings



· Families would be followed up in specialist clinics until ready for discharge



· For transition to adult ED services, the ‘Junior MARSIPAN’ guidance would be followed, ensuring at least one joint Care Programme Approach review with the adult service and ideally a number of joint therapy sessions to ensure a gradual handover.
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DISCHARGE

RELAPSE PREVENTION IN ED CLINIC

TEACHING, TRAINING, LIAISON AND CONSULTATION TO PRIMARY CARE, EDUCATION AND OTHER PARTNER AGENCIES

REFERRAL

Clinicians involved in all aspects of the care pathway will meet at twice yearly ED network meetings. These meetings will include partner agencies, young people & family representatives and service managers

ROUTINE AND ED-SPECIFIC OUTCOME MEASUREMENT, AUDIT, RESEARCH, SERVICE EVALUATION

1-2 WEEK ADMISSION TO DGH FOR MEDICAL STABILISATION AND INITIATION OF REFEEDING

ED PARENT GROUP

(one in each base)

INPATIENT MENTAL HEALTH ADMISSION FOR REFEEDING

(Marlborough House or the Highfield)

INTENSIVE HOME REFEEDING (DAILY FOR UPTO 2 WEEKS)

TRANSITION TO SPECIALIST ADULT ED SERVICE AS PER JUNIOR MARSIPAN GUIDANCE







SPECIALIST ED CLINIC

(Keynsham / Swindon & Marlborough / Melksham / Salisbury)





Assessment, Maudsley SFT, CBT-E, Medical monitoring, risk management, consultation & liaison







MULTIFAMILY THERAPY

(one central group, location tba)



Average cost per case	Assessed AND treated in specialist ED service	Assessed in generic service, treated in specialist service	Assessed and treated in generic service	17149	34780	41641	Average cost per good outcome	Assessed AND treated in specialist ED service	Assessed in generic service, treated in specialist service	Assessed and treated in generic service	43306	111118	125048	9
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MEMORANDUM OF UNDERSTANDING

Court Assessment and Referral service
And
Oxford Health CAMHS (Swindon, Wiltshire and BANES)

1. Introduction

This document sets out a Memorandum of Understanding (MOU) between the Avon
and Wiltshire Mental Health Partnership NHS Trust’s Court Assessment and Referral
Service (CARS, covering Avon, North Somerset and Wiltshire) and Oxford Health’s
NHS Foundation Trust CAMHS Service (covering Swindon, Wiltshire and Bath and
North East Somerset and North Somerset). It is designed to underpin working
arrangements but is not intended to be legally binding.

It represents an understanding between the two services, to promote cooperation
and the development of a positive working relationship for the benefit of mutual
service users.

The MOU applies to those occasions when CARS are contacted about a child / young
person who has a GP in the Swindon, BANES or Wiltshire area or when Oxford Health
are contacted about a child / young person involved in the criminal justice system
where they consider a CARS screening maybe indicated.

It anticipates that each team will develop an understanding of, and respect for each
other’s roles and that:

o CARS will always discuss referrals for a child / young person in an Oxford
Health area with Oxford Health in the first instance, and will not proceed to a
screening until this has been agreed with Oxford Health and that CARS will
share the outcome of any screening with Oxford Health and the relevant YOT
(assuming capacitated consent / best interests). If a role for Oxford Health is
indicated as a result of the CARS screen, the CARS practitioner will complete
Oxford Health’s referral paperwork with the child / young person.

o Oxford Health accept that at the time of referral CARS may have received
very limited information from the referrer and are unlikely to have the signed
consent of the child / young person at that juncture. Oxford Health will
however confirm whether or not the child / young person is or has been
known to them, and will disclose any pertinent and proportionate risk
information to protect the child / young person / well-being of others
concerned in accordance with Data Protection Legislation. Oxford Health may
also refer into CARS any referrals that they receive for a child / young person
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involved in the criminal justice system if they consider a CARS screening
would be helpful and will accept referrals from CARS practitioners where the
outcome of the CARS screen indicates this is necessary.

2 Background

Oxford Health CAMHS are funded by CCGs, Local Authorities and NHS England. It
meets the mental health needs of children and young people in the areas outlined
above at primary, specialist community and inpatient service level via the CAMHS
Single Point of Access (SPA).

OSCAis an outreach based service which provides interventions 7 days a week (Mon
—Fri8am —8pm, 9 am — 5pm weekends and bank holidays). In addition Oxford
Health CAMHS provides an out of hours service for emergency mental health
presentations 24 hours a day, 365 days per year. This is a sleeping on call service
staffed by senior practitioners, consultant psychiatrist and managers.

CARS is operated by Avon and Wiltshire Mental Health Partnership NHS Trust and
provides specialist practitioners to assess the mental health and learning disability
needs of people in contact with the Criminal or Youth Justice Systems.

CARS works with people over the age of criminal responsibility (currently 10yrs) and
is delivered in all police custody suites and courts across Avon, N Somerset and
Wiltshire. It also works with Voluntary Attenders.

In January 2014, CARS was selected as one of 10 trial sites in England to implement
and deliver a new operating model for liaison and diversion.

Liaison and diversion is a process whereby people of all ages with mental health
problems or a learning disability are identified and assessed as early as possible
when they come into contact with the Youth or Criminal Justice Systems.

It aims to improve the outcomes for adults and children who come into contact with
these systems, where a range of complex needs are identified as factors in their
offending behaviour.

CARS provide a service 24 hours / day, 7 days / week (including weekends and bank
holidays). They are staffed from 8am until 8pm 7 days /week (including bank
holidays) and have an out of hours telephone response — a duty on call manager can
be contacted by the out of hours service if the issue is sufficiently pressing.

CARS is made up of RMNs (two of whom have extensive child and adolescent mental
health experience), social workers, OTs and engagement workers.
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3, Referral Processes

Where either CARS or Oxford Health have specific concerns about a child / young
person in contact with the Youth or Criminal Justice System, or require information
about them they will contact the other party with:

e Name

e Address (if supplied by the referrer)

e Date of birth

e Reason for referral

®  GP details (if supplied by the referrer)

Following such a contact, Oxford Health will:

- Confirm if the child / young person is or has been known to them.

- Will share any pertinent risk information in line with Data Protection
guidance given it is unlikely CARS will have signed consent at this juncture.

- Decide if they wish to assess the child / young person or confirm if they
would rather CARS did this

- Accept a CARS referral where indicated

Following such a contact, CARS will:

- Liaise with Oxford Health as discussed above

- Screen the child / young person if Oxford Health confirm are agreeable to this

- Share the outcome of the screening with Oxford Health and relevant YOT
(assuming capacitated consent / best interests)

- Complete an Oxford Health referral with the child / young person where
indicated

Both services recognise that there may be competing demands, and agree that
referrals will be dealt with depending on priorities and risk.

Itis recognised that there may be little to be gained from assessing children / young
people while they are under the influence of alcohol / drugs and that it maybe
clinically prudent to delay assessments until individuals are able to fully engage in
the process.

Where a CARS screening suggests that a Mental Health Act assessment may be
indicated for a child / young person in police custody the FME will be consulted in
the first instance and if they concur, follow the agreed process for MHA assessments.
Oxford Health is represented on all YOT boards for Swindon, Wiltshire and BANES.
There is an established process within these areas for CAMHS referrals.

CARS are liaising with Wiltshire Police and have already identified systems with Avon
and Somerset Police, to enable them to offer mental health / learning disability
screenings to children and young people that do not hit the threshold to be
considered in these forums. CARS will however contact Oxford Health in the first

3
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instance as above, and agree a course of action prior to processing any referrals they
receive in this regard.

4. Operational Arrangements

Oxford Health CAMHS can be contacted as below:

Team Phone number

Swindon 01865 903422

Melksham 01865 903330

Marlborough 01672 517517

Salisbury 01722 341390 ext 2779

Banes 01173 604040

Out of Hours CAMHS 01865 901000

(for urgent advice or emergency mental health assessments only)

CARS can be contacted any time (but will get the out of hours call handing service
from 8pm until 8am) on 0117 3546300. The out of hour’s service can access an on
call manager if the issue is sufficiently pressing.

5. Resolving Disputes

Where there are concerns about the way a case, referral or request is dealt with,
either by CARS or Oxford Health then this should be referred to:

Richard Evans - CARS Team Manager 0117 3546300

Or the local CAMHS Team Manager on the contact numbers above.

If they are not able to resolve the concern and / or a change in policy is required, this
will be escalated to their respective Managers for both services.

6. Memorandum Review

Either party can request a review of this MOU at any time if they have concerns
about the interface between the two services.

As the CARS service is to be launched on 3.12.14 a review of this MOU and our
working arrangements has been agreed for 3pm, 9.9.15

Signed for Oxford Health:

M A/kﬁML
o

Michelle Maguire, Head of Service

Dated: 5% February 2015
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Martin McLean — Deputy Managing Director Specialised Services

Dated: /& o [gr.
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Mental Health Crisis Concordat

Review, Action Plan and Declaration 

Bath and North East Somerset

Updated August 2015


















Please note that this Crisis Concordat and Plan was updated in January 2015 in light of engagement work with children and young peoples’ services. 




		Multi-agency forums that support delivery of services/review crisis concordat plan



		Forum name

		Membership

		Frequency

		Discussed

		Seen plan

		Commented



		 Adult Mental Health and Learning Disability Offenders Forum

		AWP – Intensive team; CARS; Commissioners (CCG/LA/NHS England): MH, LD, substance misuse, health and justice (MH); Probation; Sirona – complex health needs/LD/adult autism services; Police; Bath MIND

DHI (criminal justice/substance misuse); and Julian House (Criminal Justice and Housing) 

		Quarterly



		[image: C:\Users\andream\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\DHZCTDNK\MC900434713[1].wmf]



		[image: C:\Users\andream\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\DHZCTDNK\MC900434713[1].wmf]



		[image: C:\Users\andream\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\DHZCTDNK\MC900434713[1].wmf]





		 Mental Health and Wellbeing Provider Forum

		Commissioners (CCG/LA) – MH; AWP – various; Sirona – various; St Mungos Broadway; Bath MIND; Rethink; Soundwell; New Hope (SU group); Keep Safe Keep sane (carers group); Creativity Works;

Knightstone Housing; CAB; The Care Forum; Second Step; Julian House. Commentary provided by Homeless health care team even though they are not represented at this meeting. (see action plan)

		Bi-monthly

		[image: C:\Users\andream\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\DHZCTDNK\MC900434713[1].wmf]

		[image: ]

		



		 Mental Health Care Pathways Group

		GP – St Chads, St James, Catherine Cottage

AWP –  Clinical Director, Managing Director, Head of Professions

Commissioners (CCG/LA) – GP Lead and MH CSM

Sirona; MH &W Forum - rep; Practice Manager - rep

		Bi-monthly

		[image: C:\Users\andream\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\DHZCTDNK\MC900434713[1].wmf]
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		 Mental Health Collaborative meeting

		RUH – Director/Assistant Director of Nursing/LD Lead/ A&E consultant;

CCG – Director of Nursing/MH SCM; AWP –  Clinical Director/managing Director/Access and liaison services lead/Liaison team manager.

		Bi-monthly

		[image: C:\Users\andream\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\DHZCTDNK\MC900434713[1].wmf]
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		 Crisis Concordat Task group

		AWP –  Clinical Director/managing Director/Access and liaison services lead; RUH – A&E Consultant; Police; Commissioner (CCG/LA); AMPH Lead, SWAST clinical lead. 

		Monthly
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		Positive practice



		Service

		Background and need it addressed

		Resources 

		Impact and challenges

		Sustainability



		Mental health liaison services in the acute trust – A&E and across wards – dementia and AOWA

		The core service has been established for at least 8 years in the RUH. It has been expanded over that time to include older adults and is now joint funded with Wiltshire CCG. In addition the Intensive team in  provides overnight cover (for last two years) 

Enabled joint development of risk matrix for mental health clients.

Provided training for general staff

		NHS funding (PCT/CCG) into the specialist mental health trust. Consultant nurse, psychiatrist, psychiatric nurses, admin.

Joint working with A&E consultants.

		Impact: Has enabled the earlier identification and treatment of people with mental health problems and supported diagnosis and care of older clients with dementia (with or without co-morbidity) as well as supporting discharge.

Increased staff skills and understanding.

Challenges: the consistent implementation of processes with aligned capacity to provide care within the A&E 4 hour target.

Managing risk (and hospital capacity/flow) for those clients needing a MH Act assessment – especially out of hours.

Provision of a suitable environment for those clients waiting for a MH Act assessment.

		Continued lack of clarity nationally about how much of this function should be supported through the acute tariff. Therefore growth of service to meet demand reliant upon mental health funding stream only. Needs national clarification.

Future work around Parity of Esteem will require workforce initiatives to increase skill sets of staff. Recruitment of staff will affect sustainability.

Reciprocal arrangement for medical liaison into mental health facilities needs to be developed for true sustainability and parity of esteem.



		Community Hospital and Care Home liaison service

		Initially started with psychiatrist input into specialist dementia care home - a “ward round” every 6 weeks with GP (providing weekly “ward rounds” under LES). Supported with close relationship with MH team leader (LA social worker as part of integrated MH team).

Further development 4 years ago to increase support into the community sector – especially to improve the care of older people with dementia in order to prevent crisis and hospital admission.

Dementia challenge fund monies supported programme of training into Care Home sector on dementia and dementia care.

		Psychiatrist.

Team leader (SW qualified)

2 Bd 6 nurses.

Recurring CCG funding.

Dementia challenge money used for training element currently annual.

		Increased capacity in the care home sector to manage complex clients thereby preventing admission into or delay in hospital beds.

Prevented older adults being admitted to hospital in crisis.

 Enabled more people to end their lives in the care home.

Increased awareness in the care home sector of dementia and how to care for people.

Improved discharge form community hospitals.

		This is built into the block contract arrangements for specialist mental health services.

More support put into this service by targeted resilience monies (see action plan) for people with a secondary diagnosis of dementia with the aim of employing RGNs and social workers into the team.



		Care Home Local Enhanced Service - GP

		Provision of GP support into “attached” care homes in order to support health, manage long-term conditions, prevent admission to hospital in a crisis and enable a good death 



		Funding provided to GP practices by CCG on a fixed term basis currently 

Recurrent funding agreed for three years from April 2015. 

		Improved quality and continuity of care and interventions. Prevented people being admitted to A&E. Enabled people to die in the ‘home’ where they are residing. 

		Funding agreed for three years from April 2015. 



		Alcohol liaison team in the RUH

		Alcohol Liaison Service was set up at the Royal United Hospital (RUH) from April 2013. 

The aim of this integrated (3rd sector/specialist) service is to stem the rise in alcohol related hospital admissions by reducing bed days and frequency of attendance and admission of high impact users as well as increasing detection of alcohol misuse across the hospital and engaging people in treatment services. 





		Funded by  Clinical Commissioning Group (CCG) and Wiltshire Drug and Alcohol Team:

2 Alcohol Liaison Nurses

2 Recovery Workers

0.5 FTE Hepatology Nurse funded by RUH

An additional community detoxification bed for the sole use by the RUH is being piloted for 12 months. Within the first 6 months of operation the bed has had 60% occupancy. 

		Impact

4.4% drop in the Alcohol Specific Hospital Admissions from 765 in 12/13 to 731 in 13/14

63% reduction in client hospital spells 3 months post contact with the service compared to 3 months before contact

1,315 fewer bed day usage amongst the client group 3 months post contact with the service. 

£399,134 tariff savings from the reduction in client hospital spells

An alcohol withdrawal protocol has been introduced and training provided to staff. This has led to a reported reduction in aggression amongst patients. 

Significant rise in number of people accessing treatment. 

Challenges

Roll out the use of AUDIT tool in the emergency department

Managing capacity within RUH and in community alcohol treatment. 

The team is respected for their expertise by RUH staff.

		Recurrent CCG funding is in place. Sustainability more dependent on widening the preventative initiatives available to us and thinking nationally about how to manage the market.  



		Primary Care Mental Health liaison  service

		To build upon the recognition that the majority of people who experience mental health difficulties will have their needs met within primary care and not within secondary specialist mental health services.

PCLS Teams set up with a view to improve mental health for individuals and society as a whole and work collaboratively with others to aim to improving care in the six outcomes identified within DoH’s publication, No Health Without Mental Health” (2011).   These are:

•More people will have good mental health.

•More people with mental health problems will recover.

•More people with mental health problems will have good physical health.

•More people will have a positive experience of care and support.

•Fewer people will suffer avoidable harm.

•Fewer people will experience stigma and discrimination.

 Team work closely with other health, social care providers and third sector.

		Psychiatrist

Team leader

Band 6 mental health professionals



		Impact: 

Improved access for professional advice and support for on a spectrum of mental health issues. 

Improved communication between mental health, third sector and statutory services

Inclusion of mental health professionals within primary care pathways, e.g. community ward rounds to enable timely interventions/ identify that potential mental health issue are considered at the same time as physical health issues (parity of esteem)

Challenges:

Prescribing accountabilities

Adaptation of the model from a primarily GP referral based system to an open access model. 

Delivering sustainable service delivery within an open access model

		Review and redesign of wider mental health “access service” to streamline process to ensure that right interventions are delivered in a timely manner





		Court Assessment and Referral Service (CARS) team

		Service in situ since 2007 but expanded considerably in 2014 in the context of Lord Bradley’s report. Function is to assess the mental health and learning disability needs of those coming into contact with the criminal justice system across Avon and Wiltshire, regardless of age, with a view to diverting those appropriate for diversion, out of the criminal justice system and liaising with the criminal justice system (assuming capacitated client consent) to inform that system of service users assessed needs and arrangements in place to  meet those needs be that within or without of the criminal justice system. (We are currently working with SOMPAR to enable them to come up to Lord Bradley’s spec in Somerset also. I note some B&NES clients have been taken to Bridgwater super custody suite). 

		Across the whole service, that includes B&NES:

Team leader.

Administration.

2 children and young people nurses band 6. 

1 learning disability nurse band 6.

6 mental health nurses band 6

1 social worker band 6

7 mental health nurses band 5

1 OT band 5

1 social worker band 5

2 engagement workers band 4.



		Impact:

Improved and timelier outcomes for people with mental health and learning disability needs involved in the criminal justice system regardless of age.

Reduction in clients being remanded into custody for want of appropriate diversion. Reduction in need for mental health act transfers from prison.

Criminal Justice system (we see people in police custody, we see voluntary attenders and see people in Courts) better informed and informed in a more cost effective and timely manner about the mental health / learning disability needs of our clients (assuming capacitated consent).

As AWP also provide the mental health and learning disability provision in the 5 prisons in our cluster, timely handovers of the needs of those coming into prison and a reduction in the need to re-triage those already screened out by CARS (unless presentation changes significantly once incarcerated). 

Challenges:

The large geographical area we cover and being able to consistently provide practitioners often at short notice given PACE timeframes.

To meet the Lord Bradley Spec the Team has been required to make a significant number of developments over a short period of time although the team is now fully compliant with the spec and so can now consolidate.

Sometimes the prompt identification of Psychiatric beds for those detained under the mental health act while in police / court custody

A potential challenge maybe working out how street triage and CARS interface in a way that ensures our criminal justice partners get a clear and consistent message

		Commissioned by specialist commissioning (NHS England). 

Funding also gratefully received from B&NES CCG

NHS England contract due for review 2017. 



		

		

		

		

		



		Julian House Homeless Hospital Discharge Service, 

		The JH service will be working with people who are likely to have on-going and potentially crisis MH needs in addition to current physical health needs.

Will work alongside the Liaison Teams (alcohol, A&E and Primary Care)

		Funded by the local authority

		Challenges are to ensure the service is well integrated into local provision. 

		Funded on a 3- year basis



		Gypsy and Traveller Outreach and Engagement Pilot Service

		Pilot to find out the best ways of engaging with this client group – which include high numbers of “boaters” – in order that they can design service responses, the outcomes they want from services and how to ensure good out of hours access

		CCG funded

		To be determined with service users.

		Pilot project for 17 months until April 2016



		Mental Health adult of working age reablement team

		The Reablement service provides a pre and post crisis intervention – depending on where in the MH system service users are. It undertakes an initial assessment, develops a support plan and then implements the plan. The episode of support is normally completed within 6-8 weeks and the case is closed once the service user’s needs have been met and any onward signposting – i.e. to community networks or another provider – has been completed.

		Funded via Sirona’s main service contract

		Impacts: The service helps to prevent people escalating into acute clinical need. It also helps people who are recovering from an acute episode to reintegrate into the community.  

Challenges: In some cases support is required beyond the time-limited service – i.e. for more than 6-8 weeks. However this can be managed through signposting.

There are also occasions when a client is registered with a GP but resident in another local authority area and so pathways of care can be complicated.  

   

		The service has recently been redesigned (effective July 1) and so far it seems to be achieving its expected outcomes within the agreed timescales. Performance in relation to the redesign specification will be kept under review.     



		Respite beds pilot

		A respite house is being developed to offer short stays.  The aim is to provide a therapeutic experience that will help people manage their mental health and keep them out of states of acute need.  The respite pilot model will be developed in conjunction with the MH service teams to ensure there is a safe staffing model focused on supporting the individual pre or post crisis. 



		Quality Innovation Productivity and Prevention (QIPP) investment funds.

		Impacts: The service will be one of the few of its kind in the country. Demand for it is expected to be high. Links to other services will be numerous. The scope for innovation is considerable. The therapeutic value of the service to the user should be substantial – which should result in reduced demand for other MH services.  

Challenges: The main challenge so far has been finding a suitable location for what is a sensitive service. However two viable options have now been identified. A further challenge may be the reception of the new service within its host community.    

		The respite project is a pilot. Its continued funding is entirely dependent upon its performance during the pilot phase.  



		In-patient peer support worker – acute mental health services

		This is a year’s pilot with a partnership arrangement between AWP and St Mungo’s Broadway 

To improve discharge processes by using the ‘Move On ‘ methodology  

To prevent delays and preparing people for change 

		Funding Via CCG

		Impact on length of stay A more coordinated approach to discharge planning better and supported approach

This is a new way of working for both organisations and identifying pathways quickly

		One year’s pilot so request for recurring funding to be made if services appears to be cost effective.



		AMHP Service – LA 

		Need to ensure collaboration between services in situations which require a Mental Health Act assessment or related interventions.

		AMHP office co-located with AWP services with LA and AWP computer access. Dedicated AMHPs and Lead plus Rota staffing.

		Impact:  Enables close collaboration between AWP’s Intensive Service, MH Liaison Service, PCLS and Hillview Lodge Inpatient Unit. 

Challenges: The increased rates of Mental Health Act assessments and geographical barriers such as out-of-area placement for beds and location of the Place of Safety Suite at Southmead Hospital put pressure on the AMHP service and collaborative working

		AWP has agreed a move to a larger office space within HVL. These developments will help ensure sustainability.



		AMPH service



		 LA recently agreed funding for increased AMHP staffing



		 LA recently agreed funding for increased AMHP staffing.

I team leader F/T; Ix Deputy F?T. All AMPHs rota-ed on during the week

		As above. Extra capacity is in line with national indicators

		Continued funding from the local authority.



		SWASFT – South West regional Mental Health Joint protocol

		The South West Regional Mental Health Joint Protocol has been created and agreed with the 5 police forces that cover the South West region to allow for an agreed understanding with our emergency colleagues across the South West. 

 The Mental Health Clinical Guideline is also attached. 



		









		Challenges

Integrating knowledge of this police/ambulance service agreement into local practice. 

		Review in 12 months. 



		Standard Operating Procedure for Mental Health A&E Liaison response times

		There was a need to ensure that people receive mental health assessments within the urgent care quality standards of four hours in the ED department. As it was also crucial that the Royal College of Psychiatrists Guidance on Best Practice Liaison Services was followed, our local services agreed a SOP.  

		SOP to be embedded. 

		Impact

This has a positive impact in terms of ensuring a shared understanding of protocol and practice. 

		Review in 12 months. 



		Section 136 protocol facility and funding

		There was insufficient capacity for assessments under 136. The Avon Commissioners and all associated provider organisations agreed a shared protocol and the CCGs provided increased funding to operate a 4 bedded assessment suite based in Southmead. 

		135k for 0.67% occupied bed base

		Challenges

The suite is receiving many clients who are assessed as having no mental health problems where there is no further follow up and a proportion of these clients are intoxicated. (Please see action plan). Positively the numbers of assessments in police cells has reduced.  

		Recurrent funding. 



		Work force development in the RUH – mental health training. 

		The RUH and AWP recognise the need to increase competence and confidence in managing people’s mental health problems which has resulted in the training of emergency department staff, their development of a risk matrix and bespoke training for healthcare assistants across the hospital. Training was provided by the liaison team and for the HCAs gives skills for health accreditation. 

		Delivered within the funded liaison service envelope. 

		Impact

Increased awareness and skills in managing mental health problems. 

		Part of an on-going drive for workforce development (See action plan). 



		Production by service users and community staff of the Hope Guide

		It was recognised that there was no single source of information on mental health services and points of contact. The service user and carer groups alongside community organisation have developed and distributed the Hope Guide which is updated quarterly. 

		Funded via Local authority. 

		The impact has been huge in terms of an increased awareness of what is available. 

Challenges

The challenge is to keep it live and connected to other forms of information. 

		



		Oxford Health NHS Foundation Trust.

CAMHS paediatric liaison service to the Royal United Hospital.

		All young people up to the age of 18 who present at the Royal United Hospital following an act of deliberate self-harm and who are admitted to either the Paediatric ward or the Observation Ward are assessed the following day by a clinician from the CAMHS Team. A full assessment of their mental health needs and mental state is undertaken and follow up assessment / intervention offered as appropriate to their needs. Where a child / young person does not live in BANES a referral on is made to the most appropriate agency to support the young person.

This is in compliance with the RUH protocol.

		Liaison rota in place. Senior Mental Health Practitioner available each day to carry out assessment on the ward. Consultant Child and Adolescent Psychiatrist is available to offer consultation and joint assessment if needed

		All young people admitted to the RUH following DSH including alcohol / illicit drug poisoning are given a comprehensive mental health assessment and offered appropriate follow up / intervention.

There are some times difficulties arranging follow up care when young people live outside the catchment area for Banes CAMH Services  

		



		Oxford Health NHS Foundation Trust 

CAMHS Out Of Hours Service.

		CAMHS have a 7 day a week 24 hours a day service. Out of hours a Senior Mental Health Practitioner and Consultant Child and Adolescent Psychiatrist are available to offer advice to professionals who have urgent concerns about a child or young person’s mental health. Where necessary mental health assessments can be carried out in a place of safety.

		Senior Mental Health Practitioners, Consultant Child and Adolescent Psychiatrist, Team Manager, Service Managers, Directors.

		Professionals have access to mental health advice 24 hours a day ensuring that young people’s mental health needs are appropriately addressed.

		



		136 Diversion

		[bookmark: _Toc392086080]Work has recently begun in developing a similar agreement to that held in Wiltshire between the local police force and CAMHS.   This is a formal agreement whereby OHFT CAMHS provide front line officers with direct contact to a Duty Clinician within CAMHS.  This is available both in and out of hours whereby officers can contact the duty person for advice when a young person is picked up in a state of distress and presenting with apparent mental health issues.  

Following discussion on the phone an appropriate course of action between the Mental Health clinician and the officer can be agreed.  This may be a recommendation to take the young person to a safe place for a mental health assessment which the Duty person can arrange or may require a Place of Safety whereby a Mental Health Act Assessment will take place (if it is thought the young person needs to be detained for mental health reasons). 

A further recent development is a Standard Operating Procedure agreement between AWP, police, CAMHS and other agencies which sets out terms of provision for young people under 18 and under 16 to enable access to the 136 facilities provided at Southmead Hospital in Bristol.

This will enable young people access to a place of safety with clear protocols about their care for the duration of their stay to ensure appropriate and effective interventions are available.



		Senior Mental Health Practitioners, Consultant Child and Adolescent Psychiatrist, Team Manager, Service Managers, Police officers

		The impact of using the protocol in a neighbouring area has been to provide a supported service to the police force in the management of young people with mental health issues in an effective and appropriate way and has seen a significant reduction in the number of Section 136s in the county.  

It is anticipated that a similar working protocol being agreed in the Banes area will also support police officers and help to reduce the inappropriate use of S136 with those young people under the age of 18.









The impact will be to enable young people appropriate and safe care when they are detained on a S136 in the community with facilities that are fit for purpose.

The challenge will be to ensure adequate and appropriate resources are readily available as required and managing risk and flow for those clients needing a MH Act assessment

		























		Action plan	



		Section 1 - Commissioning to allow earlier intervention and responsive crisis services. To include:

A:  Matching local need and demand with a suitable range of services; B: Improving mental health crisis services; C: Ensuring the right numbers of high quality staff; D: Improved partnership working in 



		Scheme

		Includes

		Action

		Timescales

		Led by

		Outcomes



		Mental health commissioning – widen organisational engagement/involvement structures 





		A,B,C,D



		a) Ensure that the homeless healthcare team is involved in the mental health and wellbeing forum as well as the offenders mental health meetings.

b) In addition to the local SRG meeting ensure that local contacts are made with SWAST for the development of  based services. This rep will be attached to the crisis concordat task group. 

		From January 2015



		AM



		The homeless healthcare team are more influential in shaping commissioning for this homeless and marginally housed client group who often have unstable and/or untreated mental health needs who can often slip into crisis 

That the links to the front line ambulance staff in terms of understanding and influencing local mental health service commissioning are strengthened.



		Intensive Team – AWP

Review the notion of a “virtual ward” with a capacity of 20 people in . 

		A, B, C

		Completion of review of role and function of intensive service within context of service provision and delivery

		6 months - review to inception. 

Update 15/05/2015: on-going. Waiting to recruit a Band 6 worker. 



		JE

		Increase capacity of intensive team to deliver home treatment in the context of a virtual ward

Improve the quality of home treatment delivered 

To develop care teams to enable service users to have care from named individuals.

To increase access to psychological therapeutic intervention in home treatment

To review point of access to home treatment with a view to earlier intervention



		Dual Diagnosis Support

To provide a dedicated mental health nurse giving OOH advice and support to Police, Ambulance service and to 3rd sector organisations with focus on dual diagnosis and transitions. This is an ageless service which will include the Early Intervention service, Psychiatric Liaison and Intensive Services







		A, D

		Recruitment of Band 6 Nurse with substance misuse expertise to provide OOH advice and support to the Police, Ambulance and B&NES Street Homeless project (run by Julian House) also provide assistance with referrals on appropriate pathways to other services.



		Recruitment – January/February 2015

Training Implementation: February/March 2015

Full implementation and review of service: March 2015 onwards

Update 15/05/2015: continuing to try and get funding. Researching and investigating how to evidence that service will pay for itself. 

		JE

		Increase number of contact with services related to substance misuse. 

Increased confidence in local providers with providing advice and assisting with/ managing issues regarding dual diagnosis. 

Longer term reduction in the presentation of services users to ED/ 136 suites.

Reduction in attendance times for ambulance and police services for service users with mental health problems

Only people with mental health problems are detained in 136 suites 











		Development of workforce in RUH



		C, D

		A sub group of the RUH nursing workforce group is meeting to discuss training and skill sharing opportunities with AWP.

		January 2015 onwards

Also optimising care for physical needs of patients in Sycamore and Ward 4 without having to transfer to an acute setting. A consultant physician will be available from 8am-8pm to call and help with making decisions on pathways. Potential go live date: 1st June 2015. 

Pilot has already been carried out to give mental health training to healthcare assistants.

There has been a joint bid from RUH and AWP to the South West Education Fund for a competency framework development allowing staff training on Ward 4 and Sycamore for physical health needs. Awaiting decision.

Update 15/05/2015: RMNs to be supported with training in physical needs to allow RMNs to look after a patients’ whole needs. Supervised by AWP Mental Health Team. 

		ML/RR 

		Increased confidence in physical healthcare staffs’ ability to manage mental health problems and vice versa. 



		Support for the Police through supervision

		B, D

		Understand and then replicate a South Gloucestershire initiative to provide mental health case supervision to the police. This would be in line with our current dual diagnosis supervision support provided by AWP to community services. 

		2015/16

Update 15/05/2015: Considering having mental health champions within the Police service and this would allow for cascade training or offering a point of contact for advice.

		CS/AM/Paul Bunt

		Increased confidence and competence in police to manage people presenting with mental health problems in an appropriate way. (We will enter into discussions about the possibilities of doing this for ambulance staff, although recognise their capacity to attend training is stretched).































		Section 2 - Access to support before crisis point. To include:

A: Improve access to support via primary care; B: Improve access to and experience of mental health services



		Scheme

		Includes

		Action

		Timescales

		Led by

		Outcomes



		Personality disorder community support (AWP – UJ )





		A

		Investment bid to be submitted to CCG by December 1st

Once approved staff training to be completed as per timescales opposite 



Ensure that, given the high prevalence of Borderline  and other Personality Disorders within the homeless population, the Homeless Health Care Team are involved.







		(Subject to CCG funding approval for scheme)



December 2014 on  earlier if funds are available



STEPPs training will be available January 2015.  The First course to start February 2015.

Update 15/05/2015: First cohort have started STEPPs programme. All going ahead. 



		Ursula James

		Increased liaison with CAMHS and children’s services for young people therefore earlier intervention. 

Increased awareness of other support the community for service users. 

Increased confidence in staff across organisations in supporting people with personality disorder. 

Reduction of repeat presentation within primary care services.



		Improving level of resilience through increasing self-management initiatives in the community 

		A

		Implement the Wellbeing College pilot in B&NES.

		January 2015-2017



Update 15/05/2015: All going ahead. 95 different learning opportunities on offer. http://wellbeingcollegebanes.co.uk/









































		AM/BW

		Increased ability of the B&NES population to manage their long term conditions as well as their mental health at an earlier stage than is currently possible and before people need to use health services. 







		Section 3 – Urgent and Emergency access to crisis care. To include: 

A: Improve NHS emergency response to mental health crisis; B: Social services’ contribution to mental health crisis services; C: Improved quality of response when people are detained under Section 135 and 136 of the Mental Health Act 1983; D: Improved information and advice available to front line staff to enable better response to individuals; E: Improved training and guidance for police officers; F: Improved services for those with co-existing mental health and substance misuse issues



		Scheme

		Includes

		Action

		Timescales

		Led by

		Outcomes



		Street Triage (AWP – JE)





		A, D, F

		Submit bid for investment to CCG as the request to NHS England was unsuccessful. 

Learn from the Devon Partnership/SWASFT Partnership initiative in order to improve practice. 

Continue work with other commissioners to ascertain whether a single AWP/ SWASFT initiative can be developed in the longer term. To include 111 providers

		2015/16 depending on funding agreement.

Update 15/05/2015: Did not get targeted resilience monies. Continuing to try and get funding. Researching and investigating how to evidence that service will pay for itself.

		AM/JE

		Links to rapid response service redesign.

Patient receives specialist service response at the point of presentation rather than needing further assessment (unless clinically indicated that further specialist assessment needed).

Greater partnership will reduce multiple hands-offs and improve patient experience. 

Holistic approach taken to need therefore improvement in joint care planning and outcomes. 



		Improve urgent care pathway 

		A, F, D





		Although local SOP in place there remains work to be done supporting discharge especially in terms of locating appropriate placements as well as mental health acute bed provision. We want to continue the DTOC review and action plan and request regional information on mental health bed state. Consider CQUIN to support transformation

		December/Jan 2014-15



Update 15/05/2015: Improved flow through system though there are still issues with Ward 4, timescales for moving to community placements, patients being transferred out of area and placements for children and young people. 

		AM/BB-J/ML/DC



		





		Working in collaboration with SWASFT as regular 1st point of contact for those in crisis.

		A, C, D



		SWASFT keen to involve partnership working in improving mental health care. 

We aim to develop: 

*direct referral pathways

*Access to mental health advice (see street triage project)

*Access to care plans and escalation plans (see single patient notes project)

*Access to health based places of safety

		2015-16

Update 15/05/2015: AWP have looked at documents that David had produced. Work is on-going. Mental health is included on annual mandatory training

		David Partlow



		Improved level of care. 

Lower the number of Emergency Department admissions. 



		AMPH 

		B

		Review arrangements for out of hours AMHP provision and ensure this is effective and meets need  

As we have combined the OOH services with children’s safeguarding and across 4 counties we need to, in consultation with the police and mental health providers, ensure that AMHPs can be available within locally agreed response times. 



Explore the potential for better integration of AMHP and EDT services with out of hours crisis provision of health and other partners. 



		2015/16

		TL/AM/LH

		A more responsive out of hours emergency duty service so that coverage over 24 hours is equitable and efficient.



		Identify the frequent attenders at services with alcohol usage as part of their presenting features. (See Section 4, scheme 1)

		A, F

		To combine the information we have from the Blue Light data with other sources of information e.g. from community services to identify the size of client group for a revised pathway response.

		Q1 2015/16

		CS/AM

		More targeted and tailored responses to the needs of clients with co-existing mental health and alcohol issues. 



		Avon and Somerset Police response to s135/136

		C, D, E

		Review of suitable places of safety and patient transport

		26/3/15 – “Think Ambulance” protocol launched force-wide to ensure that persons detained under s135/6 are conveyed to a place of safety in an Ambulance in all but the most exceptional circumstances. Since introduction Ambulance use for conveyance has increased hugely (350% increase in the first month alone), with figures continuing to improve.



11/5/15 – Police introduced a protocol that under 18’s detained under s135/6 MHA would no longer be accepted into police cells. Negotiations between partners across the force area have identified alternatives to the 136 suites should they be full/unavailable. Since that date, no children have entered the cells whilst detained under the Act. 



The Office of the Police and Crime Commissioner has arranged a meeting with force-wide acute hospital representatives on 18/9/15 to ensure Hospital involvement in negotiations around S136 use.



23/7/15 -  Under 18 S136 protocol being developed for BANES in conjunction with BANES CAMHS (Oxford Health). Aide memoir and Memorandum of Understanding (MOU) has been adapted from Wiltshire Police documents, in use already by Oxford Health. Awaiting signoff by partners and then to be rolled out to officers in the BANES district. The MOU will ensure that CAMHS are consulted prior to the use of S136 MHA, with the aim of reducing unnecessary detentions that could have been diverted to a less restrictive option.

		Avon and Somerset Police

		Improved quality of response and level of care for those who are detained under Section 135 and 136. 



		Mental health support in Police Control room/ Control room triage

		C,D,E

		Other areas have seen benefits from having mental health staff available in control rooms. This allows access to patient medical records and mental health expertise to give those in crisis the best possible support. 

		3/6/15 - A meeting was held between CCG senior leaders, NHS England, senior leaders from AWP and Somerset Partnership, the PCC and Chief Constable whereby unanimous support was given to exploration of a control room triage scheme within the force area.



23/6/15 – Norfolk Police gave a presentation on control room triage to local Police/NHS/Fire/Ambulance partners, proposal to create a business plan to obtain funding to introduce locally. Information being sought on possible benefits to all partners to be incorporated into a force-wide business case, for presentation to each CCG in the next funding cycle. 



		Avon and Somerset Police

		Increased support for police staff allowing for forces to respond in the most appropriate way. 

Improved quality of care received from the police when responding to crises with advice from mental health professionals.  











		Section 4 - Quality of treatment and care when in crisis. To include:

A: Review police use of places of safety under the Mental Health Act 1983 and results of local monitoring; B: Service User/Patient safety and safeguarding; C: Staff safety; D: Primary care response

	



		Scheme

		Includes

		Action

		Timescales

		Led by

		Outcomes



		Investigate new provision/ pathway for intoxicated clients. 

		A, 

		Explore need; look at existing services (s136 suite and RUH) and community; SDAS/DHI/Julian House. 

Scope for pathway, services and facilities for rapid and intensive support to address around 200 individual impact alcohol clients, on top of work that is already happening for high impact patients. Specifically addressing 20-25 people that attend ED once a month on average.

Explore the service provided by street marshals/ street pastors/ fast ambulance. Discuss potential for bidding to expand service. 

Investigate numbers for s136 suite. 

Alcohol related ED attendance = ±15% of all ED attendances. Investigate number of those intoxicated. (Piece of work being done by Wiltshire to estimate numbers). 

		Pathway for Intoxicated/Mental health clients meeting set for 22/12/2014. Complete.

		CS/AM

		± 200 individual clients = £10m per annum cost. 

20-25 Mental Health /Alcohol patients = £3.7m cost. Averaging 1 visit to ED per month. 

Improved pathway/facilities will look to reduce number of ED visits. 



		Review ability to provide S136 suite in area in the longer term 

		A

		Scope into re-design for in-patient beds.

		December 2014

		AM/BB-J

		





		

		

		Include in impact assessment process

		December 2014

		

		



		

		

		Present to Wellbeing PDS as part of impact assessment and proposal paper

Define next steps if approval gained. Consider whether this can be part of a wider assessment suite that could also work with children and young people.

		January 2015

Update 15/05/2015: work on-going looking into having a s136 suite in B&NES and addressing issues with access for under 18s and under 16s. 

		

		



		Instigate rapid response service in existing Specialist mental health services

		D, B

		Produce paper analysing opportunities within existing service configuration- paper in draft format at this time

Currently we are near to completing the review of access service function which is likely to separate assessment and home treatment functions of intensive and more closely align the assessment functions across PCLS, intensive, with some linking to the intensive hospital liaison interface. 

Meeting timetabled for December to agree on final model. 

Pathway might look something like this:





Also work to commence in 2015 to explore if we can increase productivity of assessment functions of access service though a reduction of the “burden” of RiO system. 

		January 2015

Update 15/05/2015: Paper has been completed and this is now being piloted with PCLS. This will be reviewed in June 2015 with the intention of including the intensive team as well. 





































		JE

		The model is potentially linked to street triage investment bid

Patient receives specialist service response at the point of presentation rather than needing further assessment (unless clinically indicated that further specialist assessment needed).

Greater partnership will reduce multiple hand-offs and improve patient experience. 

Holistic approach taken to need therefore improvement in joint care planning and outcomes.







		Working in collaboration with SWASFT

		B, C, D

		SWASFT want to be engaged with work in relation to conveyance of PoS. 

Have committed to 30min response time for section 136 requests. 

In addition we need to discuss with SWASFT the numbers of private transport conveyances for patients detained under section of the Mental Health Act. 

		Currently in operation as green 2 response time.

Update 15/05/2015: David Partlow has been in contact with Liz Richards at AWP. Scoping exercise is being carried out to look at demand and develop a model. 



		SWASFT



		This needs to be assessed in light of SWASFT ability to respond to all green 2 priorities in the face of capacity demands.



		Service User Charter

		B

		Document is being developed in partnership between New Hope/St Mungos, Healthwatch and Making it Real. Providing ‘I’ statements that service users can apply to practice. 

		Document is in draft form. 

Focus groups are being held between August and October 2015. 

		New Hope/St Mungos, Healthwatch, Making It Real

		Supporting service users to gain an insight into their wellbeing.









		Section 5 - Recovery and staying well / preventing future crisis. To include:

A: Joint planning for prevention of crises



		Scheme

		Includes

		Action

		Timescales

		Led by

		Outcomes



		Liaison for older adults.





		A

		Funding approved. 

Negotiation/ exploration of roles with Sirona.

Development of job description for RN (adult)/ RGN.



		November / December

Liaison with partner organisations regarding model implementation.



December/January: Recruitment



February onwards: Full implementation and review/evaluation



Update 15/05/2015: Recurring funds received. 

		JE/KG

		Parity of esteem for people with physical and mental health problems. 

More people treated by services with which they are familiar. 

Reduced admission to hospitals. 



		Working in collaboration with SWASFT

		

		Plan to develop a facility to feedback into primary care and secondary mental health services with appropriate patient contacts made by SWASFT. 

This will involve presentation on the SWASFT electronic clinical record due to be rolled out in B&NES in the summer of 2015.

		Update 15/05/2015: Looking at how to link in EPCR with other systems. Implementation date: Autumn 2015

		David Partlow

		Often patients will present and not be conveyed, this may be an early indication of a degree of instability which could be managed earlier. The ability to feedback into services will allow for continuity and a higher level of care. 



		Further develop shared patient notes to join up GP, Acute, ambulance and MH services

		A

		Special patient notes project in moving forward and mental health is part of that project. Again, this could link in the future to SWASFT work with the enhanced summary care record and their ability to access this via the SWASFT electronic record. 

Already being used in some instances. 

		2015-16







		AM/CP/DP

		









		Implement social prescribing project to prevent escalation of non-medical conditions

		

		The aim of this service is to redirect suitable patients away from the NHS and towards opportunities in the local community which can support their needs. People referred to the service may have mental health needs, long term conditions or other practical issues which affect their mental and physical wellbeing. 

This service will operate mainly within GP practices, as well as links to, e.g. A&E and Health visitors. 

Priority will be given to people who are identified by GPs as frequent attendees, or those identified where the involvement of the service may reduce future health service attendance. 

		The new commissioned service will start on 1 Jan 2015 and will aim to begin effective delivery by April 1st 2015. The commission initially is for 27 months to 31 March 2017 and any extension is dependent on good outcomes and continued CCG funding. 

Update 15/05/2015: Service has now been implemented on a two year pilot. 

		AM/BW

		Be responsive in addressing health, practical and social issues that may negatively impact on the health and wellbeing of people who frequently make use of local GP practices. 

Reduce the demand on costly health services and enable funds to be better targeted on people whose needs are purely clinical rather than practical or social. 

Improve the patient’s quality of life

Encourage and enable people to better manage their conditions, take up of prescribed health related activities and access to mainstream services and community resources. 



		Support the revised multi-organisational approach to addressing social isolation in people with mental health problems

		A

		On a general level, the Mental Health & Wellbeing Forum provides a bi-monthly opportunity for commissioners, providers, service users and carers to meet together and discuss issues and future developments. Eg, the Wellbeing College specification was developed by Forum members.



The Social Prescribing Service (above) and Sirona Community Links Service (social prescribing element) both link and support people into a wide range of local funded and unfunded groups, activities & services in order to address their holistic needs. (Eg unfunded groups like Bath City Farm and Greenlinks). 



New Hope (service user group) produce a 'Hope Guide' detailing opportunities that people can take up.



To further develop a multi-organisational approach in supporting people with mental health needs, service specifications were revised in 2014. A Building Bridges Forum was established, supporting services to work together, and meet monthly to share views and experiences, discuss issues and developments. Current members include -



Sirona Community Links -supporting networks in the community, to build resilience and help people live independently, with a strong social prescribing element. 



St Mungos Broadway - Peer Mentoring Service trains and supports peers to support people within the networks and the wider community. This service is delivered collaboratively with Sirona and Bath Mind 



Creativity Works - provide “taster sessions” in creative, supported activities. Creativity Works works with the groups to see how they can develop on a sustainable, peer led and supported basis. 



Bath Mind - work collaboratively with St Mungo's to develop peer mentors. They also facilitate MOSAIC, a community focused club where people from diverse ethnic backgrounds living with mental distress are supported to achieve their personal wellbeing goals and become involved in community activities. 

Soundwell Music Therapy -  provides therapeutic music based activities across the community for people with mental health issues and works with a range of other organisations to achieve this.  



It should be noted that there are many other organisations and groups working successfully in partnership across the locality to address peoples' social isolation and wellbeing.



The Wellbeing College (below and set 2 above) takes a multi-organisational approach, developing and promoting a wide range of courses and activities from many providers, which support peoples wellbeing,  and address social isolation. In developing new courses and activities it will effectively act to bring people together with shared interests from the whole community, not just those in services.

		Service specifications were revised between April-July 2014, with commissions ending March 2016. It is the commissioners' intention at that point to put out to tender an overarching specification to provide a flexible and responsive multi-organisational approach to mental health and wellbeing support in the community. Social isolation will be an important element of this.

A Wellbeing College, if demonstrated to be successful, could be a central part of this overarching specification. It is currently being considered as to whether a Wellbeing College would take on a role as a commissioning body in terms of purchasing and developing early intervention, prevention, and self management courses and activities from 3rd party organisations. This aspect will be consulted on during 2015.

Wide ranging discussions will take place during 2015 with all interested parties to develop an agreed and effective specification for the proposed overarching commission.

The Wellbeing College and such developments as the Building Bridges Forum can be viewed as forerunners of the overarching commission, providing an opportunity in 2014-16 to gather evidence, experience and best practice in order to effectively support people and offer social interaction opportunities in the community.

		AM, BW, Providers, community groups, service users, carers

		To develop networks of support for social interaction within the community, outside of services, in order to improve health and wellbeing.

To support people to self-manage their conditions 

To reduce social isolation within an appropriate supported environment. 

To value and make use of shared experience in helping people to support themselves and manage their long term conditions. 

To increase the range of people’s skills and interests and to support them to develop peer-led groups which meet those interests

To train and support people to become peer mentors to provide a positive experience for themselves and in helping others. 

To provide a wide range of information and support to enable people to take up opportunities which increase their wellbeing and reduce social isolation



		Assess elements of preventative self-management that can be delivered through Wellbeing College – 2 year pilot.

		A

		Independent evaluation taking into account both health and social outcomes – incorporating 5 ways to wellbeing, e.g. into more health based outcomes. 

College will also assess courses themselves for style, content and effectiveness, getting feedback from participants. 

Evaluation will inform a business plan for the format of any future Wellbeing College to be commissioned in 2016. 

Link with social prescribing and social options into the community support. 

		The college is a 2 year pilot (2014-2016) with an independent evaluation spanning approximately 12 months. The college monitoring will take place over full 2 year period. 

		All WC providers/LA/PH/CCG. 

		People to self-manage their long term conditions and through peer support, enable them to share experiences and solutions and support. 

To assess whether the educative, short term intervention approach to self-management enables people to avoid accessing higher level services -  GPs, acute, MH services in crisis

To assess whether early intervention, through mainstreaming and appealing to the whole community, reduces the need for people to take up services subsequently. 





		Housing need for high risk offenders, sex offenders and IRIS clients. 

		A

		To research, develop and consider partnership working within B&NES and also across authorities to address a need for housing where high risk offenders, sex offenders and IRIS clients are considered too high risk for the current supported housing options but do not meet the criteria for the dangerous offender protocol scheme, Homesearch. 

This can result in individuals being homeless posing challenges with monitoring and managing risk in the community. 

From conversations with Probation these clients pose a high risk of serious harm and having a monitored and supported environment is important to reduce the risk of offending and manage clients in the community to reduce severity and escalation of offending.



		

		Andy Busfield – Julian House

		To have appropriate supportive housing for high risk offenders allowing better monitoring and support resulting in reducing the risk, severity and escalation of offending and helping to create safer communities. 



		Wellbeing House

		A

		To provide short term respite beds within a safe environment and provide therapeutic interventions throughout their stay to prevent crisis and help people to better manage environments and situations that may cause stress and lead to crisis. 

		To be in operation by Summer 2015

		PW/Sirona

		To provide short term respite to individuals, enabling them to be removed from stressful environments as a way of preventing people from reaching crisis. 













The 2014  Declaration on improving outcomes for people experiencing mental health crisis

December 2014

We, as partner organisations in , will work together to put in place the principles of the national Concordat to improve the system of care and support so that people in crisis because of a mental health condition are kept safe. We will help them to find the help they need − whatever the circumstances − from whichever of our services they turn to first.

We will work together to prevent crises happening whenever possible, through intervening at an early stage. 

We will make sure we meet the needs of vulnerable people in urgent situations, getting the right care at the right time from the right people to make sure of the best outcomes.

We will do our very best to make sure that all relevant public services, contractors and independent sector partners support people with a mental health problem to help them recover. Everybody who signs this declaration will work towards developing ways of sharing information to help front line staff provide better responses to people in crisis.

We are responsible for delivering this commitment in  by putting in place, reviewing and regularly updating the attached action plan.

This declaration supports ‘parity of esteem’ (see the glossary) between physical and mental health care in the following ways:

•	Through everyone agreeing a shared ‘care pathway’ to safely support, assess and manage anyone who asks any of our services in  for help in a crisis. This will result in the best outcomes for people with suspected serious mental illness, advice and support being available for their carers, and make sure that services work together safely and effectively.

•	Through agencies working together to improve individuals’ experience (professionals, people who use crisis care services, and carers) and reduce the likelihood of harm to the health and wellbeing of patients, carers and professionals.

•	By making sure there is a safe and effective service with clear and agreed policies and procedures in place for people in crisis, and that organisations can access the service and refer people to it in the same way as they would for physical health and social care services.

•	By all organisations who sign this declaration working together and accepting our responsibilities to reduce the likelihood of future harm to staff, carers, patients and service users or the wider community and to support people’s recovery and wellbeing.

We, the organisations listed below, support this Declaration. We are committed to working together to continue to improve crisis care for people with mental health needs in .





•	Clinical Commissioning Group: ______________________________________________________________________



•	Commissioners of social service: _____________________________________________________________________



•	The Police Service:__________________________________________________________________________________



•	Police and Crime Commissioner: ______________________________________________________________________



•	The Ambulance Service:______________________________________________________________________________



•	The Royal United Hospital Foundation Trust Bath:________________________________________________________



•         Avon and Wiltshire Mental Health Partnership Trust: ___[image: ]__Iain Tulley, CEO; ______________

 

•	On behalf of Mental Health community sector providers: _______________________________________ 



•	On behalf of substance misuse services in :______________________________________________

P:\Service Improvement & Performance Team\Mental Health\CURRENT FILES\MAIN WORK-MEETINGS\Crisis concordat\ review and action plan
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1. Background


1.1
Following a review of the Mental Health Act 1983 in 2007, amendments to the Act were made, this Guideline aims to provide all staff involved in the delivery of care to mental health patients with the necessary information to ensure that the care of patients subject to conveyance is delivered in line with current legislation and other relevant guidance.



1.2
Mental disorder is defined for the purposes of the Act as “any disorder or disability of the mind”.



1.3
It is the underlying aim of this guideline to support staff in understanding the application of the Mental Health Act and Mental Capacity Act and wherever possible ensure that the patients’ rights to be treated according to the legislation are maintained.



1.4
Under the Mental Health Act, patients who have a “mental disorder”, can be admitted to hospital against their wishes (becoming a formal patient) provided the ground rules of the Act are followed. Part 2 of the Act covers a group of sections that cover patient’s rights under the Act.



1.5
The Mental Health Act 1983 gives approved mental health professionals (AMHPs) the power to make an application to admit patients to hospital under a section of the Act if they consider it necessary and the best way of ensuring the patient receives the right care and treatment.



1.6
Before doing this, the AMHP must interview the patient and be satisfied that detention in hospital is, given all the circumstances, the most appropriate way of providing the care and medical treatment that is required. They must then make the application for admission within 14 days of the interview.



1.7
The patients nearest relative also has the right to apply for the patient to be detained under the Act but, for practical reasons, the AMHP usually makes the application, which is what the Mental Health Act Code of Practice advises.



2. Roles under the Mental Health Act



2.1
Various Mental Health Care professionals are defined within legislation and have specific responsibilities, they are as follows:


2.2
Approved Mental Health Professional (AMHP) – Local Social Service Authorities (LSSAs) are allowed under legislation to approve a range of registered and professionally qualified mental health professionals to act as an Approved Mental Health Professionals (AMHP); this role replaced that of the Approved Social Worker. Individuals who can act as an AMHP are; registered social workers; first level nurses whose field of practice is mental health or learning disabilities; registered occupational therapists; and chartered psychologists.



2.3
Responsible Clinician (RC) – An Approved Clinician who has responsibility for patients already detained under the Mental Health Act. Approved Clinicians are usually psychiatrists but can also be – registered social workers; first level nurses whose field of practice are mental health or learning disabilities; registered occupational therapists; and chartered psychologists.


2.4
Nearest Relative (NR) – The Mental Health Act gives certain powers and rights to the Nearest Relative who may not necessarily be the patient’s next of kin. Nearest Relatives, as defined by the Act are usually - partners or the eldest closest blood relative or a carer of the patient. In addition to the right to be informed or consulted about the patient’s detention, Nearest Relatives also have the right to make applications for detention, although these situations are very rare. In such circumstances the Nearest Relative would assume the role and powers of an AMHP in relation to conveyance.



2.5
Mental Health Practitioner – A term used in this policy to describe a qualified mental health worker who is authorised by an NHS trust to retake patients who are already detained under the Mental Health Act or has been authorised by a Responsible Clinician to convey a patient to hospital who has been recalled.



2.6
Social Supervisor – A qualified mental health worker, usually a social worker / AMHP who is responsible for supervision of a patient conditionally discharged from Section 37/41.



2.7
Clinical Supervisor – A Psychiatrist who has responsibility for the supervision of a patient conditionally discharged under Section 37/41.



3. Detention under the Mental Health Act



3.1
The Mental Health Act allows for the detention of patients that have been formally assessed, or for the purposes of the assessment and treatment of the patient’s mental health.



3.2
The Code of Practice clearly defines the responsibilities of the ambulance service in the conveyance of patients detained under the Mental Health Act. The Code of Practice aims to ensure the individual’s right to the maintenance of their dignity and privacy by all health care providers involved in the delivery of care.



3.3
Section 2



Used when the full extent of the nature and degree of a patient’s condition is unclear; there is a need to carry out an initial in-patient assessment in order to formulate a treatment plan, or to reach a judgment about whether the patient will accept treatment on an informal basis following admission; or there is a need to carry out a new in-patient assessment in order to reformulate a treatment plan, or to reach a judgement about whether the patient will accept treatment on an informal basis.



3.4
Section 3



Allows for the detention of an individual for a period of up to six months for the purpose, Section 3 should be used if: the patient is already detained under section 2 (detention under section 2 cannot be renewed by a new section 2 application); or the nature and current degree of the patient’s mental disorder, the essential elements of the treatment plan to be followed and the likelihood of the patient accepting treatment on an informal basis are already established.



3.5
It requires the Approved Mental Health Professional to make every effort to discuss the reasons for the application of Section 3 with the Nearest Relative and for them not to object to this.



3.6
Section 4



Allows for the emergency detention of an individual under the Act for a maximum period of 72 hours.



3.7
The application is made by the Approved Mental Health Professional and one Doctor who has examined the patient for the purpose of the Act within the last 24 hours. The person must fit the criteria for detention under Section 2 of the Act.



3.8
Section 4 should only be used in a real emergency where to delay the detention due to the unavailability of a second doctor would present an immediate and significant risk of mental or physical harm to the patient or to others; danger of serious harm to property; or where there is a need for physical restraint of the patient.



3.9
Section 5.2 & 5.4



Section 5.2 of the Mental Health Act provides doctors the power to detain patients who are in hospital for up to 72 hours for the purpose of assessment under the act. Nurses (RMN & RNLD) can also use Section 5.4 to detain a patient in hospital for six hours. Section 5.2 and 5.4 cannot be transferred to another health care facility.



3.10
Section 135(1)



A Police Officer may use powers of entry under section 135(1) of the Act when it is necessary to gain access to premises and remove a person to a place of safety who is believed to have a mental disorder and is not receiving proper care. This requires a magistrate’s warrant. A magistrate may issue a warrant under section 135(1) in response to an application from an Approved Mental Health Professional (AMHP).



3.11
Section 135(2)



A Police Officer may use powers of entry under section 135(2) of the Act when it is necessary to gain access to premises to retake a person into custody who is already liable to detention or recall under the Act. A Police Officer or anyone authorised under the Mental Health Act may apply for the warrant if evidence exists to show that access to the premises has already been attempted and denied or if it is apprehended that access would be denied. Whilst it is recommended good practice for the Police Officer to be accompanied by a mental health practitioner it is not always required.



3.12
Section 136



There are occasions when the Police may act if they believe that someone is suffering from a mental illness and is in need of immediate treatment or care.  Section 136 of the Mental Health Act provides Police Officers with the  authority to take a person from a public place to a “Place of Safety”, either for their own protection or for the protection of others, so that their immediate needs can be properly assessed.



A  Place of Safety could be a hospital, police station or some other designated place.  However, the most recent guidance states that a police station should be used only in exceptional circumstances. 



At the Place of Safety, the person will be examined by a doctor and interviewed by an AMHP, who should carefully check if they are suffering from a mental illness, and whether they should be in hospital, or need further help and treatment at home. The doctor and AMHP will usually see the person together.  The Doctor could be a police doctor or a psychiatrist. The AMHP will usually be a Social Worker, but could also be a specialist nurse or other mental health worker. 



A patient can be held in a Place of Safety for a maximum of 72 hours.  However, the guidance for professionals states that a patient should only be held for as long as necessary for the assessments to be undertaken.  A person can be moved from one Place of Safety to another (within the 72 hours) as long as this is in their best interests.



3.13
Community Treatment Orders (Section 17a Mental Health Act 1983)



Community Treatment Orders are used to place conditions around the care and treatment of patients who live in the community (usually around accepting treatment and engaging with mental health practitioners), initially lasting for six months. The Responsible Clinician can recall the patient to hospital for a period of 72 hours. Responsible Clinicians will be responsible for arranging conveyance to hospital, but may delegate this responsibility to another Mental Health Practitioner / AMHP.



3.14
Guardianship (Section 7 & Section 37 Mental Health Act 1983)



Guardianship can require patients to reside at a specific address, attend facilities for treatment education, support and allow access to workers involved in their care, it initially last for six months. Under Guardianship a person can be initially conveyed to the specific address and returned there (using reasonable force if necessary) if they are absent without leave.



3.15
Court Sections under the Mental Health Act



The courts can impose the following orders under the Mental Health Act (1983):-



Section 35 – Remand to hospital for assessment



Section 36 – Remand to Hospital for Treatment



Section 37 – Hospital Order / Guardianship Order



Section 38 – Interim Hospital Order



Section 45a – Hospital Direction Order



Section 41 – Subject to Home Office Restrictions



Patients subject to conditional discharge under Section 41 in the community may also be recalled to hospital by a warrant issued by the Ministry of Justice.



3.16 Additional Police Powers


Police and Criminal Evidence Act 1984, Section 17, this allows a constable to enter and search any premises for the purpose of saving life or limb or preventing serious damage to property.


4. Mental Health Conveyance



4.1
In February 2014 the Government published its Mental Health Crisis Care Concordat: Improving outcomes for people experiencing mental health crisis.



4.2
The Concordat challenges local areas to make sure that:



· Health-based places of safety and beds are available 24/7 in case someone experiences a mental health crisis.



· Police custody should not be used because mental health services are not available and police vehicles should also not be used to transfer patients. With a drive to see the number of occasions police cells are used as a place of safety for people in mental health crisis halved compared 2011/12.



· Timescales are put in place so police responding to mental health crisis know how long they have to wait for a response from health and social care workers. This will make sure patients get suitable care as soon as possible


· People in crisis should expect that services will share essential ‘need to know’ information about them so they can receive the best care possible. This may include any history of physical violence, self-harm or drink or drug history


· Figures suggest some black and minority ethnic groups are detained more frequently under the Mental Health Act. Where this is the case, it must be addressed by local services working with local communities so that the standards set out in the Concordat are met


· A 24-hour helpline should be available for people with mental health problems and the crisis resolution team should be accessible 24 hours a day, 7 days a week


4.3
What this means for the ambulance service nationally is a move away from the use of Police resources particularly in relation to the transfer and detention of patients under section 136 and a drive to provide all patients with a degree of parity of care irrespective of whether the need is based on a mental or physical emergency.


5. Mental Health Conveyance



5.1 The Mental Health Crisis Care Concordat,  clearly places the responsibility for conveyance of patients under section (including 135 and 136) on the ambulance service.  Where appropriate Police will support the conveyance, but the primary responsibility for transport must remain with the ambulance service.


5.2 In order to support decision making in relating to the conveyance of patients with Mental Health concerns, the following questions should be considered before conveying  a patient:


· Is the patient to be transferred an informal patient or are they detained under the Act? 


· Does the patient require an emergency ambulance response or is the patient condition such that where it exists, alternate transport is more appropriate? 


· What are the wishes and views of the patient, including those made in any advance statement or Advance Decision made by the patient? 


· What is the patient’ age? 


· Does the patient have any physical disability? 


· Is there a need for clinical care? 


· Has the patient been or is to be sedated for the journey? 


· What is the nature of their mental disorder? 


· What is there current state of mind?


· What is the likelihood of the patient behaving in a violent or aggressive manner? 


· Is there a risk to the individuals involved in conveying the patient? 


· Is the patient likely to abscond? 


· Is the AMHP making the decision to detain accompanying the patient and have they confirmed they have made sufficient plans for how are they going to return to their required destination?


5.3
Legal Powers relating to Conveyance



A person being conveyed to any place authorised by the Mental Health Act is deemed to be in legal custody (Section 137(1)).  An application for admission provides the applicant (AMHP or nearest relative) or any person authorised by the AMHP or nearest relative to take the patient and convey to hospital within specific time limits (14 days or 24 hours in the case of an emergency).


5.4
Any person authorised to detain or convey a patient under the Mental Health Act has the powers of a Police Constable taking someone into custody, whilst detaining or conveying that person (Section 137(2)).



5.5
Ensuring the Availability of a Hospital Bed



It is the responsibility of the assessing psychiatrist / Responsible Clinician to ensure a bed is available and to inform the AMHP / Mental Health Practitioner which ward is expecting the person. It is advised that the ward is contacted to give information about expected arrival time and any other issues that receiving staff members may need to be aware of.



5.6
Conveyance by Car



In accordance with the Mental Health Act Codes of Practice, a patient should normally not be conveyed by car. An Ambulance should be used. In the exceptional circumstance where an ambulance is not used the reasons should be clearly recorded along with details of an appropriate risk assessment.



5.7
Sedation



It will generally be thought undesirable and unnecessary to have a person sedated prior to conveyance to hospital. However, there may be occasions where this is deemed necessary. 


6. Mental Capacity Act


6.1 Staff responsibilities under the Act:



· Staff have a formal duty of regard to the Act and the Code of Practice and will need to take active responsibility for equipping themselves to practice within the law.  Staff should be able to explain how they have regard to the MCA and the Code of Practice when acting or making decisions on behalf of people who lack capacity to make decisions for themselves.



· In every situation, staff must assume that a person can make their own decisions unless or until such time that it is proved that they are unable to do so.  There will always be a presumption of capacity.



· Staff must always act in the best interests of any person who lacks capacity and follow the relevant organisational policy or procedure.



6.2 Legal context



The MCA has five key principles which emphasise the fundamental concepts and core values of the MCA.  These must be considered and applied when you are working with, or providing care or treatment for people who lack capacity.



6.3 The five key principles are:



· Every adult has the right to make decisions and must be assumed to have capacity to do so unless it is proved otherwise.  This means that you cannot assume that someone cannot make a decision for themselves just because they have a particular medical condition or disability.



· People must be supported as much as possible to make a decision before anyone concludes that they cannot make their own decision.  This means that you should make every effort to encourage and support the person to make the decision for themselves.  If a lack of capacity is established, it is still important that you involve the person as far as possible in making decisions.



· People have the right to make what others might regard an unwise or eccentric decision.  Everyone has their own core values, beliefs and preferences which may not be the same as those of other people.  You cannot treat them as lacking capacity for that reason.



· Anything done for or on behalf of a person who lacks mental capacity must be done in their best interests.



· Anything done for, or on behalf of, people without capacity should be the least restrictive of their basic rights and freedoms.  This means that when you do anything to or for a person who lacks capacity you must choose the option that is in their best interests and you must consider whether you could do this in a way that interferes less with their rights and freedom of action.



6.4 The Act only applies to people over 16yrs of age, who lack mental capacity or who are reasonably believed to lack mental capacity.  It applies to public and private locations.



6.5 Any power to restrain a person as a result of the MCA 2005 does not interfere with any other existing powers of arrest for criminal offences or powers under the MHA.



6.6 Helping people to make decisions for themselves



When a person in your care needs to make a decision you must start from the assumption that the person has capacity to make the decision in question (principle 1).  You should make every effort to encourage and support the person to make the decision themselves (principle 2) and you will have to consider a number of factors to assist in the decision making.  These could include:



· Does the person have all the relevant information needed to make the decision?  If there is a choice, has the information been given on the alternatives?



· Could the information be explained or presented in a way that is easier for the person to understand?  Help should be given to communicate information wherever necessary.  For example, a person with a learning disability might find it easier to communicate using pictures, photographs, videos tapes or sign language.



· Are there particular times of the day when a persons understanding is better or is there a particular place where they feel more at ease and able to make a  decision?  For example, if a person becomes drowsy soon after they have taken their medication this would not be a good time for them to make a decision.



· Can anyone else help or support the person to understand information or make a choice? For example, a relative, friend or advocate.



6.7 You must remember that if a person makes a decision which you think is eccentric or unwise, this does not necessarily mean that the person lacks capacity to make a decision (principle 3).



6.8 When there is reason to believe that a person lacks capacity to make a decision you will be expected to consider the following:



· Has everything been done to help and support the person make the decision?



· Does the decision need to be made without delay?



· If not, is it possible to wait until the person does have the capacity to make the decision for him/herself?



6.9 Assessing capacity



You should always start from the assumption that the person has the capacity to make the decision in question (principle 1).



6.10 There are two questions to consider if you are assessing a persons capacity:



· Is there an impairment of, or disturbance in, the functioning of the person’s mind or brain?



· Is the impairment or disturbance sufficient to cause the person to be unable to make that particular decision at the relevant time?



6.11 This two stage test (Appendix 2) must be used, and you must be able to show it has been used.  Remember that an unwise decision made by a person does not itself indicate a lack of capacity.  Most people will be able to make most decisions, even when they have a label or diagnosis that may seem to imply that they cannot.  This is a general principle that cannot be over-emphasised.


6.12
When determining if there is an impairment of mind or brain, the consumption of alcohol is often a complicating factor.  Patients can appear lucid and able to converse without difficulty, but this does not mean that they are fully rationale and able to appreciate the consequences of a particular action.  Alcohol does not necessarily mean that the patient is not aware of their behaviour or aware of the decisions they make, but it may mean that they are less aware or less concerned about the consequences than they would otherwise be.  Judging capacity in such circumstances is difficult and subjective, but the patient’s safety is paramount, so consideration should be given to balancing the risk of getting the determination of capacity wrong against the clinical risk of non-intervention.


6.13 
Best interests



If a person has been assessed as lacking capacity then any action taken, or any decision made for or on behalf of that person, must be made in their best interests (principle 4).  The person who has made the decision is known as the “decision maker”.  This may be an ambulance service clinician, police officer, the carer responsible for the day to day care, or another professional such as a doctor, nurse or social worker.



6.14 The law gives a checklist of key factors which you must consider when working out what is in the best interests of a person who lacks capacity (Appendix 1).


6.15 In emergencies where there is limited or no information available, it will often be in a patient’s best interests for urgent treatment to be provided without delay.



6.16 Use of restraint by ambulance staff



Ambulance staff are legally authorised and obliged under the MCA to act in the best interests of (and provide treatment for) patients who are lacking capacity, even where the patient refuses treatment or are abusive, threatening or violent.


6.17 The MCA also supports the use of reasonable force to ensure that patients lacking capacity receive care that is in their best interests or are protected from further harm.  Section 6 of the Act defines restraint as the use or threat of force where an incapacitated person resists, and any restriction of liberty or movement whether or not the person resists.



6.18 However, ambulance staff are neither trained nor expected to restrain patients who are acting in a threatening or violent manner.



6.19 Ambulance staff are trained to provide minimal restraint in cases where patients lack capacity and there is no perceived risk of harm to them or the patient.



6.20 Ambulance staff should complete a Dynamic Risk Assessment (DORA) in all cases prior to the use of any form of minimal restrain; recording decisions and actions on the Patient Clinical Record (PCR).



6.21 Ambulance staff will be protected from liability when they use minimal restraint if they observe the following two conditions:



· You must reasonably believe that restraint is necessary to prevent harm to the person who lacks capacity; and



· The amount and type of restraint used and the amount of time it lasts must be a proportionate response to the likelihood and seriousness of harm to the patient.



6.22 Use of restraint by police officers



Police officers are legally authorised and obliged under the MCA to act in the best interests of persons to save life or prevent further harm to them.



6.23 The MCA also supports the use of reasonable force to ensure that patients lacking capacity receive care that is in their best interests or are protected from further harm.



6.24 Police officers and anyone else authorised under the MHA will be protected from liability when they use restraint if they observe the following two conditions:



· You must reasonably believe that restraint is necessary to prevent harm to the person who lacks capacity; and



· The amount and type of restraint used and the amount of time it lasts must be a proportionate response to the likelihood and seriousness of harm to the patient.



6. 25
Protocol for ambulance service requesting police assistance



Ambulance staff may request police assistance for patients who lack capacity under the following circumstances:



· Patients in need of emergency treatment who require restraint due to their threatening or violent behaviour (identified through DORA).



· Patients refusing emergency treatment and/or transport in their best interests where DORA has identified minimal restraint as being neither effective nor safe to be undertaken by ambulance staff.



· Patients who are at risk of causing further harm to themselves or others.



· Where there are other significant risk factors identified at the scene of the incident that prevent the patient from receiving treatment or transport to the hospital that is in their best interests.



6.26 Ambulance staff will request police attendance through the Clinical Hub, informing clinical hub staff that “police attendance is required for an emergency MCA incident”.  Any significant risk information must be passed at this time.



6.27 Clinical Hub staff will contact police and state “police attendance is required for an emergency MCA incident”.  Any significant risk information must be passed at this time.



6.28 Calls to the police will be assessed, graded and responded to as per force policy.



6.29 Following arrival of the police at scene, the ambulance staff will provide the police officers with the following:



· A brief history of the incident.



· Information relating to the clinical condition of the patient and the treatment or care required.



· A summary of the mental capacity assessment, highlighting the reasons why the patient is believed to lack capacity.



· A summary of what support is required by the police officer.



6.30 The ambulance staff and police will then work together, completing a joint risk assessment and agree a plan on how best to manage the patient in the safest, timeliest and least restrictive means possible.



6.31 A patient’s mental capacity can change over relatively short periods of time, therefore it may be necessary for ambulance staff to re-assess the patient’s capacity at any time if there is a change in their behaviour or appearance.  Assessments of capacity should be time and decision specific.



6.32 Ambulance staff will have responsibility for all decisions relating to the clinical treatment of the patient, including the most appropriate destination hospital.


6.33 Ambulance staff will agree with police the appropriate level and type of restraint to be used; taking into account the patient’s condition and any injuries, assessment or treatment required.



6.34 Transfer and continuing care of the patient



It is always preferable to transport the patient by ambulance.  However, when there are identified risks, then measures may need to be taken to ensure the safety of the patient, ambulance staff and police officers.  The safety of staff always needs to be a consideration in these circumstances.  The other options to be considered are:



· Police officer to travel in the ambulance with patient and ambulance staff.



· Police vehicle to follow the ambulance and in a position to assist if necessary.



· Patient to be transported in a police vehicle only in exceptional circumstances with ambulance staff observing in a safe position within the police vehicle or an ambulance travelling behind the police vehicle and in a position to assist if necessary.



6.35 Ambulance staff are responsible for pre-alerting the destination hospital and for providing them with the information relating to the patient’s condition, the presence of the police and the relevant risk assessment information.



6.36 Ambulance staff are responsible for informing the destination hospital that the patient is being conveyed under the MCA and not the MHA.  There is often the perception that as police are present that they have detained the patient under section 136 of the MHA).



6.37 Ambulance staff must complete a PCR with the normal clinical information including, full details of the capacity assessment, risk factors, actions agreed with police, police collar details, transport method and a description of any restraint applied by either ambulance staff or police officers.  



6.38 Ambulance staff must provide a full clinical handover at hospital and a copy of the completed PCR.



6.39 Further advice / escalation of issues



Any conflict of views between police and ambulance staff with regard how a patient should be restrained and or transported should be resolved by formal escalation pathway involving negotiation between relevant attending police officers supervisor or if unavailable the police duty inspector and the ambulance service duty Bronze Officer.



6.40 Ambulance staff should also seek further clinical advice via the Clinical Hub, Clinical Supervisor or the Senior Clinical Advisor on call, where they have concerns over assessing capacity or are unsure about what the best interests or treatment options are for the patient.


6.41
Record keeping


When you act in someone’s best interests, who you have assessed as not having mental capacity, you must record your actions and file it in accordance with local policy.  In particular the following guide will help you ensure the right information is recorded.



· The information you used to decide the person lacked capacity including questions you asked and their replies.



· How you reached your decision and why you acted.



· What other options you considered.



· What you did, who was consulted and why.



· If you needed to act quickly without the time for consultation or questioning of the person an account as to why that was.



· Any other factors you took into account



· How you restrained the person, who was involved and for how long.



6.42 Ambulance staff must ensure they document their decision making processes, assessment and care on the PCR, including the rationale for the type of assessment undertaken.  Where necessary, staff should also complete an adverse incident report, using normal Trust processes.  Remember, it is not sufficient to say a patient does not have capacity, without detailing how that decision was reached.


6.43 It is vital that when an assessment is not possible (or limited to a visual assessment of vital signs) the fact is recorded on the PCR with sufficient detail about why the assessment could not be completed.  It is vital that all information relating to the patients clinical condition, their behaviour and identified risks are recorded on the PCR.  All decisions, including rationale for them should be recorded.



6.44 How does the MCA protect professionals working in health and social care



The MCA provides legal protection from liability for carrying out certain actions in connection with the care and treatment of people who lack capacity to consent, provided that:



6.44.1 You have considered the principles of the MCA



6.44.2 You have carried out an assessment of capacity and reasonably believe that the person lacks capacity in relation to the mater in question.



6.44.3 You reasonably believe the action you have taken is in the best interests of the person.



6.45 Some decisions that you make could result in major life changes or have significant consequences for the person concerned and these will need particularly careful consideration.



6.46 Providing that you have complied with the MCA in assessing a person’s capacity and have acted in the persons best interests you will be able to diagnose and treat patients who do not have the capacity t give their consent.  For example:



· Diagnostic examinations and tests.



· Assessments.



· Medical treatments.



· Admission to hospital for assessment or treatment (except for people who are liable to be detained under the Mental Health Act 1983 emergency procedures such as IV cannulation or administration of  medication)



6.47 A clinician will have acted in the best interests of an incapable patient where the treatment given (or refrained from giving) was in accordance with a practice accepted as proper by a responsible body of medical opinion skilled in that form of treatment (Bolam/Bolitho).



6.48 It will be important to keep a full record of what has happened.  The protection from liability will only be available if you can demonstrate that you have assessed capacity, reasonably believe it to be lacking and then acted in what you reasonably believe to be in the patient’s best interests.



6.49 It is the clinician in charge of the patients care and treatment who must decide what is in the patient’s best interests.   The patients spouse or their family, friends and colleagues cannot give or withhold consent to treatment on the patient’s behalf unless acting within the framework of an accepted power of attorney.  However, what they have to say may be useful in deciding where best interests lie.



7 Consent


71
Informed consent applies when a person can be said to have given consent based on a clear appreciation and understanding of the facts, and the implications and consequences of an action. English law necessitates that before any medical professional can examine or treat a patient, they must obtain informed consent to do so.


7.2
Consent can be either explicit (specific consent to carry out a specific action) or implied (not expressly given by a patient, but inferred from their actions, the facts and circumstances of a particular situation, and sometimes a patient's silence or inaction). Generally there is no legal requirement to obtain written consent but it may be advisable in some circumstances.




7.3
A consent form documents that some discussion about the procedure or investigation has taken place but is only evidence of a process, not the process itself. Any discussion should be recorded in the patient's medical notes.



7.4
The Mental Capacity Act (2005) formalises the area assessing whether the patient is mentally capable of making the decision, and the Mental Health Acts (1983 and amended in 2007) describe the very limited circumstances when a patient can be forced to be hospitalised for assessment and/or treatment against their wishes.



7.5
General principles of consent


· Consent must be obtained before any examination, treatment or care for competent adult patients.


· Consent must be given voluntarily and not under any form of duress or undue influence from health professionals, family or friends.


· Competent adult patients are entitled to refuse treatment, even where it would clearly benefit their health. The only exception to this rule is where the treatment is for a mental disorder and the patient is detained under the Mental Health Act. A competent pregnant woman may refuse any treatment, even if this would be detrimental to the foetus.


· Consent can be written, oral or non-verbal. A signature on a consent form does not itself prove the consent is valid - the point of the form is to record the patient's decision, and the discussions that have taken place.


· Patients need sufficient information before they can decide whether to give their consent, e.g. information about the benefits and risks of the proposed treatment, and alternative treatments. If the patient is not offered as much information as they reasonably need to make their decision, and in a form they can understand, their consent may not be valid.


· Consent is a continuing process rather than a one-off decision. It is important that the patient be given continuing opportunities to ask further questions and to review the decision.


· Patients can change their minds and withdraw consent at any time, as long as they have the capacity to do so.


· All people aged 16 and over are presumed, in law, to have the capacity to consent to treatment unless there is evidence to the contrary. A patient who is suffering from a mental disorder or impairment does not necessarily lack the competence to consent to treatment.


7.6 To demonstrate capacity individuals should be able to: 


· Understand what the medical treatment is, its purpose and nature and why it is being proposed.


· Understand the benefits, risks and alternatives.


· Understand the consequences of not receiving the proposed treatment.


· Retain the information and be able to weigh up the pros and cons in order to arrive at a decision.


· Communicate the decision.


7.7 It is also important to appreciate that:



· Unexpected decisions do not prove the patient is incompetent, but may indicate a need for further information or explanation.


· Patients may be competent to make some health care decisions, even if they are not competent to make others.


· It is always best for the person actually treating the patient to seek the patient's consent. However, you may seek consent on behalf of colleagues if you are capable of performing the procedure in question, or if you have been specially trained to seek consent for that procedure.


7.8
Emergency treatment



Consent needs to be sought for emergency treatment for competent patients.


· If consent cannot be obtained, clinicians should provide medical treatment that is in the patient's best interests and is immediately necessary to save life or avoid significant deterioration in the patient's health. An advance decision is not applicable to life-sustaining treatment unless:


· the decision is verified by a statement by the patient to the effect that it is to apply to that specific treatment even if life is at risk, and the decision and statement is in writing, is signed by the patient or by another person in their presence and by the patients direction, the signature is made or acknowledged by the patient in the presence of a witness, and the witness signs it, or acknowledges his signature, in the patient’s presence (Mental Capacity Act 2005, Chapter 9, Part 1)



· However, there may be clear evidence of a valid advance refusal of a particular treatment, indicating that treatment should not be given.


· If a patient has appointed a welfare attorney, or there is a court-appointed deputy or guardian, this person, where practicable, must be consulted about treatment decisions.


7.9 Children and the Mental Capacity Act - General principles


When obtaining consent, a clinician must establish whether the child is legally competent (in legal terms, 'have capacity' to give consent).


· All people aged 16 and over are presumed in law to have the capacity to consent to treatment unless there is evidence to the contrary.


· If the child is deemed not legally competent, consent will need to be obtained from someone with parental responsibility, unless it is an emergency.


· Emergency treatment can be provided without consent to save the life of, or prevent serious deterioration in the health of, a child or young person.


· The legal position differs, depending on whether the young person is aged over or under 16.


7.10 Assessing competence


Just because a person is aged over 16, this does not, as with adults, necessarily mean that the person is competent. A competent person: 


· Is able to understand and retain the information pertinent to the decision about their care, i.e. the nature, purpose and possible consequences of the proposed investigations or treatment, as well as the consequences of not having treatment.


· Is able to use this information to consider whether or not they should consent to the intervention offered.  Is able to communicate their wishes.


7.11 It should not be assumed that children with learning difficulties are unable to take competent decisions, which can be aided by presenting them with information in an appropriate way.


7.12 If a child is deemed not competent, a person with parental responsibility would need to give consent.  If a child lacks the capacity to consent and consent from someone with parental responsibility is required, only one individual needs to be approached. However, it is good practice to involve all those close to the child if possible. If parents cannot agree and disputes cannot be resolved informally, seek legal advice about whether you should apply to the Court.


7.13 Once an individual has reached the age of 18, no one can give consent on their behalf. If they are not competent, clinicians can provide treatment and care, providing this is in their best interests.


7.14
Parental responsibility


Parental responsibility includes the right of parents to consent to treatment on behalf of a child when the child is unable to provide valid consent for himself or herself, provided the treatment is in the interests of the child.


· Those with parental responsibility have a statutory right to apply for access to their children's health records, although if the child is capable of giving consent, he or she must consent to the access.


7.15
The Children Act 1989 outlines who has parental responsibility. This includes: 



· A mother always has parental responsibility for her child.


· A father only has this responsibility if he is married to the mother when the child is born or has acquired legal responsibility for his child by: 


· Jointly registering the birth of the child with the mother (since December 2003).


· A parental responsibility agreement with the mother.


· A parental responsibility order, made by a court.


· The child's legally appointed guardian - appointed either by a court or by a parent with parental responsibility in the event of their own death.



· A person in whose favour a court has made a residence order concerning the child.


· A local authority designated in a care order in respect of the child (but not where the child is being looked after under section 20 of the Children Act, also known as being 'accommodated' or in 'voluntary care').


· A local authority or other authorised person who holds an emergency protection order in respect of the child. 


· Foster parents, grandparents and indeed parents under the age of sixteen do not automatically have parental responsibility. In the latter case, the individual needs to be deemed Gillick competent before they can give consent on behalf of their child.


7.16
Children aged 16 and 17


Once children reach the age of 16, they are presumed in law to be competent. In many respects they should be treated as adults and can give consent for their own surgical and medical treatment.


· The Department of Health recommends that it is nevertheless good practice to encourage children of this age to involve their families in decisions about their care, unless it would not be in their interests to do so.


· If a competent child requests that confidentiality be maintained, this should be respected unless the clinician considers that failing to disclose information would result in significant harm to the child.


· A child aged 16-17 cannot refuse treatment if it has been agreed by a person with parental responsibility or the Court and it is in their best interests. Therefore, they do not have the same status as adults.  However, unlike adults the refusal of a competent person aged 16-17years may in certain circumstances be overridden by either a person with parental responsibility or a Court.  However, great caution should be taken on overriding the refusal of a competent young person.


· The Mental Capacity Act applies to people aged 16 and over in England, Wales and Northern Ireland. 


7.17
Children under the age of 16



Children in this age group are not deemed to be automatically legally competent to give consent.


· The courts have determined that such children can be legally competent if they have 'sufficient understanding and maturity to enable them to understand fully what is proposed'.


· This concept - now known as 'Gillick competency' - initially arose in the case of Gillick v West Norfolk and Wisbech Health Authority in 1986.  The term 'Fraser competency' is also used in this respect (Lord Fraser was the judge who ruled on the case).


· Some authorities refer to Fraser competency when talking about contraception and Gillick competency when talking about wider areas of consent. In many cases the two terms are used interchangeably.


· Much will depend on the relationship of the clinician with the child and the family and also on what intervention is being proposed.


· A young person who has the capacity to consent to straightforward, relatively risk-free treatment may not necessarily have the capacity to consent to complex treatment involving high risks or serious consequences.


· Competency is something that can be developed over time by presenting the child with information appropriate to their age and level of education and this process may be a rewarding one in the management of children with long-term conditions that involve several therapeutic procedures or investigations.


· The emphasis in the Department of Health's guidance is that the families of children in this age group should be involved in decisions about their care, unless there is a very good reason for not doing so.


· If, however, a competent child under the age of 16 is insistent that their family should not be involved, their right to confidentiality must be respected, unless such an approach would put them at serious risk of harm.


7.18
Devolving parental responsibility



Parents are not with their children 24 hours a day and there are times when parents might devolve the responsibility to consent to treatment to others - e.g. grandparents or child minders - for certain interventions such as emergency care and treatment of minor illnesses.


· Such consent does not need to be in writing and the healthcare professional does not need to consult the parents, unless there is cause to believe parents' views would differ significantly.


· Where there is no specific agreement between parents and a third party in any given situation, the third party can give consent, providing it can be justified as being in the best interests of the child. An example of this would be a teacher accompanying a child to the Accident and Emergency Department for urgent treatment required after an accident at school.


7.19
Special situations



No one is able to give valid consent



· Examples would be a child requiring emergency treatment after a road accident, an unaccompanied asylum seeker, or a child of parents who were not deemed competent to give consent (e.g. drug-dependent or drunk).  In such cases, treatment can be given, providing it is in the child's welfare and the child would come to significant harm if treatment were withheld.



The clinician disagrees with the parents


· In such cases an application should be made to the court to decide, particularly if life-saving treatment is required.


· An emergency decision can often be obtained. If this is not possible, the treatment should be given if it is life-preserving.


· The situation may be reversed in that parents may wish a child to have a treatment which the clinician may feel is inappropriate. Again, an application for a court decision should be made. In such cases, the court will sometimes attempt to find a clinician who is prepared to give the treatment.


Children do not agree with those with parental responsibility


· If the child is competent and wishes to receive treatment, those with parental responsibility cannot override them.


· If a competent child is refusing treatment, those with parental responsibility can consent if the treatment is deemed to be in the child's interests.


· Occasions may arise where children disagree with those with parental responsibility and either course of action may be deemed reasonable. Such matters often come to court. Courts have the authority to override the decisions of both the child and those with parental responsibility.


8 Deprivation of Liberty


8.1
Deprivation of Liberty Safeguards (or DOLS) have been introduced to protect individuals from the unlawful deprivation of their liberty. The new procedures were introduced within the amendments made to the Mental Health Act (2007). 


8.2 They have been introduced to fill what had been described as ‘the Bournewood gap’. This referred to an apparent ‘gap’ in the law relating to deprivation of liberty that was identified in a case involving Bournewood Hospital, known officially as HL v UK (2004).


8.3 Deprivation of liberty without lawful justification is prohibited under Article 5 of the European Convention on Human Rights. There is a distinction between restraining or restricting an individual’s movements and depriving that individual of their liberty. 


8.4 Restraining or restricting an individual’s liberty can be lawful under the Mental Capacity Act 2005. However, depriving an individual of their liberty was not lawful under the Mental Capacity Act 2005. It is this ‘gap’ that the new procedures are aiming to fill. 


8.5 Restraint is defined in Section 6 of the Mental Capacity Act 2005 as: 


· the use or threat of force to secure the doing of an act that the individual resists; or 


· the restriction of the individual’s liberty whether that individual resists or not



8.6 Restraint or restrictions on an incapacitate individual’s liberty can be justified under the Mental Capacity Act 2005 provided:


· reasonable steps are taken to establish that the individual lacks capacity in relation to the matter in question; and


· it is reasonably believed that the individual does lack capacity in relation to the matter in question; and


· it is in the best interests of that individual for the act to be done; and


· it is reasonably believed that it is necessary to do the act to prevent harm to that individual; and


· the act in question is a proportionate response to the likelihood of the individual suffering harm; and 


· the act in question is a proportionate response to the seriousness of that harm



8.7
However, the distinctions between restraining or restricting an individual on the one hand, and depriving them of their liberty on the other are not always easy to identify.    For example, it is possible to ‘deprive someone of their liberty’ not just by physical confinement, but also by virtue of the level of control exercised over an individual’s movements.  It is important to note however, that DoLS are highly ever likely to be a result of conveying (DoLS Code of Practice 2.14-2.15).


8.8
The concepts of restraint, restriction and deprivation of liberty are best understood as existing on the same ‘continuum of restraint or restriction, with deprivation of liberty involving a higher degree or intensity of restrictions over that individual.  Ultimately, the concept is one to be interpreted in view of the specific circumstances of that individual.



 



9 Suicide and deliberate self harm


9.1
Deliberate self-harm is defined as an act with a non-fatal outcome in which an individual deliberately did one or more of the following:


· A behaviour (e.g., self cutting) intended to cause self-harm.


· Ingesting a substance in excess of the prescribed or generally recognised therapeutic dose.


· Ingesting a recreational or illicit drug that was an act that the person regarded as self-harm.


· Ingesting a non-ingestible substance or object.


9.2 Deliberate self-harm is not an attempt at suicide in the vast majority of cases. It is usually an attempt to maintain control in very stressful situations or emotional pressures, e.g., bullying, abuse, academic pressure or work pressure. Self-harm is usually done in private and hidden from anyone else.


9.3 Although the scale of self harm is difficult to accurately determine:



· Self-harm is common, especially among younger people. A survey of young people aged 15-16 years estimated that more than 10% of girls and more than 3% of boys had self-harmed in the previous year.


· Self-harm increases the likelihood that the person will eventually die by suicide by between 50 and 100 fold above the rest of the population in a 12-month period.


· A wide range of psychiatric problems, such as borderline personality disorder, depression, bipolar disorder, schizophrenia, drug misuse and alcohol are associated with self-harm.


· Other risk factors include victims of domestic violence, socio-economic disadvantage, and those with eating disorders. There is an increased risk in South Asian women.


9.4
Although often seen as impulsive, suicide is usually associated with years of suicidal behaviour including suicidal ideation or acts of deliberate self harm.



9.5 The mortality rate in England in 2008-10 was 12.2 deaths per 100,000 population for males and 3.7 deaths for females. This was lower than other countries in Europe and reflects a sustained fall in suicide rates in England in recent years. The previous upward surge in suicide rates in young men under the age of 35 has been reversed and there has also been a fall in inpatient suicides and self-inflicted injuries in prisons.  


9.6
It is estimated that up to 50% of people who take their own life have previously attempted to harm themselves. Therefore, it follows that patients who attempt suicide and survive are at high risk of taking their own life later and it may be possible to intervene to prevent this.



9.7 Suicide and Self Harm Risk Assessment



In order to support the clinician in determining the risk of suicide or self harm, JRCALC provide the following risk assessment tool:


			Is the patient Female?  


			If Y = 0





			Is the patient Male?  


			If Y = 1





			Is the patient aged <19 years old?


			If Y = 1





			Is the patient aged >45 years old?  


			If Y = 1





			Does the patient exhibit signs of depression/Hopelessness?


			If Y = 1





			Have there been any previous attempts at self harm?


			If Y = 1





			Is there any evidence of excess alcohol/illicit drug use?  


			If Y = 1





			Is there evidence that the patient’s rational thinking is absent?


			If Y = 1





			Is the patient separated/divorced/widowed?


			If Y = 1





			Has there been an organised or serious attempt at self harm?  


			If Y = 1





			Does the patient have no close/reliable family, job or active religious affiliation?  


			If N = 1





			Does the patient appear determined to repeat or ambivalent?


			Y = 1





			If <3 = 'Low risk'



If 3-6 = 'Medium risk'



If >6 = 'High risk'
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Best interests



What is best interests? 



The law provides a checklist of key factors which you must consider when working out what is in the best interests of a patient who lacks capacity (The MCA Code of Practice can provide more information in relation to this).



Avoid discrimination



It is important not to make assumptions about someone’s best interests merely on the basis of the patient’s age or appearance, condition or any aspect of their behaviour.



Identify all relevant circumstances



The decision maker must identify all the things the patient would take into account if they were making the decision or acting for themselves.



Assess whether the person might regain capacity



The decision maker must consider whether the patient is likely to regain capacity (e.g. after receiving medical treatment).  If so, can the decision wait or act wait until then?



In emergency situations such as when urgent medical treatment is required, it may not be possible to wait to see if the person may regain capacity.



Encourage participation



The decision maker must involve the person as fully as possible in the decision that is being made on their behalf.



If the decision concerns life sustaining treatment



The decision maker must not be motivated by a desire to bring about the patient’s death.  They should not make assumptions based upon the patient’s quality of life.



The decision maker must, where possible, consider:



The patient’s past and present wishes and feelings (in particular if they have been written down).



Any beliefs and values (e.g. religious, cultural or moral) that would be likely to influence the decision in question and any other relevant factors.



As far as possible the decision maker must consult other people if it is appropriate to do so and take into account their views as to what would be in the best interests of the patient lacking capacity, especially:



· Anyone previously named by the patient lacking capacity as someone to be consulted.



· Carers, close relatives or close friends or anyone else interested in the patient’s welfare.



· Any attorney appointed under a Lasting Power of Attorney.



· Any deputy appointed by the Court of Protection to make decisions for the patient.



If you are making the decision you must take the above steps, amongst others and weigh up the above factors in order to determine what is in the patient’s best interests.
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The Two Stage Test of Capacity



To help determine if a person lacks capacity to make particular decisions, the MCA sets out a two stage test of capacity.



Stage 1: Diagnostic



Does the person have an impairment of, or a disturbance in the functioning of their mind or brain?



Stage 1 requires proof that the person has an impairment of the mind or brain, or some sort of disturbance that affects the way their mind or brain works.  If a person does not have such an impairment or disturbance of the mind or brain, they will not lack capacity under the MCA.



Examples of an impairment or disturbance in the functioning of the mind or brain may include the following:



· Conditions associated with some forms of mental illness



· Dementia



· Significant Learning Difficulties



· The long term effects of brain damage



· Physical or medical conditions that cause confusion, drowsiness or loss of consciousness.



· Delirium



· Concussion following head injury



· The symptoms of alcohol or drug use.



Stage 2: Functional



Does the impairment or disturbance mean that the person is unable to make a specific decision when they need to?



For a person to lack capacity to make a decision, the MCA says that their impairment or disturbance must affect their ability to make the specific decision when they need to.  But first people must be given all practical and appropriate support to help them make the decision for themselves.



Stage 2 can only apply if all practical and appropriate support to help a person make the decision has failed.  In order to decide whether an individual has the mental capacity to make a particular decision, you must first decide whether there is an impairment of, or disturbance in, the functioning of the persons mind or brain (it does not matter if this is permanent or temporary).


If so, the second question you must answer is, does the impairment or disturbance make the person unable to make the particular decision?



The person will be unable to make the particular decision if after all appropriate help and support to make the decision has been given to them, they cannot:



· Understand the information relevant to that decision, including understanding the likely consequences of making, or not making the decision.



· Retain that information.



· Use or weigh that information as part of the process of making the decision.



· Communicate their decision (whether by talking, using sign language or any other means).



Every effort should be made to find ways of communicating with someone before deciding that they lack capacity to make a decision based solely on their inability to communicate.  Very few people will lack capacity on this ground alone.  Those who do might include people who are unconscious or in a coma.  In many cases such simple actions as blinking or squeezing a hand may be enough to communicate a decision.



An assessment must be made on the balance of probabilities; is it more likely that not that the person lacks capacity?



Stage 1 – Diagnostic Test


Cognitive assessment



· Is the patient orientated? Can they state what day it is, what their address is and where they are currently (if different)?



· Is the patient able to identify or locate familiar objects?  This might include, location of medicines at home, location and positioning of vehicles at an RTC or identification of a jacket or house keys.



· Is the patient able to follow simple requests (e.g. stand up, raise arms to enable blood pressure to be taken)? 



When undertaking the cognitive assessment, it is acceptable to use other, similar examples to ascertain the patient’s status.  Examples may include:



· A patient at an RTC can provide a detailed account of events, including identification and position of vehicles, timings of events, their own details such as home address, date of birth etc.



· A patient suffering chest pain that can provide a detailed account of events such as, chest pain for 20 minutes, set off while walking back from the shops and have taken their GTN spray twice.  Providing a good medical history and identifying the location of their medications could also be used.



Confirmation of whether the assessment indicates impairment or disturbance in the functioning of the mind must also be recorded.



If there is no evidence of impairment or disturbance then you must complete Stage 2.  This will ensure that the patient is fully informed and understands the decision/s made.



Stage 2 – Functional assessment



Stage two questions are:



· Does the person have a general understanding of what decisions they need to make and why they need to make them?



· Do they understand the consequences of making, or not making, the decision or of deciding one way or another?



· Are they able to understand and weigh up the relative importance of the information relevant to the decision?



· Can they use and retain the information as part of the decision making process?



· Can they communicate the decision?



If all answers to the questions are yes, staff should consider that the patient has capacity and is able to make competent decisions relating to their care. It must be remembered however, that this is only a guide, if there are still concerns that a patient is not rational you may consider them to lack capacity though this is not the same as lacking capacity.


If the answer to any question is no, staff should consider that the patient may lack capacity and should explain the proposed examination, treatment or transport options further.
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Red Flag Criteria


			RED FLAG CRITERIA



Police Officer / Paramedic triggers for conditions requiring



Treatment or Assessment in an Emergency Department








			Dangerous Mechanisms:



Blows to the body



Falls > 4 Feet



Injury from edged weapon or projectile



Throttling / strangulation



Hit by vehicle



Occupant of vehicle in a collision



Ejected from a moving vehicle



Evidence of drug ingestion or overdose





			Serious Physical Injuries:



Noisy Breathing 



Not rousable to verbal command



Head Injuries:



· Loss of consciousness at any time



· Facial swelling



· Bleeding from nose or ears



· Deep cuts



· Suspected broken bones









			Attempting self-harm:



Head banging



Use of edged weapon (to self-harm)



Ligatures



History of overdose or poisoning



Psychiatric Crisis



Delusions / Hallucinations / Mania


			Possible Excited Delirium:



Two or more from:



· Serious physical resistance / abnormal strength



· High body temperature



· Removal of clothing



· Profuse sweating or hot skin



· Behavioural confusion / coherence



· Bizarre behaviour









			BASICS Doctors:



ONLY AT THE REQUEST OF PARAMEDICS / TECHNICIANS – ACCESSED VIA Clinical Hub


Where immediate management of RED FLAG conditions necessitates the intervention or skills of a Doctor or where without medical oversight the journey would involve too much risk, either to the patient, the paramedics or the police officers.



This should include situations where rapid sedation is considered necessary, in accordance with NICE GUIDELINES 2005.






			Conveyance to the nearest ED:



Should NOT be undertaken in a police vehicle UNDER ANY CIRCUMSTANCES where a RED FLAG trigger is involved.



This includes remaining in ED until the person is medically fit for discharge to PoS, to Police Station or from s136 detention.



It is the responsibility of the Police to outline to ED the LEGAL ASPECTS of detention; it is the responsibility of the Ambulance Service to outline the MEDICAL ASPECTS. 
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Regional Approved Places of Safety


The Mental Health Act 1983 allows for individuals who are mentally disordered in a public place and potentially a danger to themselves or others to be detained by police officers under section 136 of the Act and taken to a place of safety. A place of safety is defined as ‘hospital, police station, mental nursing home or residential home or any other suitable place’.


It has long been accepted that police custody is not a suitable place of safety – see Chapter 10 MHA Code of Practice It has the effect of criminalising people who are in need of medical attention, can exacerbate their mental state, and in the most tragic cases can lead to deaths in custody.


The approved places of safety across the Trust are as follows:



Dorset:



· St Ann’s Hospital Poole 



· Dorset Police custody suites in Bournemouth & Weymouth (only to be used in exceptional circumstances when detainee is intoxicated or violent) 



Avon and Somerset:



· Hazel ward, Callington Road Hospital, Bristol



· Rowan war, summerlands Hospital, Yeovil



· Rydon Ward, Taunton



· Trinity Road Police Station, Bristol



· Broadbury Road Police Station, Bristol



· Southmead Road Police Station, Bristol



· Staple Hill Police Station, South Gloucs



· Bath Police Station



· Weston-super-Mare Police Station



· Yeovil Police Station



· Taunton Police Station



· Bridgwater Police Station



Wiltshire & Swindon:



· Green Lane Hospital in Devizes



· Fountain Way Hospital in Salisbury



· Sandalwood Court Hospital in Swindon


If the above are unable/unwilling to accept a patient due to the behaviour of the patient e.g. violent, threatening violence or too intoxicated then police custody will be used.  This also applies if all the suites are full or out of action. 



At present, Fountain Way is the only hospital able to accept 16 & 17 yr olds and this is only for Wiltshire residents not Swindon.  Under 16s (wilts & Swindon) or U18s in Swindon still go to custody although progress is being made and it is hoped that this will be rectified by September.



Devon and Cornwall:



· Cedars for Exeter



· Glenborne for Plymouth



· Longreach for Camborne



· Haytor for Torbay



· David Barlow unit at Barnstaple.



All are attached to the hospitals main Mental Health units.



Gloucestershire:



· Maxwell Suite, adjoining Wotton Lawn Hospital, Horton Rd, Gloucester.



· Gloucestershire  Police Stations
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Conveyance from Public Place
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Conveyance from Private Address
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Trust Policy Foreword 





South Western Ambulance Service NHS Foundation Trust (SWASFT) has a number of specific corporate responsibilities and obligations relating to patient safety and staff wellbeing. All Trust policies need to appropriately include these.





Health and Safety - SWASFT will, so far as is reasonably practicable, act in accordance with the Health and Safety at Work etc. Act 1974, the Management of Health and Safety at Work Regulations 1999 and associated legislation and approved codes of practice.  It will provide and maintain, so far as is reasonable, a working environment for employees which is safe, without risks to health, with adequate facilities and arrangements for health at work.  SWASFT employees are expected to observe Trust policy and support the maintenance of a safe and healthy workplace. 





Risk Management - SWASFT will maintain good risk management arrangements by all managers and staff by encouraging the active identification of risks, and eliminating those risks or reducing them to the lowest level that is reasonably practicable through appropriate control mechanisms.  This is to ensure harm, damage and potential losses are avoided or minimized, and the continuing provision of high quality services to patients, stakeholders, employees and the public.  SWASFT employees are expected to support the identification of risk by reporting adverse incidents or near misses through the Trust web-based incident reporting system.





Equality Act 2010 and the Public Sector Equality Duty - SWASFT will act in accordance with the Equality Act 2010, which bans unfair treatment and helps achieve equal opportunities in the workplace. The Equality Duty has three aims, requiring public bodies to have due regard to: eliminating unlawful discrimination, harassment, victimization and any other conduct prohibited by the Act; advancing equality of opportunity between people who share a protected characteristic and people who do not share it; and fostering good relations between people who share a protected characteristic and people who do not share it.  SWASFT employees are expected to observe Trust policy and the maintenance of a fair and equitable workplace.





NHS Constitution - SWASFT will adhere to the principles within the NHS Constitution including: the rights to which patients, public and staff are entitled; the pledges which the NHS is committed to uphold; and the duties which public, patients and staff owe to one another to ensure the NHS operates fairly and effectively.  SWASFT employees are expected to understand and uphold the duties set out in the Constitution.





Code of Conduct and Conflict of Interest Policy - The Trust Code of Conduct for Staff and its Conflict of Interest and Anti-Bribery policies set out the expectations of the Trust in respect of staff behaviour.  SWASFT employees are expected to observe the principles of the Code of Conduct and these policies by declaring any gifts received or potential conflicts of interest in a timely manner, and upholding the Trust zero-tolerance to bribery. 





Information Governance - SWASFT recognises that its records and information must managed, handled and protected in accordance with the requirements of the Data Protection Act 1998 and other legislation, not only to serve its business needs, but also to support the provision of highest quality patient care and ensure individual’s rights in respect of their personal data are observed.  SWASFT employees are expected to respect their contact with personal or sensitive information and protect it in line with Trust policy.
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1. Introduction





1.1 This protocol has been developed following consultation with the South West region Police Forces and the South Western Ambulance Service NHSFT and forms a joint working agreement which all organisations support and will seek to implement.





1.2	The protocol takes into account the Mental Health Act (MHA), Mental Capacity Act 2005 (MCA), Code of Practice 2007, the National Policing Improvement Agency (NPIA) Briefing Note on Applying the Mental Capacity Act 2010 and the Mental Health Crisis Care Concordat: Improving outcomes for people experiencing mental health crisis 2014.


1.2 The protocol provides a framework to support inter-agency working and appropriate use of resources to deliver safe and effective patient care for those who suffer from a health crisis in relation to their mental health and for those who may lack capacity.


1.3 It is recognised that individual organisations will have their own policies, procedures and training relating to the MHA and MCA, in relation to specific roles and responsibilities and organisational processes.  This protocol seeks to enhance that which organisations already have in place and to clarify how all can work together to improve the care provided to those in crisis.





[bookmark: _GoBack]1.4	The Association of Chief Police Officers (ACPO) has approved the adoption of a single National Decision Model (NDM) for the Police Service. The ACPO Ethics Portfolio and the National Risk Coordination Group have developed this values-based tool to provide a simple, logical and evidence-based approach to making policing decisions.  Where required this model should be used to support the decision making process.





2. Aim 





2.1 The aim of this protocol is to ensure that services provided to patients in mental health crisis are managed in accordance with the Mental Health Crisis Care Concordat: Improving outcomes for people experiencing mental health crisis 2014.  This protocol also seeks to ensure that patients who lack capacity and are refusing advice or care receive care that is in their best interests using the least restrictive means necessary.  


2.2 This protocol seeks to support organisations in implementing and embedding the principles contained within the Crisis Care Concordat and with delivering a parity of esteem for those in crisis.


2.3 The protocol will ensure that all organisations and staff comply fully with the legislative requirements of the MCA and follow the Code of Practice at all times.





3 Protocol statement





3.1 Staff working for or on behalf of the agencies who have agreed to sign and adopt this protocol will:





· Apply the principles of the Crisis Care Concordat and ensure that any patient with a mental health need is provided with a parity of care to those whose need is medical.


· Have a formal duty of regard to the Act and the Code of Practice and will need to take active responsibility for equipping themselves to practice within the law.  Staff should be able to explain how they have regard to the MCA and the Code of Practice when acting or making decisions on behalf of people who lack capacity to make decisions for themselves.





· In every situation, assume that a person can make their own decisions unless or until such time that it is proved that they are unable to do so.  There will always be a presumption of capacity.





· Always act in the best interests of any person who lacks capacity and follow the relevant organisational policy or procedure.





4 Crisis Care Concordat   





4.1	The Mental Health Crisis Care Concordat: Improving outcomes for people experiencing mental health crisis 2014 aims to improve the parity of care provision between those whose need follows mental health emergency and those whose need follows a medical health emergency.





4.2 The agreement seeks to drive up standards of care for people experiencing crisis such as suicidal thoughts or significant anxiety, to cut the numbers of people detained inappropriately in police cells and to drive out the variation in standards across the country.





4.3	The Concordat, in particular challenges local areas to make sure:





· That health-based places of safety and beds are available 24/7 in case someone experiences a mental health crisis.





· That Police custody is not used because mental health services are not available and that as far as is possible police vehicles are not be used to transfer patients. 





· That the number of occasions police cells are used as a place of safety for people in mental health crisis are reduced.





· That timescales are put in place so police responding to mental health crisis know how long they have to wait for a response from health and social care workers. This will make sure patients get suitable care as soon as possible.





· That people in crisis should expect that services will share essential ‘need to know’ information about them so they can receive the best care possible. This may include any history of physical violence, self-harm or drink or drug history.





· Figures suggest some black and minority ethnic groups are detained more frequently under the Mental Health Act. Where this is the case, it must be addressed by local services working with local communities so that the standards set out in the Concordat are met.





· A 24-hour helpline should be available for people with mental health problems and the crisis resolution team should be accessible 24 hours a day, 7 days a week.





4.4 Clearly there are major challenges for all those engaged in developing services to meet the needs of those in crisis, not least of which will be the provision of adequate services to accept appropriate referral and reduce the inappropriate use of police cells for patients who have committed no crime.





4.5 Increasingly the ambulance service, will be called upon to ensure that all patients who require transport following a mental health crisis are managed with a parity of esteem, that is to say as equal partners with those patients whose need for transport follows a medical crisis.  





5 Section 135 &136 Mental Health Act





5.1	There are occasions when the Police may act if they believe that someone is suffering from a mental illness and is in need of immediate treatment or care.  Section 136 of the Mental Health Act provides Police Officers with the authority to take a person from a public place to a “Place of Safety”, either for their own protection or for the protection of others, so that their immediate needs can be properly assessed.  A  Place of Safety could be a hospital, police station or some other designated place.  However, the Crisis Care Concordat makes it clear that the use of police cells as a Place of Safety should be used only in exceptional circumstances. 


5.1 When considering the provision of transport for patients under Section 136, the process detailed in Section 10 should be followed, with a clear appreciation that the patient should be transported by an appropriate health resource unless exceptional circumstances or risk of violence prevents this.





6 Use of restraint by ambulance staff





6.1 Ambulance staff are legally authorised and obliged under the MCA to act in the best interests of (and provide treatment for) patients who are lacking capacity, even where the patient refuses treatment or are abusive, threatening or violent.





6.2 The MCA also supports the use of reasonable force to ensure that patients lacking capacity receive care that is in their best interests or are protected from further harm.





6.3 However, ambulance staff are neither trained nor expected to restrain patients who are acting in a threatening or violent manner.





6.4 Ambulance staff are trained to provide minimal restraint in cases where patients lack capacity and there is no perceived risk of harm to them or the patient.





6.5 Ambulance staff should complete a Dynamic Risk Assessment (DORA) in all cases prior to the use of any form of minimal restrain; recording decisions and actions on the Patient Clinical Record (PCR).





6.6 Ambulance staff will be protected from liability when they use minimal restraint if they observe the following two conditions:





· You must reasonably believe that restraint is necessary to prevent harm to the person who lacks capacity; and





· The amount and type of restraint used and the amount of time it lasts must be a proportionate response to the likelihood and seriousness of harm to the patient.





7 Use of restraint by police officers 





7.1 Police officers are legally authorised and obliged under the MCA to act in the best interests of persons to save life or prevent further harm to them.





7.2 The MCA also supports the use of reasonable force to ensure that patients lacking capacity receive care that is in their best interests or are protected from further harm.





7.3 Police officers will be protected from liability when they use restraint if they observe the following two conditions:





· You must reasonably believe that restraint is necessary to prevent harm to the person who lacks capacity; and





· The amount and type of restraint used and the amount of time it lasts must be a proportionate response to the likelihood and seriousness of harm to the patient.





8 Protocol for ambulance staff requesting police assistance





8.1 Ambulance staff may request police assistance for patients who lack capacity under the following circumstances:





· Patients in need of emergency treatment who require restraint due to their threatening or violent behaviour (identified through DORA).





· Patients refusing emergency treatment and/or transport in their best interests where DORA has identified minimal restraint as being neither effective nor safe to be undertaken by ambulance staff.





· Patients who are at risk of causing further harm to themselves or others.





· Where there are other significant risk factors identified at the scene of the incident that prevent the patient from receiving treatment or transport to the hospital that is in their best interests.





8.2 Ambulance staff will request police attendance through the SWASFT Clinical Hub (Control Centre), informing clinical hub staff that police attendance is required for an emergency MCA incident, full details of the incident and the requirements of the police must be conveyed, additionally any significant risk information must be passed at this time.





8.3 Clinical Hub staff will contact police and state police attendance is required for an emergency MCA incident, full details of the incident and the requirements of the police must be conveyed, additionally any significant risk information must be passed at this time.





8.4 The police will respond to the incident as an emergency and grade the incident as a 1 or 2.  Calls to the police will be assessed, graded and responded to as per force policy.





8.5 Following arrival of the police at scene, the ambulance staff will provide the police officers with the following:





· A brief history of the incident.





· Information relating to the clinical condition of the patient and the treatment or care required.





· A summary of the mental capacity assessment, highlighting the reasons why the patient is believed to lack capacity.





· A summary of what support is required by the police officer.





8.6 The ambulance staff and police officer will then work together, undertaking a joint dynamic risk assessment and agreeing a plan on how best to manage the patient in the safest, timeliest and least restrictive means possible.  This will not be a formal written process but a supportive and collaborative discussion to ensure that both ambulance and police staff are engaged in the decision making process and agree the most appropriate course of action.  The thought process and rationale should be recorded with due regard to the relevant ambulance and police documentary processes.





8.7 A patient’s mental capacity can change over relatively short periods of time.  Therefore it may be necessary for ambulance staff to re-assess the patient’s capacity at any time if there is a change in their behaviour or appearance.  Assessments of capacity should be time and decision specific.





8.8 Ambulance staff will have responsibility for all decisions relating to the clinical treatment of the patient, including the most appropriate destination hospital.





8.9 Ambulance staff will agree with police the appropriate level and type of restraint to be used; taking into account the patients condition and any injuries, assessment or treatment required.





9 Protocol for police staff requesting ambulance assistance 





9.1 Police officers are often the first agency at the scene of an incident and may have to deal with patients who require immediate clinical assessment or treatment.  





9.2 Police officers should request an emergency ambulance where they believe the patient lacks capacity (or they have concerns over a patient’s capacity) and are in need of emergency care within a private or public location. (Appendix 5, 6).  This is of particular importance if any “Red Flag” is triggered (Appendix 3). Police officers will request attendance of an emergency ambulance through Police Control as per normal procedures.





9.3 Police Control will contact the appropriate SWASFT Clinical Hub and request assistance under the mental capacity act. The ambulance response will be determined based on the clinical need of the patient following initial telephone triage.  Any life threatening emergencies (such as dangerous haemorrhage, chest pain, collapse or issues arising from restraint), will be provided with an eight minute response.  All calls outside of life threatening emergencies made following application of section 135 and section 136 will be categorised as a Green 2 call.  This will automatically dictate a thirty minute response.





9.4 Where a delay in ambulance response is advised, SWASFT Clinical Hub may advise the police to consider transferring the patient to hospital in an appropriate vehicle where the anticipated delay may impact on the patient and a joint risk assessment indicates that this is the most appropriate course of action and a suitable vehicle has been identified.  Calls triaged as Green 2 may be diverted to a higher category of call if they are the nearest appropriate vehicle.  Green 2 calls will only be diverted to Red 1 and Red 2 calls which are confirmed cardiac arrest or potentially life threatening calls.





9.5 Following arrival of the ambulance at scene, the police officer will provide the ambulance clinician with the following:





· A brief history of the incident.





· Information relating to their clinical concerns for the patient.





· A summary of the mental capacity assessment, highlighting the reasons why the patient is believed to lack capacity.





· A briefing on the risks and issues relating to the patient.





9.6 The police officer and ambulance clinician will then work together, reviewing the capacity assessment, completing a joint risk assessment and agreeing a plan on how to manage the patient in the safest, timeliest and least restrictive means possible.





9.7 A patient’s mental capacity can change over relatively short periods of time.  Therefore it may be necessary for ambulance staff to re-assess the patient’s capacity at any time if there is a change in their behaviour or appearance.  Assessments of capacity should be time and decision specific.





9.8 Ambulance staff will have responsibility for all decisions relating to the clinical treatment of the patient, including the most appropriate destination hospital.





9.9 Ambulance staff will agree with police the appropriate level and type of restraint to be used; taking into account the patient’s condition and any injuries, assessment or treatment required.





10 Transfer and continuing care of the patient  





10.1 The Mental Health Crisis Care Concordat: Improving outcomes for people experiencing mental health crisis 2014 makes it very clear that the responsibility for providing the patient with transport for definitive care is the responsible of the ambulance service.  However, when high risk is identified, then measures may need to be taken to ensure the safety of the patient, ambulance staff and police officers.  The provisions of the Mental Health Crisis Care Concordat: Improving outcomes for people experiencing mental health crisis 2014 always needs to be a consideration in these circumstances, patients with mental health needs must be provided with health services that provide parity with patients whose need is purely medical in nature.  The other options to be considered are:





· Police officer to travel in the ambulance with patient and ambulance staff.





· Police vehicle to follow the ambulance and in a position to assist if necessary.





· Patient to be transported in a police vehicle only in exceptional circumstances with ambulance staff observing in a safe position within the police vehicle or an ambulance travelling behind the police vehicle and in a position to assist if necessary.





10.2 Ambulance staff are responsible for pre-alerting the destination hospital and for providing them with the information relating to the patient’s condition, the presence of the police and the relevant risk assessment information.





10.3 Ambulance staff are responsible for informing the destination hospital that the patient is being conveyed under the MCA and not the MHA.  There is often the perception that as police are present that they have detained the patient under section 136 of the MHA).


10.4 Ambulance staff are responsible for completing a PCR with the normal clinical information including, full details of the capacity assessment, risk factors, actions agreed with police, police collar details, transport method and a description of any restraint applied by either ambulance staff or police officers.  When police officers are involved and initially attend the hospital, they should agree the PCR details relating to their involvement before it is submitted to the hospital.


10.5 Ambulance staff are responsible for providing a full clinical handover at hospital and for providing a copy of the completed PCR to the hospital in accordance with normal SWASFT procedures.





11 Mental Capacity 





11.1	Mental Capacity Act is designed to protect those who are unable to make decisions for themselves through mental impairment, brain injury, illness or other incapacitant such as drugs or alcohol.  Impairment may be permanent or temporary.





11.2	A persons ability to make decisions related to their daily activity or care will be based on the question at hand.  They may therefore be considered lacking the capacity to make one decision, but have capacity to make another.  Therefore any assessment must be undertaken with respect to the fundamental question at hand and not as a generalised assessment of competency.





12 Key principles





12.1 The MCA has five key principles which emphasise the fundamental concepts and core values of the MCA.  These must be considered and applied when you are working with, or providing care or treatment for people who lack capacity.





12.2 The five key principles are:





· Every adult has the right to make decisions and must be assumed to have capacity to do so unless it is proved otherwise.  This means that you cannot assume that someone cannot make a decision for themselves just because they have a particular medical condition or disability.





· People must be supported as much as possible to make a decision before anyone concludes that they cannot make their own decision.  This means that you should make every effort to encourage and support the person to make the decision for themselves.  If a lack of capacity is established, it is still important that you involve the person as far as possible in making decisions.





· People have the right to make what others might regard an unwise or eccentric decision.  Everyone has their own core values, beliefs and preferences which may not be the same as those of other people.  You cannot treat them as lacking capacity for that reason.





· Anything done for or on behalf of a person who lacks mental capacity must be done in their best interests.





· Anything done for, or on behalf of, people without capacity should be the least restrictive of their basic rights and freedoms.  This means that when you do anything to or for a person who lacks capacity you must choose the option that is in their best interests and you must consider whether you could do this in a way that interferes less with their rights and freedom of action.





12.3 The Act only applies to people over 16yrs of age, who lack mental capacity or who are reasonably believed to lack mental capacity.  It applies to public and private locations.





12.4 Any power to restrain a person as a result of the MCA 2005 does not interfere with any other existing powers of arrest for criminal offences or powers under the MHA.





13 Helping people make decisions for themselves 





13.1 When a person in your care needs to make a decision you must start from the assumption that the person has capacity to make the decision in question (principle 1).  You should make every effort to encourage and support the person to make the decision themselves (principle 2) and you will have to consider a number of factors to assist in the decision making.  These could include:





· Does the person have all the relevant information needed to make the decision?  If there is a choice, has the information been given on the alternatives?





· Could the information be explained or presented in a way that is easier for the person to understand?  Help should be given to communicate information wherever necessary.  For example, a person with a learning disability might find it easier to communicate using pictures, photographs, videos tapes or sign language.


· Are there particular times of the day when a persons understanding is better or is there a particular place where they feel more at ease and able to make a  decision?  For example, if a person becomes drowsy soon after they have taken their medication this would not be a good time for them to make a decision.





· Can anyone else help or support the person to understand information or make a choice? For example, a relative, friend or advocate.





13.2 You must remember that if a person makes a decision which you think is eccentric or unwise, this does not necessarily mean that the person lacks capacity to make a decision (principle 3).





13.3 When there is reason to believe that a person lacks capacity to make a decision you will be expected to consider the following:





· Has everything been done to help and support the person make the decision?





· Does the decision need to be made without delay?





· If not, is it possible to wait until the person does have the capacity to make the decision for him/herself?





14 Assessing mental capacity 





14.1 You should always start from the assumption that the person has the capacity to make the decision in question (principle 1).





14.2 There are two questions to consider if you are assessing a persons capacity:





· Is there an impairment of, or disturbance in, the functioning of the person’s mind or brain?





· Is the impairment or disturbance sufficient to cause the person to be unable to make that particular decision at the relevant time?





14.3 This two stage test must be used, and you must be able to show it has been used.  Remember that an unwise decision made by a person does not itself indicate a lack of capacity.  Most people will be able to make most decisions, even when they have a label or diagnosis that may seem to imply that they cannot.  This is a general principle that cannot be over-emphasised.





14.4 Ambulance staff are trained to assess and record mental capacity in line with the requirements of the MCA.





14.5 Police Officers are not routinely trained in the assessment of mental capacity.  Where Police are the first on scene it may be necessary to make an initial assessment, request assistance from SWASFT and or the local Mental Health provider and act accordingly before any other services arrive, where the seriousness or urgency of the situation dictates.





14.6 Police should recognise the expertise of the ambulance service or other appropriate clinicians (such as doctors) regarding mental capacity assessments and work in co-operation, providing support as necessary.





15 Best interest decisions





15.1 If a person has been assessed as lacking capacity then any action taken, or any decision made for or on behalf of that person, must be made in their best interests (principle 4).  The person who has made the decision is known as the “decision maker”.  This may be an ambulance service clinician, police officer, the carer responsible for the day to day care, or another professional such as a doctor, nurse or social worker.





15.2 The law gives a checklist of key factors which you must consider when working out what is in the best interests of a person who lacks capacity (Appendix 1).





15.3 In emergencies where there is limited or no information available, it will often be in a persons best interests for urgent treatment to be provided without delay.





16 Record Keeping  





16.1 When you act in someone’s best interests, who you have assessed as not having mental capacity, you must record your actions and file it in accordance with local policy.  In particular the following guide will help you ensure the right information is recorded.





· The information you used to decide the person lacked capacity including questions you asked and their replies.





· How you reached your decision and why you acted.





· What other options you considered.





· What you did, who was consulted and why.





· If you needed to act quickly without the time for consultation or questioning of the person an account as to why that was.





· Any other factors you took into account





· How you restrained the person, who was involved and for how long.





16.2 Ambulance staff must ensure they document their decision making processes, assessment and care on the PCR, including the rationale for the type of assessment undertaken.  Where necessary, staff should also complete an adverse incident report, using normal Trust processes.





16.3 It is vital that when an assessment is not possible (or limited to a visual assessment of vital signs) the fact is recorded on the PCR with sufficient detail about why the assessment could not be completed.  It is vital that all information relating to the patients clinical condition , their behaviour and identified risks are recorded on the PCR.  All decisions, including rationale for them should be recorded.





16.4 Ambulance staff personal identification numbers and police officer collar numbers should be recorded for all relevant documentation.





17 MCA Protection for professionals working in health and social care  





17.1 The MCA allows professionals working in health and social care to carry out certain actions in connection with the care and treatment of people who lack capacity to consent, provided that:


17.1.1 You have considered the principles of the MCA


17.1.2 You have carried out an assessment of capacity and reasonably believe that the person lacks capacity in relation to the mater in question.


17.1.3 You reasonably believe the action you have taken is in the best interests of the person.





17.2 Some decisions that you make could result in major life changes or have significant consequences for the person concerned and these will need particularly careful consideration.





17.3 All signatory organisations will support staff that follow this protocol in conjunction with approved organisational policies and the principles of the MCA.





17.4 Providing that you have complied with the MCA in assessing a persons capacity and have acted in the persons best interests you will be able to diagnose and treat patients who do not have the capacity to give their consent.  For example:


· Diagnostic examinations and tests.


· Assessments.


· Medical treatments.


· Admission to hospital for assessment or treatment (except for people who are liable to be detained under the Mental Health Act 1983 emergency procedures such as IV cannulation or administration of  medication)





17.5 The professional will have acted in the best interests of an incapable patient where the treatment given (or refrained from giving) was in accordance with a practice accepted as proper by a responsible body of medical opinion skilled in that form of treatment (Bolam/Bolitho).





17.6 It will be important to keep a full record of what has happened.  Any protection from liability will only be available if you can demonstrate that you have assessed capacity, reasonably believe it to be lacking and then acted in what you reasonably believe to be in the persons best interests.





17.7 It is the professional in charge of the patients care and treatment who must decide what is in the patients best interests.   The patients spouse or their family, friends and colleagues cannot give or withhold consent to treatment on the patient’s behalf unless acting within the framework of an accepted power of attorney.  However, what they have to say may be useful in deciding where best interests lie.





18 Further advice/escalation of concerns





18.1 A conflict of views between police and ambulance staff with regard how a patient should be restrained and or transported will be resolved by formal escalation pathway involving negotiation between relevant attending police officers supervisor or if unavailable the police duty inspector and the ambulance service duty Bronze Officer.





18.2 Ambulance staff should also seek further clinical advice via the Clinical Hub, Clinical Supervisor or the Senior Clinical Advisor on call, where they have concerns over assessing capacity or are unsure about what the best interests or treatment options are for the patient.





18.3 Police officers should seek further guidance from their Force Incident Manager, Supervision or Divisional MH SPOC.





19 Auditing, monitoring and review


								


19.1	All organisations included in this protocol will ensure that it is implemented in accordance with local procedures that will include provision for auditing the maintenance and the management of compliance with the terms of this document.






Appendix 1





Best interests





What is best interests? 


The law provides a checklist of key factors which you must consider when working out what is in the best interests of a person who lacks capacity (The MCA Code of Practice can provide more information in relation to this).





Avoid discrimination


It is important not to make assumptions about someone’s best interests merely on the basis of the persons age or appearance, condition or any aspect of their behaviour.





Identify all relevant circumstances


The decision maker must identify all the things the person would take into account if they were making the decision or acting for themselves.





Assess whether the person might regain capacity


The decision maker must consider whether the person is likely to regain capacity (e.g. after receiving medical treatment).  If so, can the decision wait or act wait until then?





In emergency situations such as when urgent medical treatment is required, it may nt be possible to wait to see if the person may regain capacity.





Encourage participation


The decision maker must involve the person as fully as possible in the decision that is being made on their behalf.





If the decision concerns life sustaining treatment


The decision maker must not be motivated by a desire to bring about the persons death.  They should not make assumptions based upon the persons quality of life.





The decision maker must, where possible, consider:


The persons past and present wishes and feelings (in particular if they have been written down).





Any beliefs and values (e.g. religious, cultural or moral) that would be likely to influence the decision in question and any other relevant factors.





As far as possible the decision maker must consult other people if it is appropriate to do so and take into account their views as to what would be in the best interests of the person lacking capacity, especially:





· Anyone previously named by the person lacking capacity as someone to be consulted.


· Carers, close relatives or close friends or anyone else interested I the persons welfare.


· Any attorney appointed under a Lasting Power of Attorney.


· Any deputy appointed by the Court of Protection to make decisions for the person.





If you are making the decision you must take the above steps, amongst others and weigh up the above factors in order to determine what is in the persons best interests.
























































































































































Appendix 2





The Two Stage Test of Capacity





To help determine if a person lacks capacity to make particular decisions, the MCA sets out a two stage test of capacity.





Stage 1: Diagnostic


Does the person have an impairment of, or a disturbance in the functioning of their mind or brain?





Stage 1 requires proof that the person has an impairment of the mind or brain, or some sort of disturbance that affects the way their mind or brain works.  If a person does not have such an impairment or disturbance of the mind or brain, they will not lack capacity under the MCA.





Examples of an impairment or disturbance in the functioning of the mind or brain may include the following:





· Conditions associated with some forms of mental illness


· Dementia


· Significant Learning Difficulties


· The long term effects of brain damage


· Physical or medical conditions that cause confusion, drowsiness or loss of consciousness.


· Delirium


· Concussion following head injury


· The symptoms of alcohol or drug use.





Stage 2: Functional


Does the impairment or disturbance mean that the person is unable to make a specific decision when they need to?





For a person to lack capacity to make a decision, the MCA says that their impairment or disturbance must affect their ability to make the specific decision when they need to.  But first people must be given all practical and appropriate support to help them make the decision for themselves.





Stage 2 can only apply if all practical and appropriate support to help a person make the decision has failed.  In order to decide whether an individual has the mental capacity to make a particular decision, you must first decide whether there is an impairment of, or disturbance in, the functioning of the persons mind or brain (it does not matter if this is permanent or temporary).





If so, the second question you must answer is, does the impairment or disturbance make the person unable to make the particular decision?





The person will be unable to make the particular decision if after all appropriate help and support to make the decision has been given to them, they cannot:





· Understand the information relevant to that decision, including understanding the likely consequences of making, or not making the decision.


· Retain that information.


· Use or weigh that information as part of the process of making the decision.


· Communicate their decision( whether by talking, using sign language or any other means).


Every effort should be made to find ways of communicating with someone before deciding that they lack capacity to make a decision based solely on their inability to communicate.  Very few people will lack capacity on this ground alone.  Those who do might include people who are unconscious or in a coma.  In many cases such simple actions as blinking or squeezing a hand may be enough to communicate a decision.





An assessment must be made on the balance of probabilities; is it more likely that not that the person lacks capacity?





Stage 1 – Diagnosis





Cognitive assessment





· Is the patient orientated? Can they state what day it is, what their address is and where they are currently (if different)?





· Is the patient able to identify or locate familiar objects?  This might include, location of medicines at home, location and positioning of vehicles at an RTC or identification of a jacket or house keys.





· Is the patient able to follow simple commands (e.g. stand up, raise an arms? To enable blood pressure to be taken)? 





When undertaking the cognitive assessment, it is acceptable to use other, similar examples to ascertain the patients status.  Examples may include:





· A patient at an RTC can provide a detailed account of events, including identification and position of vehicles, timings of events, their own details such as home address, date of birth etc.





· A patient suffering chest pain that can provide a detailed account of events such as, chest pain for 20minutes, set off while walking back from the shops and have taken their GTN spray twice.  Providing a good medical history and identifying the location of their medications could also be used.





Confirmation of whether the assessment indicates impairment or disturbance in the functioning of the mind must also be recorded.





If there is no evidence of impairment or disturbance then you must complete Stage 2.  This will ensure that the patient is fully informed and understand s the decisions made.





Stage 2 – Functional assessment





Stage two questions are:





· Does the person have a general understanding of what decisions they need to make and why they need to make them?





· Do they understand the consequences of making, or not making, the decision or of deciding one way or another?





· Are they able to understand and weigh up the relative importance of the information relevant to the decision?





· Can they use and retain the information as part of the decision making process?





· Can they communicate the decision?





If all answers to the questions are yes, staff should consider that the patient has capacity and is able to make competent decisions relating to their care. It must be remembered however, that this is only a guide, if there are still concerns that a patient is not rational you may consider them to lack capacity.





If the answer to any question is no, staff should consider that the patient may lack capacity and should explain the proposed examination, treatment or transport options further.




































































Appendix 3





Red Flag Criteria





			


RED FLAG CRITERIA





Police Officer / Paramedic triggers for conditions requiring


Treatment or Assessment in an Emergency Department








			


Dangerous Mechanisms:





Blows to the body


Falls > 4 Feet


Injury from edged weapon or projectile


Throttling / strangulation


Hit by vehicle


Occupant of vehicle in a collision


Ejected from a moving vehicle


Evidence of drug ingestion or overdose





			


Serious Physical Injuries:





Noisy Breathing 


Not rousable to verbal command


Head Injuries:





· Loss of consciousness at any time


· Facial swelling


· Bleeding from nose or ears


· Deep cuts


· Suspected broken bones








			


Attempting self-harm:





Head banging


Use of edged weapon (to self-harm)


Ligatures


History of overdose or poisoning








Psychiatric Crisis





Delusions / Hallucinations / Mania


			


Possible Excited Delirium:





Two or more from:





· Serious physical resistance / abnormal strength


· High body temperature


· Removal of clothing


· Profuse sweating or hot skin


· Behavioural confusion / coherence


· Bizarre behaviour








			


HEMS/BASICS Doctors:





ONLY AT THE REQUEST OF PARAMEDICS / TECHNICIANS – ACCESSED VIA Clinical Hub





Where immediate management of RED FLAG conditions necessitates the intervention or skills of a Doctor or where without medical oversight the journey would involve too much risk, either to the patient, the paramedics or the police officers.





This should include situations where rapid sedation is considered necessary, in accordance with NICE GUIDELINES 2005.





			


Conveyance to the nearest ED:





Should NOT be undertaken in a police vehicle UNDER ANY CIRCUMSTANCES where a RED FLAG trigger is involved.





This includes remaining in ED until the person is medically fit for discharge to PoS, to Police Station or from s136 detention.





It is the responsibility of the Police to outline to ED the LEGAL ASPECTS of detention; it is the responsibility of the Ambulance Service to outline the MEDICAL ASPECTS. 






































Appendix 4





Regional Approved Places of Safety





The Mental Health Act 1983 allows for individuals who are mentally disordered in a public place and potentially a danger to themselves or others to be detained by police officers under section 136 of the Act  and taken to a place of safety. A place of safety is defined as ‘hospital, police station, mental nursing home or residential home or any other suitable place’.





It has long been accepted that police custody is not a suitable place of safety. It has the effect of criminalising people who are in need of medical attention, can exacerbate their mental state, and in the most tragic cases can lead to deaths in custody.





The approved places of safety across the Trust are as follows:





Dorset:


· St Ann’s Hospital Poole 


· Dorset Police custody suites in Bournemouth & Weymouth (only to be used in exceptional circumstances when detainee is intoxicated or violent) 





Avon and Somerset:


· Mason Ward, Southmead Hospital, Bristol


· Rowan Ward, Summerlands Hospital, Yeovil


· Rydon Ward, Taunton


· Patchway police Centre


· Keynsham Police Centre


· Bridgwater police Centre


· Yeovil Police Station





Wiltshire & Swindon:


· Green Lane Hospital in Devizes


· Fountain Way Hospital in Salisbury


· Sandalwood Court Hospital in Swindon





If the above are unable/unwilling to accept a patient due to the behaviour of the patient e.g. violent, threatening violence or too intoxicated then police custody will be used.  This also applies if all the suites are full or out of action. 





At present, Fountain Way is the only hospital able to accept 16 & 17 yr olds and this is only for Wiltshire residents not Swindon.  Under 16s (Wilts & Swindon) or under 18s in Swindon still go to custody although progress is being made and it is hoped that this will be rectified by September.





Devon and Cornwall:


· Cedars for Exeter


· Glenborne for Plymouth


· Longreach for Camborne


· Haytor for Torbay


· David Barlow unit at Barnstaple (attached to the hospitals main Mental Health units)





Gloucester:


· The Maxwell Suite, Wotton Lawn Hospital, Gloucester. This is a purpose built two bed facility exclusively for the assessment of persons detained under S136 MHA


· Force Custody Suite, Waterwells, Gloucester






































































































































Appendix 5





Conveyance from Public Place





















































Appendix 6





Conveyance from Private Address
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Targeted Resilience Funding – Improving Crisis Care and Early Intervention in Psychosis


			Bath and North East Somerset CGG in partnership with AWP


			SCHEME 3: Early Intervention (and links to avoiding crisis)





			


			FINANCE REQUESTED: 70K





			Description of Scheme - Improves fidelity to early intervention model and addresses secondary sector usage by supporting a more community engaged, multi professional approach to early intervention in psychosis building links into the substance misuse, developmental disorder, CAMHS and children’s services and involving co facilitation with Bath College, other higher education providers and police (novel psychoactive substances).





			The Issue - data





			· Emergency admissions for self harm per 100,000 population B&NES is significantly higher than the national average using 2012-13 data.





In comparison to other similar CCGs using 2011-1/12 data: 


· Mental Health - Emergency hospital admissions for self harm per 100,000 2011/12 (Directly standardised) we ranked 10th out of 11.


Despite a forecasted overall decrease in emergency admissions for self harm on last year (532 2014/15), forecast out-turn for this year would be approximately 384 (Female) / 184 (Male). This would equate to a fairly consistent yearly increase since 2009/10.


			· In 2009/10 the overall rate of alcohol attributable hospital admissions for Bath & North East Somerset was 1,386 per 100,000 population


There is clear evidence of a rising trend of admissions over the last 10 years (average 12% rise annually). 


· Hospital admissions for unintentional and deliberate injuries 0-24years  we are above England average


The number of admissions of this type have increased year-on-year for the past 5 years. Approximately 100% increase in the number of admissions related to ICD-10 chapters T36-T65, which covers poisoning and toxic effects of substances including narcotics.





			The Issue – narrative





			LOCAL GAP ANALYSIS: Early intervention: Whilst we have a larger than specified specialist mental health early intervention in psychosis team (with social workers in the team) and are above average on national benchmarking (2012-13) for access, multi-disciplinary and partnership working is underdeveloped and/or requires greater support in relation to children’s services including CAMHS, substance misuse services and services for people with developmental disorders such as autism. 


There is often a level of complexity to the presentation of people who have self harmed that is multi-factorial and includes this group of younger clients with a psychosis and we would like to support a more community engaged, multi professional approach to early intervention team to reduce variation, develop approaches critical to preventing a crisis and improve outcomes.





			STAFFING Resource





			2 x Band 5 - £70K additional to the EI team but sub-contracted out to the 3rd sector. Worker to have expertise, potentially lived experience, in dual diagnosis and transitions.





			Metrics for success





			Activity


· Devise/develop a specialist training package regarding dual diagnosis and psychosis. 


· Deliver of training package to a wide range of local providers – 3rd sector, NHS, education


· System wide increase in referrals to substance misuse service appropriate to level of individual need.





			Improved access to services


· Increased awareness of issues related to dual diagnosis/ psychosis. 


· To facilitate and develop pathways from third sector/ statutory services to relevant AWP access services


· Improved links and access to other 3rd sector and statutory providers








			Improvement in recovery outcomes 


· Increase number of contact with services related to substance misuse


· Increased confidence in local providers with providing advice and assisting with/ managing issues regarding dual diagnosis.


· Longer term reduction in the presentation of service users to A&E/ 136 suites





			Notes – links to best practice/guidance





			The IRIS 2012 Guidelines for Early Intervention in Psychosis states:


“… mental disorders are the chronic diseases of the young with 75% of cases emerging prior to age 25……early intervention requires creation of youth friendly cultures of care able to provide stage specific interventions for the range of syndromes and co-morbidities that unfold in young people. This will need to have primary care and specialist care domains which intersect closely”





Given the prevalence levels for all disorders as cited above and the local levels of self harm, alcohol use and rising numbers of young people using ketamine and novel psycho-active substances affecting using emergency services we feel this is an important area to begin to focus on.








			Timescales for implementation and review





			November/December: Recruitment


December/January: Training and Implementation


February onwards: Full implementation and review/evaluation








			Stakeholder roles





			


			Stakeholder 


			Role





			B&NES CCG


			Commission service/monitor performance and impact





			AWP


			Provide the new service in collaboration with 3rd sector partner


To cross-match data/service users form self harm register





			3rd sector provider


			Work with AWP to deliver service/evaluate impact





			Ambulance


			To work in partnership/evaluate impact on activity





			RUH


			To work in partnership with AWP to assess impact on above metrics





			Service users and carers


			Evaluate their experience of the service to inform developments
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Targeted Resilience Funding – Improving Crisis Care and Early Intervention in Psychosis


			Bath and North East Somerset CGG in partnership with AWP


			SCHEME 2: Personality Disorder community support





			


			FINANCE REQUESTED: 80K





			Description of Scheme - Establish a professionally (specialist) supervised support service for people with borderline personality disorders in line with best practice guidelines in order to better equip people to deal with difficult emotions and reduce levels of self harm. Introduction of STEPPS (Systems training for emotional predictability and problem solving) model of care for prevention and early intervention for people with personality difficulties and emotional intensity. 





			The Issue - data





			· Emergency admissions for self harm per 100,000 population B&NES is significantly higher than the national average using 2012-13 data.





In comparison to other similar CCGs using 2011-1/12 data: 


· Mental Health - Emergency hospital admissions for self harm per 100,000 2011/12 (Directly standardised) we ranked 10th out of 11.


Despite a forecasted overall decrease in emergency admissions for self harm on last year (532 2014/15), forecast out-turn for this year would be approximately 384 (Female) / 184 (Male). This would equate to a fairly consistent yearly increase since 2009/10.


			· In 2009/10 the overall rate of alcohol attributable hospital admissions for Bath & North East Somerset was 1,386 per 100,000 population


There is clear evidence of a rising trend of admissions over the last 10 years (average 12% rise annually). 


· Hospital admissions for unintentional and deliberate injuries 0-24years  we are above England average


The number of admissions of this type have increased year-on-year for the past 5 years. Approximately 100% increase in the number of admissions related to ICD-10 chapters T36-T65, which covers poisoning and toxic effects of substances including narcotics.





			The Issue – narrative





			LOCAL GAP ANALYSIS: There is often a level of complexity to the presentation of people who have self harmed that is multi-factorial and includes clients with a range of co-morbid and complex presentations including borderline personality disorder with substance misuse, eating disorders, anxiety and social isolation. We would like to support a more community engaged, multi professional approach to prevent attendance and admission to hospital (in this case the general hospital) and support increased resilience in the community. 


Whilst we work hard to limit long admissions to specialist mental health facilities as it is contra to NICE guidelines the effect of this is that many primary care, community and general health and social care organisations  and staff are implicated in the care and support of this client group. There is a gap in the education and support for these organisations.





			STAFFING Resource





			One band 6 wte, one band 5 wte + educational materials (licences).





			Metrics for success





			Activity


· Reduction in specialist MH admissions and LOS


· Reduction in acute mental health overspill 


· Reduction in attendance for self harm at RUH





			Improved access to services


· Increased provision of support in Primary Care via STEPPS.


· Increased awareness of issues related to personality disorder in organisations – KUF


· Increased liaison with CAMHS and children’s services for young people in transition








			Improvement in recovery outcomes 


· Increased liaison with CAMHS and children’s services for young people therefore earlier intervention.


· Increased awareness of other support the community for service users


· Increased confidence in staff across organisations in supporting people with personality disorder





			Notes – links to best practice/guidance





			Many people attending ED having self harmed have a personality disorder. If on average an ED attendance costs £111.00 and 1000 attendances are for self-harm, interventions to reduce attendance by 20% would result in a cost saving of £22000. 


If on average an emergency ambulance costs £263.00 per journey interventions to reduce the need for emergency services by 2 journeys per month would result in a cost saving of £6312.00 per year.


People with PD are more likely to be admitted to an acute psychiatric unit more frequently and for shorter periods.  If a ward receives a minimum of one patient per month staying for an average of 10 days at a cost per bed day of £268.00, the potential cost per year is £32160.00.  With appropriate intervention evidence indicates a possible reduction of bed days between 30 – 56% (Leeds Managed Clinical Network & Sambrook et al, 2007).  Using a conservative estimate of 30% will result in a cost saving of £9648.00.


STEPPS model from NICE guidelines


PREVENTION: – CAMHS, schools, colleges, youth clubs – education - STEPPS


EARLY INTERVENTION: – STEPPS for mild to moderate symptoms


PEOPLE WITH VERY SEVERE / COMPLEX NEEDS (SEVERE RISK):


MODERATE TO SEVERE & COMPLEX PROBLEMS:


Care Coordination, CPA, DBT, MBT


HELP TO MANAGE PERVASIVE, RISKY & DISRUPTIVE FEELINGS:


KUF AWARENESS TRAINING FOR


 MULTI-PROVIDERS


REFLECTIVE PRACTICE GROUPS








			Timescales for implementation and review





			November/December: Recruitment


December/January: Training and Implementation


February onwards: Full implementation and review/evaluation





			Stakeholder roles





						Stakeholder 


			Role





			B&NES CCG


			Commission service/monitor performance and impact





			AWP


			Provide the new service 





			Outside agencies .e.g. police , RUH, GPs


			Evaluate impact of training and service.





			Service users and carers


			Evaluate their experience of the service to inform developments
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Targeted Resilience Funding – Improving Crisis Care and Early Intervention in Psychosis


			Bath and North East Somerset CGG in partnership with AWP


			SCHEME 1: Street Triage





			


			FINANCE REQUESTED: OPTION 1: 298K; OPTION 2: 168K





			Description of Scheme - Pilot a variation on the Street Triage model on an out of hour’s basis that has a dual diagnosis rather than just a mental health focus. We would learn from innovations in Devon (for fidelity) and link with the ambulance service pilot of MH professional embedded in their call centre support (operational resilience).


In line with Crisis Concordat: this pilot will focus on a dedicated mental health nurse with substance misuse expertise giving OOH advice and support to the police, the B&NES street homeless project (run by Julian House) and the Primary Care Urgent Care Centre (based at RUH) in order to more quickly assess clients, develop solutions, signpost and link to other services as well as train and advise on interventions and strategies to prevent admission and place of safety suite assessment for people who could be treated earlier and more effectively. It is anticipated that this role would work closely with the psychiatric liaison.





			The Issue - data





			In relation to the s136 Place of safety suite:


[image: ]     [image: ]     [image: ]


     Average 9 admissions/mth           Most are admitted OOH (left)              Delays relate to intoxication/EDT


[image: ]The most frequent outcome is that the client is discharged with no follow up because they do not have a mental health problem and/or are not deemed to be at risk








			The Issue – narrative





			LOCAL GAP ANALYSIS: 4hr wait targets in A&E often breach out-of-hours due to the demand outstripping capacity to assess people’s mental health especially OOH. This is replicated in the numbers attending the S136 place of safety suite with hard to assess mental health and/or intoxication leading to pressure on police, street based support services, ambulance crews and the S136 suite. The 136 suite is a shared facility with 4 other CCGs and is based in a hospital outside of B&NES. We would like to assess what the level of demand is for a “wet” facility in order to ascertain how we might respond – this service model will help with this assessment.


Level of variation from the relevant evidence-based model


Liaison and crisis – there is a lack of out of hours MH or substance misuse liaison into areas other than existing hospital based or secondary mental health identified clients as well as pressurised OOH cover from the intensive team in the RUH. 





			STAFFING Resource





			Option 1  1x band 6 nurse am/pm/night 7 days/week (see costs page 1)


Option 2  1x band 6 nurse pm/night 7 days/week (see costs page 1)





			Metrics for success





			Activity


· Reduced referral to S136 suite


· Reduced S136 assessments taking place in custody suites


· Reduced attendance times for ambulance and police  services for service users with mental health problems


· Reduced delays in A&E for assessments


			Improved access to services


· Only people with mental health problems are detained in 136 suite


· Increased direct access to mental health services


· Increased direct access to substance misuse services


· Improved access and timely engagement with vulnerable groups








			Improvement in recovery outcomes 


· Patient receives specialist service response at the point of presentation rather than needing further assessment (unless clinically indicated that further specialist assessment needed).


· Greater partnership will reduce multiple hand-offs and improve the patient experience.


· Holistic approach taken to needs therefore improvement in joint care planning and outcomes.








			Timescales for implementation and review





			November/December: Recruitment


December/January: Training and Implementation


February onwards: Full implementation and review/evaluation








			Stakeholder roles





						Stakeholder 


			Role





			B&NES CCG


			Commission service/monitor performance and impact





			AWP


			Provide the new service in collaboration with Julian House





			Police


			To work in partnership/evaluate impact on S136 detention activity and location





			Ambulance


			To work in partnership/evaluate impact on activity





			Julian House


			Work with AWP to deliver service/evaluate impact





			Service users and carers


			Evaluate their experience of the service to inform developments
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Targeted Resilience Funding – Improving Crisis Care and Early Intervention in Psychosis


			Bath and North East Somerset CGG in partnership with AWP


			SCHEME 4: Liaison for Older Adults





			


			FINANCE REQUESTED: 120K 





			Description of Scheme - Increase the capacity of the (older adult) care home and hospital liaison teams (community and acute hospitals) in order to expand intervention, advice, support and training for teams working with people with a (secondary) diagnosis of dementia including the residential care home sector. 


Plus increasing the social care focused capacity to liaise with Sirona Care and Health RUH Discharge team and the AWP CITT team to facilitate prompt discharge planning and discharge from the RUH including case sharing.





			The Issue - data





			Relative to 10 similar CCGs indicators B&NES performs more poorly on:


· Total bed‐days in hospital per population for patients >74 years with a secondary diagnosis of dementia (Ranked number 5)


· Rate of admissions to hospital for patients >74 years with a secondary diagnosis of dementia (Ranked number 6)


This is accompanied with delays occurring in the RUH for admissions of people with co-morbid dementia needing residential/nursing care. 


All of the above contribute to the escalation status of the urgent care system often being at red.


There is also an associated effect on AWP’s DTOC rate. See the table below for B&NES, Swindon and Wiltshire.


[image: ]


All B&NES DTOCS in AWP NHS beds are for older adults - currently running at 9%. Whilst this is mostly in relation to finding nursing home placement as the demand increases it also relates to residential home placements. Whilst the local authority funded placements have not significantly increased on previous years the overall demand across the whole population is increasing and the profile of the clients is changing to one of greater complexity.


			Year


			Residential


			Nursing


			


			


			





			End 10/11


			56


			93


			


			


			





			End 11/12


			48


			115


			


			


			





			End 12/13


			48


			98


			


			


			





			End 13/14


			46


			101


			


			


			





			To date 14/15


			53


			117


			


			


			














			The Issue – narrative





			LOCAL GAP ANALYSIS: There is a gap in capacity and capability in terms of the community response and support for older people with mental health (dementia) and other co-morbid conditions to prevent reaching or in crisis leading to admission.


This is clearly an issue of parity of esteem and requires specialist intervention to improve the skills and confidence in the general health and social care sector in terms of managing the care of co-morbid clients. 


There is a lack of confidence in managing the long term care of co-morbid clients in the care home sector.








			STAFFING Resource





			1xBand 6 RMN and 1x Band 6 RGN – FT in Care Home and Community Hospital Liaison team to support community assessment and training


1x Band 6 social worker  in RUH Older Adult hospital liaison team with focus on co-morbid clients with Sirona.





			Metrics for success





			Activity


· Increased care homes and general staff  trained and supported


· Increased clients assessed  


· Reduced numbers of admissions in crisis


· Reduced delays in discharge thereby freeing up available capacity.


			Improved access to services


· Increased parity of esteem


· Improved access to specialist mental health services


· Improved access to mental health training and information for all sectors of staff


· Increased ability to manage co-morbidities. 





			Improvement in recovery outcomes 


· Parity of esteem for people with physical and mental health problems


· More people treated by services with which they are familiar


· Reduced admission to hospitals








			Notes – links to best practice/guidance





			The LSE/RAID evidence on the positive impact of liaison services for over 65 year olds is clear and widely supported . The analysis showed improved patient experience alongside a benefit:cost ratio of 4:1. 90% of the 4:1 benefit:cost ratio was associated with activity in over 65 year olds.


NHS England guidance puts hospital liaison as an investment priority for the NHS. 





			Timescales for implementation and review





			November/December: Recruitment


December/January: Training and Implementation


February onwards: Full implementation and review/evaluation








			Stakeholder roles





						Stakeholder 


			Role





			B&NES CCG


			Commission service/monitor performance and impact





			AWP


			Implement additional service





			Sirona


			To work in partnership/evaluate impact of training and hospital liaison





			RUH


			To work in partnership/evaluate impact





			Service users and carers


			Evaluate their experience of the service to inform developments
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S136 MoU tween OHFT and police.pdf
Oxford Health m |

NHS Foundation Trust

THIS MEMORANDUM OF UNDERSTANDING is dated 2015

BETWEEN

(1) CHIEF CONSTABLE OF AVON AND SOMERSET POLICE of Police Headquarters Valley
Road, Portishead. Bristol. BS20 8QJ

OXFORD HEALTH NHS Foundation TRUST (CAMHS) of Trust HQ, Warneford Hospital,
Warnefore Lane, Headington, Oxon, OX3 7JX

NOW IT IS AGREED‘as follows:

1.1

1.2

2.1

2.2

2.3

INTRODUCTION
The parties wish to collaborate on improving the care of vulnerable young persons under 18

This Memorandum records in outline how the parties will collaborate on improving the care

of a vulnerable young person
SCOPE OF THE COLLABORATION

Avon and Somerset Police officers operating in the Bath and North East Somerset (BaNES)

local policing area (LPA) should where practicable apply the protocol set out in Appendix (A)

to this Memorandum (‘the Protocol’) prior to detaining a vulnerable young person under 18

~ under section 136 of the Mental Health Act 1983

Oxford Health NHS Trust CAMHS will provide the service set out in the Protocol (‘the

Service’).

Oxford Health NHS Trust CAMHS will not charge for providing the Service.





2.4

31

3.2

4.1

SIGNED

This Memorandum and the collaboration the subject of this Memorandum will commence

on the date of this Memorandum and continue until terminated in accordance with clause 4.

LIABILITY

Each party will be responsible for any liability or loss it incurs under the collaboration the

subject of this Memorandum

The Memorandum is not intended to and shall not create any legal rights or obligations

betwe_en the parties and is not legally binding..
TERMINATION

Either party may terminate this Memorandum and the collaboration the subject of this

Memorandum with immediate effect by giving written notice to the other party.

IO LDedrseon

Assi=\zar LAAAR..\~ C@Eﬂz«b{ ‘I/FJ?

On behalf of the Chief Constable of Avon and Somerset Police

SIGNED

.
LW W

On behalf of Oxford Health NHS Trust F})\(@





Appendix (A) The Protocol

When contacting Oxford Health NHS Trust CAMHS, the officer at scene will be required to
answer the following questions where possible:

1. Name, age (date of birth).

2. Where is the young person now? |s a family member with the young person?

3. Where does the young person normally live? Where is the young person staying at present?

4. Have parents/carers been contacted?

5. Presentation of the young person as seen by officer. For example is the young person:
a. Communicative
b. Cooperative, able to comprehend/understand
c. Calm
d. Distressed
e. Intoxicated
f. “Under the influence of'drugs

6. Does the young person require immediate medical attention/care?

7. Nature of the offence/details of the event leading to the police being called.

8. Any issues or concerns regarding safeguarding or welfare of the young person?

9. Information on previous contact with Police, Youth Offending Team or other agencies

10. What information has the young person shared with police? For example, young person may
have told police that they are seen by Oxford Health NHS Trust CAMHS already.

11. If the young person is at the police station for shelter or safety (but no power has been invoked)
has the FME been asked to see young person?

Actions to be taken by Oxford Health NHS Trust CAMHS

~ Once the officer at scene has provided the above information, Oxford Health NHS Trust CAMHS will
offer the following;

1 Spéak with the young person on the telephone

2. Contact parent/carer for information on the young person and agree plan for Oxford Health
NHS Trust CAMHS involvement

3. Arrange for young person to see a CAMHS team member for an assessment the next day if
required, or refer to local CAMHS office for an assessment or review. Officer takes young person
home to family or carers. Oxford Health NHS Trust CAMHS liaises with other
agencies/professionals, for example social care or EDT

OR

If the officer decides that more immediate action is required e.g. PPO, section 136





4, Oxford Health NHS Trust CAMHS agree to attend place of safety and provide a mental health
assessment

5. Advise officer in the case in writing following the incident of the above conversations and their
recommendation of action to take.

The final decision on what action to take remains with the officer at scene and the duty
sergeant/inspector but they must take account of the advice provided by Oxford Health
NHS Trust CAMHS.
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Sheet1

				service				responsible commissioning agency

								B&NES CCG		NHS England		B&NES PH		B&NES LA		B&NES LA schools forum		Individual schools		college		PVI Sector

		universal		maternity				x

				GPs						x

				health visitors								x

				school/college nurses								x

				voluntary activities e.g sports clubs/classes, scouts, guides, etc																		x

				educational staff incl early years										x								x

				youth connect										x

				PSHE support										x

				DPH awards 								x		x

				college/ school based counselling 												x		x		x

				community based counselling																		x

				community based interventions																		x

				attachment aware schools (pupil premium)										x				x

				Secondary Resilience hubs (pilot)												x

				mindfulness								x						x

				sporting family change																		x

				make a move'																		x

				trauma recovery centre																		x

				ethnic minority support (SARI)										x

				School and Mentoring Programmes for BME groups										x

				family nurse partnership								x

				children centres;										x

						outreach family support

						stay and play

						early support/nuture - SEN

						Step by step Parenting SEN

						home based learning through play; flying start, Theraplay, Portage

						bright beginnings - baby massage

						parenting support (incredible years)

				educational psychologists										x				x

				Primary CAMHS				x

				family support and play services										x								x

				statutory social workers										x

				YOT nurse				x				x

				nuture outreach service												x

				transition support 'get set'										x

				young carers										x								x

				advocacy 'shout out'										x

				clinic in a box (CASH)								x

				compass										x

				mentoring plus										x

				stepping stones				x						x

				LGBTQ support																		x

				CYP healthy weight service								x

				befriending and activities for disabled children e.g Time2share										x

				young parents support										x

				LAC team				x						x

				Aspire school										 		x

				specialist CAMHS				x						x

				outreach CAMHS (OSCA)				x						x

				project 28 (substance misuse)				x				x

				harmful sexual behaviour 'turtle'										x

				community paediatricians				x

				Life limiting community children's nursing				x

				LD nurses				x?				x?

				behaviour and attendance panels;												x		x

						parent support advisors

						behaviour support teachers

						therapeutic intervention

						THRIVE approach

				ASD support service				x						x

				connecting families										national 

				Extended CAMHS support for over 18s				x

				Early Intervention in Psychosis pilot				x

				Hospital Education and Reintegration Service 										x

				"local" inpatient beds						x

				regional specialist CAMHS e.g deaf CAMHS, OCD CAMHS						x

				specialist inpatient beds e.g. secure						x

		very specialist		out of area care placements										x
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A FRAMEWORK FOR INVOLVING YOUNG PEOPLE IN COMMISSIONING ARRANGEMENTS



This Framework provides guidance to help involve children and young people in the commissioning of services.



In June 2012, the Department of Education produced a paper entitled ‘Statutory Guidance for Local Authorities on Services and Activities to Improve Young People’s Well-being’.



In outlining the responsibilities of local authorities in commissioning services (para 3), the guidance stipulates that ‘local authorities must take steps to ascertain the views of young people and to take them into account in making decisions about services and activities for them’.  The report goes on to say that arrangements should be made for young service users ‘to report at least annually on the quality and accessibility of provision.’  



It is important that a range of young people are involved in the process, not just the young people who are existing or potential users of a new service.

Bottom of Form

 
 






Principles of involving young people in commissioning



The key principles for young service user’s involvement in commissioning are: 

· Understand – assess need, identify young service users priorities

· Plan – Specification drawn up in consultation with young service users

· Secure – young people are involved in procurement

· Deliver and review – young people are  involved in monitoring and evaluation





Why involve young people in commissioning?



	Benefits to young people:

· They feel valued for the positive role they have to play in the community

· It enhances their  personal and social development

· They have a greater sense of ownership 

· It will enhance their  employability skills



Organisational benefits:

· More likely to commission the right service

· Needs-led, tailored service developed in co-production

· Improved deliver – outcomes are successfully achieved

· Better value for money









Recognising and Rewarding Young People’s Involvement in the Commissioning  Process.

 

Contract managers/holder must factor in any associated costs/time involved for supporting young people to be part of the process.



· Adults should ensure that young people’s involvement at focus groups and panel meetings is a positive experience and this includes using language that is clear and jargon free. 

· Wherever possible, meetings should take place out of school times.  

· After school works for consultations but the evaluation process is best done in school holidays.

· Where young people are involved in adult meetings, they are adequately supported.  

· Food and refreshments are essential.

· Transport should be arranged for young people to attend meetings.

· Young people should receive feedback at each stage from consultation to evaluation and presentation to final outcome.

· There should a contact within schools/youth groups who will be notified of young people’s involvement.

· Commissioning Support Team to send certificates to young people acknowledging their contribution.

· Financial rewards in the shape of a voucher can also be provided.

· Individual records of achievement should be maintained by the provider of the involvement of young people.

























Ways of involving young people

Young people should be involved, if  possible, at every stage of the commissioning from consultation to evaluation:

Evaluating bids 









				



Assessing need/strengths 

Consultation

Monitoring of service









Evaluation of service











Assessing need – consultation



Consultation with stakeholders to include key agencies, referrers, community members, parents to determine if there is a need for a new service, whether the existing model is the right one and what changes, (if any) should take place. 



(Ideally this process should begin about a year before the new commissioning cycle takes place.)



Consultation questions:  



What should the main purpose of the service be?

Is there an existing service/model that could be improved?

What other groups/activities/services/ users take part in?

How does/could the service help service users enjoy and achieve more?

Are there any barriers to service users accessing in this?

Are service users actively encouraged to have a say in how the service is run?





Professional Panel  



The group either drafts a specification or looks at the principles and key points of the existing specification, concentrating on the ‘Description of Service’ section, identifies gaps, strengths, weaknesses; how a service could be developed in the future, its key components and preferred priorities.	



Results from the consultation are disseminated to the contract manager to the Panel so that the specification is informed by the findings from young people   



The panel feedback to the young people explaining whether their recommendations can be incorporated or not.	



A representative from young people, with support from an appropriate adult, is invited to the provider open consultation event.	



Procurement



When the specification has been finalised and is out for tender, it must be made clear to providers should be advised that the section of the application form relating to ‘Description of Service’ will be evaluated by young people.  



Guidance, at the tendering stage, should therefore stipulate that this section should be written in clear, accessible language and to ensure impartiality, must be fully anonymised.  



The Young People’s Panel - Evaluating Bids 



Contract Manager and Commissioning Team, book a venue, plan the evaluation session, identify and engage with a range of young people, prepare resources, e.g.  a simple scoring system (Appendix 1  Bullseye) and organise transport and refreshments* 



*(Contract Managers must at this stage factor in the cost of covering refreshments, transport costs and financial reward for the young people e.g. vouchers from their service, as the participation budget does not cover this. 



The young people’s panel meets in advance of the Professionals Panel.			

To ensure impartiality, there should be a diverse range of young people on the panel to evaluate the bids not just existing services users.  	



Young people will assess the ‘Description of Service’ section only in each of the shortlisted tenders.



Young people’s aggregated score amounts to ONE vote overall at the professional panel.			



One non-service user representative from the young people’s panel, supported by an appropriate adult, sits on Professional’s Panel giving feedback from their own panel meeting	



One service user and one non-service user are invited to the presentation by providers.





To feedback through a variety of media the outcome of the adult panel to the young people’s panel



Monitoring



Contract holders should make provision for an annual feedback meeting between young people and the contract manager and to visit the provision at least once a year.



Young people’s involvement and engagement with the service needs to be built into the monitoring of the contract e.g., two young people per quarter give feedback on key points which could include:



How is the service helping you with (outcomes?)

Is there anything that hasn’t gone so well?  

Have you been able to contribute to any changes the project staff need to make in order to improve the quality or accessibility of the service?

How do you feel your voice is heard in how the service is run?





Evaluation



Providers should include young people in evaluating the service and giving their views about whether it has delivered on outcomes.  This can be both quantitative e.g. responding to an outcome question, from ‘strongly agree’ to ‘strongly disagree’ and qualitative e.g. ‘what went well’, ‘what could have gone better.’ 



It should also include commentary documenting the journey travelled and whether the ‘Voice of the Young People’ has been heard and led to any service changes over the year. Young service users should also be encouraged to contribute to any Annual Report or review of the service. 





Recommendations



Young people should be involved as much as possible in all relevant commissions.



The commissioning schedule should be further developed to which maximises the input of young people.  



Whereas consultations can be more flexibly timetabled, the evaluation of tenders needs more dedicated time and should take place in the school holiday periods or at weekends.  It is not advisable to take young people out of school for a whole day. 



The Participation Lead could continue to support the involvement of children and young people in commissioning procedures either indirectly or directly as appropriate.



A kite mark could be a valuable way of recording the ways in which the various services, both voluntary and statutory recognise the importance of hearing the voice of children and young people and embed the principles and practice of participation.  







Useful Links 



Participation Works

http://www.participationworks.org.uk/



The Participation People

www.participationpeople.com





National Youth Agency 

www.nya.org.uk 



Buckinghamshire Children and Young People’s Trust 



www.buckinghamshirepartnership.gov.uk 



New Economics Foundation

www.neweconomics.org/publications/entry/fairness-commissions



www.neweconomics.org/publications/entry/commissioning-for-outcomes-co-production
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Pregnancy and | School : Young

early years | age | people
| |

' Pre- and post-birth mothers
and fathers are supported in [
promoting their own and their
child’s emotional health. ot

" All parents are able to access high quality information and advice on children’s
" emotional health, and know where and how to access additional support if necessary.

Vulnerable parents have high quality advice and support toimprove parenting
" skills and confidence, plus access to adult services to address other issues that they
. are facing.
All vulnerable children have a positive adult role model. Where this is not being
provided through the family, structures are in place for other adults (e.g. tutors or
" mentors) to notice and support that child.

Children and young people have opportunities to play and interact together in high
quality spaces, both structured and unstructured. They have access to peer support

. and mentoring schemes when needed. Personal development opportunities are
 available to develap interests, skills, confidence and self-awareness and esteem.

Childcare, learning and training takes place in environments that promote emotional
health, with staff who understand children’s emational health needs and have the
time and skills to develop nurturing relationships. Action is taken to prevent bullying
and discrimination. Policies and practice promote a caring, secure and stimulating
environment,

Early years provision supports 8 Children and young people are supported in
children’s personal, social and developing social and emotional skills, with small
emotional development. group support for those requiring additional help.

AN | L

Children, young people and practitioners have access to information and advice
on promoting emotional health and addressing problems.

Those at particular risk of experiencing mental health problems are identified and
have access to support from relevant practitioners, including those with mental
health expertise where therapeutic support is required. This is co-ordinated with
any other services being delivered to the child.

"I

Supporting parents and carers
Supporting friendships, peer relationships and personal development

Promoting emotional health in childcare and learning environments

Information, advice and support when needed
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CYP IAPT Service Values and Standards

CYP IAPT principles in CAMH services — values and standards

“Delivering With and Delivering Well”

Version 2
1.0 Introduction

The children and young people’s improving access to psychological therapies project [CYP-IAPT] aims
to improve the availability and effectiveness of mental health interventions for children and young
people.

This transformation is being effected by:

Training existing CAMHS staff, in targeted and specialist services, in an agreed, standardised
curriculum of NICE approved and best evidence based therapies. This will also increase the
range of evidence based treatments / interventions available.

In addition, supervisors and managers will receive training on supervision, service change and
development.

Supporting the collection of a nationally agreed outcome framework on a high frequency or
session by session basis for all contacts. This routine outcome monitoring [ROM] is actively
used to guide treatment / intervention in a collaborative manner with young people and their
families.

This outcome data will also be used in the direct supervision of the therapist, to determine the
overall effectiveness of the service and to benchmark services. Embedding outcome
monitoring across the whole CAMHS will transform how they operate, and how they are
commissioned.

2.0 Service Quality

CYP IAPT has brought together CAMHS providers from across the statutory and voluntary sectors. At
the heart of the programme is a strong emphasis on creating a collaborative approach across these
sectors in addition to that with service users. As a result, there is now widespread agreement that the
values and qualities embodied by the CYP IAPT programme should be part of a wider drive for change
in improving children and young people’s access to timely and high quality mental health provision.

CYP IAPT’s approach to service quality and accreditation is one that seeks to build on existing quality
assurance mechanisms rather than further burden frontline agencies.

The CYP IAPT approach is one which enables not only services that have directly benefited from their
engagement in the programme to demonstrate their adherence to its principles and standards, it also
encourages and facilitates change across all services providing help to children and young people with
their mental health difficulties.





CYP-IAPT Service Values and Standards

This document sets out an overarching quality framework for CYP IAPT which identifies the key markers
underpinning the values and qualities of the programme. These markers are currently recognised in the
existing quality assurance and quality processes mechanisms: Quality Network for Community CAMHS
(QNCC), Youth Wellbeing Directory with ACE-V Quality Standards (ACE-Value), Choice and Partnership
Approach (CAPA) and the Child Outcomes Research Consortium (CORC).

3.0 Related Accreditations, Service Evaluations and Transformations

The Quality Network for Community CAMHS (QNCC)

QNCC is part of the Royal College of Psychiatrists’ Centre for Quality Improvement. Established in
2005, the network sets comprehensive service standards for community based CAMH teams and
reviews them through a process of self and peer review. There is an additional subset of standards
for teams providing a crisis and/or intensive response. Teams demonstrate their compliance with the
standards by providing evidence and collecting feedback from young people, families, staff and
professionals from other agencies. The network also provides a framework for services to share best
practice and learn from each other through regular national conferences and learning events, an
email discussion group and the opportunity to be part of a peer review team. Services meeting
enough standards can be accredited by the College. The CYP IAPT values and qualities included in
this document will be featured in the QNCC standards and for a service to be accredited as excellent,
they will need to demonstrate their compliance with all of these.
[www.rcpsych.ac.uk/communitycamhs]

Youth Wellbeing Directory with ACE-V Quality Standards

The Youth Wellbeing Directory is a free online resource providing information about child and
adolescent mental health service providers across sectors, both large and small. The directory provides
commissioners, referrers and service users with a way of searching for services both locally and
nationally according to the ACE-V Quality Standards of Accountability, Compliance, Empowerment and
Value. Providers who aim to improve the emotional wellbeing and/or mental health of children and
young people up to the age of 25 (whether directly; or by supporting their families and caregivers) are
able to register their service profile by providing information around the ACE-V quality standards. By
registering, providers “put themselves on the map” as committing to these qualities and are able to
demonstrate how they are embedding these qualities in their practice The searchable online directory
offers a way for potential service-users, referrers and commissioners to collaboratively consider and
compare service providers based on quality, and offers the opportunity for service providers to increase
recognition of their work. The CYP IAPT values and qualities included in this document map to the ACE-
V Quality Standards. [www.youthwellbeingdirectory.co.uk]

Choice and Partnership Approach (CAPA)

CAPA is a clinical service transformation model that brings together:

. Collaborative practice: the active involvement of young people and their families
. Goal setting with regular review involving the young person

. Demand and capacity ideas and Lean Thinking

. A new approach to clinical skills and job planning: skill mix layering

It is used widely in the UK, Ireland, Belgium, Holland, New Zealand, Australia and Canada in CAMHS,



http://www.rcpsych.ac.uk/quality/quality,accreditationaudit/communitycamhs.aspx

http://www.rcpsych.ac.uk/communitycamhs

http://www.youthwellbeingdirectory.co.uk/

http://www.capa.co.uk/
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Adult mental health, and Child and Adult learning disability. [www.capa.co.uk.]

Child Outcomes Research Consortium (CORC)

CORC is a grassroots collaboration of mental health specialists from services providing provision for
children and young people with mental health and wellbeing difficulties across the UK and beyond. The
collaboration has grown from 4 subscribing organisations in 2004 to over 70. Members collect
information from children, young people and families on progress, outcomes and experiences of care
received. A small central team of researchers and support staff analyse the pseudonymised data
centrally and provide ongoing support and training to members. The data is collected, explained and
interpreted with young people in mind and CORC members are committed to using this information to
help them reflect on their service provision and to use data to help them improve practice.
[www.corc.uk.net]

4.0 Values and Standards

These values can be clustered into those that services demonstrate

e in their interactions WITH young people and their families/carers and
e those that are then required to deliver services WELL.

Within each value is an observable behaviour/s that shows the value being enacted well and acts as
the standard description for that value.

Evidence to present to meet the standards:

Following each criteria are suggested evidence that a service could present — it anticipated that any
service who has recently undergone a quality improvement or service transformation using any of the
above four methodologies will have complied evidence as part of this process. This can be utilised to
evidence the Values and Standards set out in this document.

Each accreditation / evaluation / transformation organisation listed above has mapped to the standards
in their improvement frameworks. All those organisations can support services in developing to meet
these standards. The key contacts/websites are shown above.

Note: The term “Young people” is chosen, for the sake of brevity, to represent young people,
children and their families and carers. It is also used to promote the involvement of families and
carers, wherever possible, in all these values. The term clinician / practitioner describes staff who
deliver interventions to young people and their families.



http://www.capa.co.uk/

http://www.corc.uk.net/

http://www.corc.uk.net/

http://www.corc.uk.net/
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Delivering With

Section 1: Access and voice

1.1 Referral

Clear eligibility criteria and referral processes which are accessible and understandable.

Behaviour

Possible Evidence

Clear information in a variety of formats to help young people
and others in contact with them to understand how and when
young people can access a service e.g. open access services:
phone or drop in, opening times / referral based services: a set
of criteria and pathways

Leaflets, website, posters,
social media links

1.2 Self-referral

A clear self-referral process is available for all young people (as is appropriate for that service and

compatible with local commissioning guidance).

Behaviour

Possible Evidence

1. Information is available in a variety of formats to support
young people to make direct contact

2. Clear procedures to ensure young people voluntarily
agree to attend the service

Agency information Data
on referral activity
Feedback from young
people Policy on website
Numbers of self-referrals
A YP story of self-referral

1.3 Access times

A young person and where relevant their parents/carers receive quick access to treatment (access

times are in line with any locally agreed targets).

Behaviour

Possible Evidence

90% of young people wait no more than 6 weeks between
Assessment and Treatment [or Choice to Partnership]

Published data

Young people’s feedback
Procedures to enable
urgent/fast access to
appointments

1.4 Accessible settings

Young people are offered help in accessible and comfortable settings.

‘ Behaviour

Possible Evidence






CYP-IAPT Service Values and Standards

1. Young people are consulted on and offered appointments Feedback and evidence of
at times and in locations that suit them best e.g. early young people’s involvement
evening, youth/community-based centres and the response made

Feedback from young

2. Young people are consulted on the design of or people’s
improvements to the service’s premises and the physical Complaints and suggestions
environment, including its signage and information are Opening times
consistent with the agency’s values and principles Young people’s feedback

1.5 Service feedback

There are clear ways and simple to use means for a young person and/or their family to provide

regular feedback or to complain. This feedback should be used in a meaningful manner.

Behaviour

Possible Evidence

1. Clear policy and processes for gathering young people’s

individual feedback on their experience of the
intervention offered and the overall service.

2. Information about making suggestions or complaints
about the service is available and displayed in

accessible format(s)

3. Information is available to young people about the

actions taken as a result of feedback, complaints and/or

suggestions

Published data on young
people’s experience of the
help available
Website/leaflets/posters
Records of suggestions and
complaints and the outcome
Website/leaflets/posters

1.6 Advocacy & Support

The availability of independent advocacy and support services are well signposted and young people
and/or their families are supported to access the help available.

Behaviour

Possible Evidence

1.

The agency provides clear information about all its available
services to enable young people to understand the range of

help available e.g. information, advice and other support
services

Staff listen carefully to young people to understand their
needs and ensure they are referred to the appropriate
internal or external service (if differentiated)

The agency has effective links with and information about
other external bodies relevant to young people’s needs to
enable effective referral and signposting

Website/leaflets
Young people’s feedback

Data on young people’s use
of internal services
Feedback from young people
Agency contacts and
knowledge of other local
agencies

Information systems to
support referral and
signposting

1.7 Transitions

The transition between services will be planned and supportive, with the young person’s mental

health kept in mind throughout.

‘ Behaviour

‘ Possible Evidence
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1.

Any transfer plan is discussed and agreed with the young
person

Where young people agree to an external referral, clear
information and processes are implemented to ensure
young people actively agree to the exchange of personal
information and the agencies to which it may be given

Examples

Care Programme Approach
(CPA)

Policy on consent and
information sharing

Section 2: Clinical / Intervention Collaboration

2.1 Initial assessments

Young people are offered an initial assessment without significant delay

An initial assessment / Choice is offered within 6 weeks for
90%of all non-urgent referrals

Service level data
Parents/Child feedback

2.2 Holistic
Young people are offered an initial assessment that is fully collaborative and takes a complete view of

their lives and mental health. This assessment should include family/carers and friends where

appropriate.

Behaviour

Possible Evidence

1.

Young people are offered clear and accessible information
to help them understand the purpose of assessment and
the information gathered

Assessment / Choice letters includes content concerning
bio-psycho-social information and the young person’s
wishes

Information on the young person’s experience of
assessment / Choice is regularly collected

Staff are appropriately trained to enable young people to
identify their needs, strengths and difficulties

Young person feedback
Audit

Collated assessment / Choice
letters / random audit

Young people’s feedback

Young people’s feedback
Training records

2.3 Information

Young people are helped to make informed choices.

Behaviour

Possible Evidence

Young people have access to age and developmentally
appropriate information about possible and different
interventions and services relevant to their mental health and
emotional wellbeing

Website/leaflets /hand-outs
Young people’s feedback
Signposting to relevant
website

2.4 Goals
Clinicians involve young people (and where appropriate their parents/carers) in the setting of relevant

shared goals.
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1. These are noted in the initial assessment / Choice letter Young person feedback
Audit
2. Goal based outcome measures are used in 90% of cases Letters

3. Young people have opportunities to feedback on the
process of goal setting

2.5 Interventions

A choice of approaches/interventions (including those of evidence based practice where relevant) are
offered if possible, in line with client preference and goals, and chosen in partnership with the
practitioner.

1. Intervention information is provided and discussed Young person feedback
Audit

2. Used in intervention decision Data on service/intervention
take-up

2.6 Goal review

Where goals are set there is regular review and reflection on goals and progress.

A goal based outcome measure is used and reviewed with Young people’s feedback
young people Published outcome data
Notes audit

2.7 Routine outcome measurement

Young people are asked to give session by session feedback and are involved in reviewing progress,
goals and outcomes.

At least 3 ROM are used for 90% of YP Published outcome data

Young people’s feedback
Notes audit

Section 3: Strategic/Service Collaboration

3.1 Strategic collaboration

Young people (and where appropriate their parents/carers) are involved in all decisions/plans that
affect young people. This includes design, planning, delivery and reviewing of services.

‘ Behaviour ‘ Possible Evidence
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Young people are offered a range of opportunities relevant to
their needs to encourage and support their involvement
and participation in various aspects of the service.

Young People’s feedback is shared with senior
representatives at a Trusts/Organisation Board level and
comments are acted upon

Website/leaflets
Demographic data
Reports and data on
activities

and their outcomes
Forum minutes

3.2 Publication Collaboration

Any leaflets, websites or communications aimed at young people are developed in partnership with

young people.

Behaviour

Possible Evidence

Agencies have a range of strategies to enable appropriate
consultation with all the groups of young people its service is
designed to meet

Profile of young people
involved

Feedback from young people
Notes/reports

Young person’s forum

3.3 Training

Young people and carers are appropriately involved and supported in the design, delivery and/or

evaluation of staff training.

A training plan describing how young people have been
consulted on and involved in its delivery is available

Young people’s feedback
Training plan
Staff feedback

3.4 Recruitment

Young people and/or their parents/carers are involved in and their views taken into account in the
recruitment and appointment of anyone in the organisation who has contact with young people.

1. Young People are involved in developing recruitment policies
and procedures

2. Young people are trained and supported to conduct staff
appointments

Collated interview panels
Feedback from young
people, interviewees and
staff
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Delivering Well

Section 4: Leadership

4.1 Leadership team

That there is a leadership team representing multiple aspects of the service e.g. managers, admin and
clinicians / practitioners.

Behaviour Possible Evidence ‘
There is a regular cycle of meetings involving all those who Operational plan
lead and manage different areas of the service to ensure Data on targets
collaboration in the design, review and delivery of the annual Minutes of meetings

operational and other plans.

Transformation is seen as a dynamic process.

4.2 Team development
There are regular scheduled opportunities for staff to come together for team / service away days to
build team relationships, facilitate learning and service development.

|
Each team has regular joint development time and Team diary
opportunities Leadership team
minutes Away day
Transformation is seen as a dynamic process notes / agendas Staff
feedback
4.3 Training

There is an organisational commitment, resources and time made available for continuing professional
development and training.

Each service has an annual training plan available Submitted
Staff feedback

4.4 Integrated services

There are effective relationships with key local organisations to ensure the holistic needs of young people are met in a
timely and appropriate manner

‘Behaviour ‘Possible Evidence
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1. Staff develop positive working relationships with Minutes of meetings
external agencies to enhance the overall local service Information on local services
offer to young people Referral protocols

Referral data

2. Staff share skills and knowledge to ensure the Young people’s feedback
timeliness and relevance of services and interventions Staff feedback
based on an understanding of young people’s wishes Record of joint training
and needs events

3. Where relevant and agreed with young people, staff
ensure an integrated approach with other agencies in
the care offered to individual young people

Section 5: Workforce

5.1 Skill mapping
The service has mapped the skills of the individual team members and uses this to inform clinical

interventions, training and recruitment.

Behaviour Possible Evidence
1. Services map staff skills at least annually, through e.g. Operational and strategic
supervision, appraisal, the use of core competency plans
frameworks Training plan

Recruitment
2. The information generated actively informs the delivery | Skills map
of its services, operational and training plans SASAT

5.2 Interventions
Services offer an appropriate range of treatments, including those recommended by NICE and other
evidence based interventions (where relevant).

Behaviour Possible Evidence

Staff are competent to perform all aspects of their role and Data on outcomes

responsibilities, including NICE recommended treatments Young people’s feedback

where relevant Staff appraisal and feedback
Training records

5.3 Job Planning
Clinicians / practitioners have a clear description of their roles, tasks and capacity for clinical casework,

administration, team meetings and supervision.

Behaviour Possible Evidence
1. All staff have a job description and individually agreed work | Work plans
plan / capacity plan

Staff feedback
2. Work plans are regularly monitored and reviewed in Team / service capacity plan
supervision

3. The service has a collated team capacity plan
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5.4 Supervision
There are time and resources for clinical and management supervision.

Behaviour Possible Evidence
1. The agency has clear policies on the different functions of Line and clinical supervision
line and clinical supervision and staff have regular access policies
to both. Notes of supervision

Feedback from staff
2. Clinical supervision must be available to practitioners
at least one hour per month

3. Management supervision is available to all staff

4. Supervision is delivered by staff with the appropriate
clinical skills and training

5.5 Peer group discussion
There are regular opportunities for staff to participate in small group case discussion regarding goals
and outcomes.

Behaviour Possible Evidence
The service ensures time and resources are available for Information for practitioners
practitioners to discuss interventions on a regular basis on PGD meetings

Feedback from staff
Dates / frequency noted in
leadership team minutes

5.6 Appraisal
Young people's/families’ views of their experience of the clinical care delivered should be included in
staff appraisals.

Behaviour Possible Evidence

1. Appraisers are trained to use young people’s feedback to Notes of appraisal
help inform individual staff appraisal Staff and supervisor

feedback

2. Each appraisal involves some feedback from young people Submitted
on their service experience plus a clinical experience of E.g. CAPA-ECQ [experience
service review (i.e. direct feedback on specific clinical of choice questionnaire]
interactions) 360 degree

Section 6: Demand and Capacity

6.1 Demand and capacity management
Services can describe their demand and capacity and have systems (IT and others) and process in place
to monitor and respond to fluctuations.

‘ Behaviour ‘ Possible Evidence
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1. There is a continuous record of referrals accepted by Statistical data
team and available assessment / treatment or Choice Notes of management
and Partnership capacity. meetings
2. The agency monitors: Maps of administrative
- all contacts made by young people; systems to support process
- all assessments and interventions offered and
taken up

3. The agency uses this information to help plan and manage
the service

6.2 Flow management
Services deploy their resources efficiently and effectively to minimise delays in the young person’s
care and involve full booking wherever possible.

Behaviour Possible Evidence
1. The service regularly monitors and reviews: Data on contacts and take up
- all initial contacts made to the service of assessments and
- waiting times between initial contact and intervention interventions
Service policy on managing
2. The service has procedures for assessing and fast tracking urgent cases
urgent needs Young people’s feedback
Maps of administrative
3. 90% Young people are fully booked (i.e. booked into a systems to support process
specific slot rather than placed on a waiting list) into
treatment / Partnership at Assessment / Choice

7.0 Authorship

This document was written by Dr Steve Kingsbury [Service Development Group], Barbara Rayment
[Voluntary Sector], Dr Isobel Fleming [CORC], Peter Thompson [QNCC] and Dr Ann York [Service
Development Group Chair] with contributions from Mark Hemsley [Young Person] and Catherine
Swaile [CAMHS Commissioner]. The group would like to thank the National Accreditation Council
and the Service Development Group for their additional contributions.

8.0 CYP IAPT Values and Behaviours Summary

Delivering With

Section 1: Access and Voice

1.1 | Referral Clear criteria and referral processes which are accessible and
understandable.

1.2 | Self-referral A clear self-referral process is available for all young people
(as is appropriate for that service and compatible with local

commissioning guidance).

1.3 | Access times A young person and where relevant their parents/carers
receive quick access to treatment (access times are in line
with any locally agreed targets).
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1.4 | Access settings Young people are offered help in accessible and comfortable
settings.

1.5 | Service feedback There are clear ways and simple to use means for a young
person and/or their family to provide regular feedback or to
complain. This feedback should be used in meaningful
manner.

1.6 | Advocacy & The availability of independent advocacy and support services

Support are well signposted and young people and/or their families
are supported to access the help available.

1.7 | Transitions The transition between services will be planned and

supportive, with the young person’s mental health kept in
mind throughout.

Section 2: Clinical / Intervention Collaboration

2.1

Initial assessments

Young people are offered an initial assessment without
significant delay

2.2

Holistic

Young people are offered an initial assessment that is fully
collaborative and takes a complete view of their lives and
mental health. This assessment should include family/carers
and friends where appropriate.

23

Information

Young people are helped to make informed choices.

24

Goals

Clinicians involve young people (and where appropriate their
parents/carers) in the setting of relevant shared goals.

2.5

Interventions

A choice of approaches/interventions (including those of
evidence based practice where relevant) are offered if
possible, in line with client preference and goals and chosen in
partnership with the practitioner.

2.6

Goal review

Where goals are set there is regular review and reflection on
goals and progress.

2.7

Routine outcome
measurement

Young people are asked to give session by session feedback
and are involved in reviewing progress, goals and outcomes.

Section 3: Strategic/service

collaboration

3.1 | Strategic Young people (and where appropriate their parents/carers)
collaboration are involved in all decisions/plans that affect young people.
This includes design, planning, delivery and reviewing of
services.
3.2 | Information Any leaflets, websites or communications aimed at young
Collaboration people are developed in partnership with young people.

3.3 | Training Young people and carers are appropriately involved and
supported in the design, delivery and/or evaluation of staff
training.

3.4 | Recruitment Young people and/or their parents/carers are involved in and

their views taken into account in the recruitment and
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appointment of anyone in the organisation who has contact
with young people.

Delivering Well

Section 4: Leadership

4.1 | Leadership team That there is a leadership team representing multiple aspects
of the service e.g. managers, admin and clinicians /
practitioners.

4.2 | Team There are regular scheduled opportunities for staff to come

development together for team service away days to build team
relationships, facilitate learning and service development.

4.3 | Training There is an organisational commitment, resources and time
made available for continuing professional development and
training.

4.4 |4.4 Integrated

services

There are effective relationships with key local
organisations to ensure the holistic needs of young
people are met in a timely and appropriate manner

Section 5: Workforce

5.1 | Skill mapping The service has mapped the skills of the individual team
members and uses this to inform clinical interventions,
training and recruitment

5.2 | Interventions Services offer an appropriate range of treatments, including
those recommended by NICE and other evidence based
interventions (where relevant).

5.3 | Job Planning Clinicians / practitioners have a clear description of their roles
and task with appropriate time allocated for clinical casework,
administration, team meetings and supervision.

5.4 | Supervision There are time and resources for clinical and management
supervision. Individual supervision must be at least one hour
per month.

5.5 | Peer group There are regular opportunities for staff to participate in small

discussion group case discussion regarding goals and outcomes.

5.6 | Appraisal Young people's views of their experience of the clinical care

delivered should be a key part of staff appraisals.

Section 6: Demand and Capacity

6.1 | Demand and Services can describe their demand and capacity and have
capacity systems (IT and others) and process in place to monitor and
management respond to fluctuations.

6.2 | Flow management | Services deploy their resources efficiently and effectively to

minimise delays in the young person’s care and involve full
booking wherever possible.
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