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Trafford CYPS

Joint Commissioning Unit

Emotional Health and Psychological Wellbeing: Needs Assessment and Commissioning Plan

Consultation Responses 2008

	Comments
	Response

	Commissioning Plan

1. CAMHS is under resourced in staff trained on working with children with significant learning difficulties (only 1.3 WTE when new post is in place)

2. Comprehensive CAMHS for children and young people with a learning disability is a PSA set by the DoH.  To provide this would involve more staffing and input into the Trafford Early Development Service, to provide a service post diagnosis.  

3. Issues around Transition – Meeting the needs of all children and their carers from birth to 18 with LD can only be achieved with additional staffing and resources

4. Support LD CAMHS being merged into Children with Complex and Additional Needs (CAN)

5. Vital that mental health professionals have a clear voice within the management structure of the CAN team

6. Children with ASD should sit within the CAN service

7. Page 39 – discussion of ADHD and ASD but only address ADHD

8. NICE guidance on ASD due out in 2011 and with the changes in Trafford now is the time to develop and finance a high quality assessment and intervention service for children and young people with ASD, situated in the CAN team

 
	1, 2 & 8

Will be addressed in the Comprehensive CAMHS Workforce Plan. This is required nationally and locally to determine how additional funding from the PCT will be allocated over the next 3 years.

3.Transition (general & LP) Projects underway involving partners from Adult Services and Health and is nationally driven by the Aiming High agenda

2, 4, 5 & 6 As the CAN team evolves this will be considered.

7& 8. noted



	Commissioning Plan and Needs Assessment 

1. The Perinatal Support Team are a specialist primary care team addressing the perinatal mental health needs of all women in Trafford – not mentioned in Needs Assessment or Commissioning Plan

2. Mothers with Perinatal Depression – impact on development and attachment, issues around infants cognitive, social and emotional development.  The work of the Perinatal Support team has huge impact on these issues

3. Teenage parents – are more likely to be depressed in pregnancy and are therefore more likely to have children with elevated rated of emotional disorder and cognitive deficits

4. Working specifically with teenage parents – our work with this client group is vital in preventing long term consequences on their own children 

	1. Noted; this will be resolved, and this service will be included in the Commissioning Plan refresh
2, 3 & 4. being considered within the Think family programme

3 & 4 this will be referred on to the Parenting Strategy & Teenage Pregnancy Leads 



	Needs Assessment

1. There is confusion in the document around the terms “Webster Stratton and “Incredible Years” – the programme should be referred to as “Incredible Years”

2. There is some additional information to be added – [the detailed are contained in original response] – particularly relating to breadth of support and work carried across agencies and the borough

Commissioning Plan

1. It appears in the plan that the Family Partnership co-ordinators will be moved into the MAFSTs.  Our feeling is that to split us up into one or two of the locality teams would dilute of not negate what we are about

2. We already work across agencies and the borough 

3. 1995 guidance from HAS [Together We Stand] recommended that interested and experienced practitioners from front line universal services should be placed in CAMHS with additional training so that they can increase capacity in Tier one – this is the Family Partnership Role

4. About 50% of the Family partnership work is in training and supporting people working at Tier one, the rest is a caseload of usually younger children referred to CAMHS and needing intervention at Tier 2

5. Being located in CAMHS makes the service easily visible and “get-attable” for people wanting advice about what to do. A member of the team is regularly involved in CAMHS screening group


	1 & 2. Noted and to be amended 

1, 2,3, 4 & 5. With the recent development of TAMHS in Trafford, the Youth Crime Action Plan Think Family Model and development of Family Therapy in CAMHS via external grants, the organisation of parenting specialists will need further consideration

	1. There needs to be mention and consideration of the SHA’s Mental Health Commission report “A Better Future in Mind”

2. There have been concerns about Commissioners consulting and engaging with service users, carers and the public


	1. Noted

2. Work is underway to develop improved methods of service user engagement & participation and links into Commissioning of services which is supported by the CYPS Strategic Partnership Board.

	Commissioning Plan

1. Some of the issues in the commissioning plan are also included in the document “CAMHS Partnership Progress to date”  - there is an implication that some of the recommendations being consulted on have already been accepted, e.g. primary mental health staff moving to MAFST’s

2. Joint Commissioning – there needs to be clarity regarding the roles of the PCT and CYPS in commissioning both in CAMHS and the wider EH&PW services

3. Table 1: areas for improvement – were these identified via the needs assessment and with whom have they been agreed?

4. Referrals – Current indications remain that the year on year increase in referral rates is due to an increased prevalence and includes an increase in tier 3/higher risk cases

5. Staffing figures - has this projection taken into account the increase in age range of clients from 16 to 18 years?  There is evidence to indicate that this age group have increased EH&WB / complex mental health issues that are more demanding of staff time and expertise.

6. Governance (page 25).  There is reference to ‘primary mental health services’ without a clear indication of which services this refers to.  If core specialist CAMHS clinicians are to be placed within MAFSTs, their skills and expertise need to be replaced.
7. Performance information systems – the CAMHS data base is in its infancy and will need further data cleaning and developing in order to inform commissioners in the future.  There needs to be additional resource within the service to allow for this.

8. Service redesign – figure 11 / existing CAMHS partnerships. This model has not included primary care services / GPs, school nurses, health visitors and also social care.  There are strong links in place with CAMHS and school nurses for instance.

The early Intervention service is also not referenced on this model.

9. The new Out of Hours service is limited to psychiatric emergencies and there is no additional provision for young people who deliberately self harm.

10. Areas for improvement (page 30).  Transition needs to be included in this list as a priority.  Table 2 identifies outstanding services to be included in MAFSTs but no indication of who is/will be delivering these and the links to specialist CAMHS for governance and supervision.  I agree that this is an area for development but more clarity is need about which services are to be in the area teams.

11. If other primary health services are to be developed to deliver primary mental health consideration needs to be given to the capacity of these services to take on board and deliver this development.

12. Links with MARAS.  There needs to be further dialogue between the 2 services to gain a fuller understanding of how CAMHS and MARAS can work more closely together.  This document notes arrangements adopted between CAMHS and MARAS for the pilot phase will be reviewed.  This review is already taking place with discussions by respective service managers.

13. CAF – whilst the CAF form may prove to be a suitable referral form except by GPs, a significant proportion of referrals come from GPs or paediatricians. The diagram used on page 38 indicates that where a referral is made and there is no CAF, this should be completed and a multi-agency meeting be called.  There needs to be clarity re which services should complete this CAF and call any subsequent meeting.  Again this is a resource issue.

14. ADHD / NICE guidelines.  CAMHS is to undertake benchmarking to review the current service and then review management arrangements.

15. Service user involvement.  I agree that this is an area that needs developing.

16. If current CAMHS staff are among those identified as delivering primary mental health activities and are to be transferred to the MAFSTs, there needs to be further discussion regarding how the remit of these posts holders.  Staff within core CAMHS are all delivering a range of services from primary care upwards.  Any skills lost to the specialist CAMHS service will need to be replaced by staff with similar levels of skills and experience. 

17. I have also noted that part of the DH grant for CAMHS is used to support the salaries of a CiN officer, a CiC social worker and 2 outreach posts.  I would be grateful for clarity re this arrangement, how these posts support the delivery of the EH&WB agenda in Trafford and how outcomes form these posts are monitored.


	1. This confusion will be resolved

2.This will be addressed as a result of new Governance arrangements for commissioning being implemented

3. These were identified by multi agency partners at the CAMHS Workshop event in March 08, which formed part of the needs assessment

4. Noted

5, 6, 10,11. This will be addressed in the Comprehensive CAMHS Workforce Plan and Think family developments. See also response on p.3

7. This is an action within the Plan & further resources have now been allocated. 

8. This diagram was provided by CAMHS

9. Noted

10 & 11. Transition is referenced on p.30 and additional resources have been allocated to make improvements across children and adult services.

Re outstanding services, the Think Family developments will provide some solutions and clarity on supervision arrangements etc.

12. Agreed; it is an operational issue which requires monitoring by commissioners.

13. CAF affords wider access to multi agency support at the earliest possible stage. It is likely that in future a CAF will be in existence for cases coming through to CAMHS, and the use of ContactPoint will enable those referrals from GPs to be linked up to the CAF and a potential LP.

14. Noted

15. Excellent, and CYPS can support CAMHS in this

16. Addressed in 5. above

17. It is proposed this grant is reviewed in the Plan so this information will become clear as part of that process

	Needs Assessment

1. Number of Educational Psychologists in the Service – some confusion in the document (actually nine plus CB as Principle Educational Psychologist.  Of these; four have Senior Practioner Status with lead roles (ASD, ADHD and behaviour, Speech and language, and Counselling and Mental Health), 

2. The Statutory process of Formal Assessment takes up only roughly half the work in Trafford.  
In terms of Tier 1 and 2, the EP service works through consultation advising schools / parents / other professionals in preventative work. In addition the EPS contributes significantly to training (capacity building), across a range of areas, often impacting through mental health concerns. For example, courses have been and will be delivered on stress for both children / young people and also teaching staff, through coordinated work with the Healthy schools coordinator.
Commissioning Plan
1. The Educational Psychology Service following further discussion with the Director of Education and Early Years would re-affirm its commitment to work in two primary core functions.

a) Firstly to build capacity and skills in terms of the schools and the children/families/professionals who support for education and development of children/young pupils.

b) Secondly to provide assessment of needs where the education system and its allied services are unable to meet needs through available skills/knowledge provided through the school setting.

2. The two core functions are delivered on a basis of multi-agency working with the service designed to support the three area teams and also support through an advisor role the specialist teams CIC, CCAN.

The proposal that EPs might work as part of the MAFST would lessen the impact EPs have in supporting the community of schools they service.

3. It needs to be reaffirmed that the service was redesigned so that EPs are designated, where possible, to match the three areas. So that each EP will know the community of schools they offer guidance and support to, whilst liaising with area teams to provide high quality/advice to those professional working inside the MAFST.

We do not have sufficient EPs to provide a duality of service to both schools and the MAFST.

4. Referrals to EPs are channeled through the code of practice via schools or the SEN support Team. To widen the referral base would be un-manageable without significant staffing increase or two discrete teams of EPs.  The latter would be unattractive for potential recruits to the EP Service, where a mix of assessment/capacity building offers wider opportunities for EPs and enables better quality of advice to children/young people and schools as well as the CYPS.

5. Ref Section 3, Page 31 of Original consultation document

It is ‘proposed that Educational Psychology Training becomes part of a general training of professional psychologists (including clinical psychologists).  In the future Educational Psychologists will undoubtedly work as part of community teams and some EP Services are nationally described as child/community psychologists in larger authorities/CYPSs.  However this is a very large step and without significant regard to the impact this will have on the direct support to schools currently offered by Trafford EPS.

Trafford has delegated most of its support to its schools and retains only the SENAS and EPS. This ‘loss’ to schools in particular needs time for our schools to build their capacity to address the needs of their pupils, so that they can be independent and sustainable, particularly with the increasingly complex nature of the needs some children/young people experience.


	1 & 2.Noted and to be amended

1a. Noted and to be followed up. Opportunities for this will come via TAMHS planning and implementation

1 b. A potential opportunity to develop with MARAS

2, 3, 4 & 5
Noted and to be considered as part of TaMHS/Think family development and implementation plans



	Needs Assessment 

1. The document states that there is at least one drop in session at each secondary school per week. This is the target that school nurses aim for however the current work load (e.g. attending case conferences/ training/ delivering immunisations) of school nurses can prevent this from being delivered
Commissioning Plan

1. It would be excellent if the proposed CAMHS staffing levels could be achieved. Poor emotional health is often the underpinning factor that predicts risky substance misuse/ sexual health behaviours.
2. P 27 school nurses do not appear on this diagram and I believe the school nursing service has very strong links with CAMHS.

3. P 37 “child protection register” should read “subject to a multi agency child protection plan”.

4. School nurses are in an excellent position to promote positive emotional health through drop ins and education sessions in schools and community settings. They are also able to refer to CAMHS and could support parenting programmes. Due to present work load however this role is compromised and capacity would need to be built in order for this to be developed further. One suggestion to support this would be the introduction of assistant practitioners to the service. This would enable support of health education activities, parenting programmes and projects such as “Understanding Anger.” There would be a cost implication for this.


	1. Noted

1. Will be addressed in the Comprehensive CAMHS Workforce Plan to determine how additional funding from the PCT will be allocated over the next 3 years.

2. This diagram was provided by CAMHS

3. Noted and will be amended

4. Noted and referred to Joint Commissioning Manager for Children’s Health Services to consider

	Commissioning Plan

1. I feel that the issue of clinical models and evidence base is not adequately explored.  The paper talks about the development of specialist parenting groups for children with complex needs, which is welcomed. However, it is important not to jump to the assumption that this is all that is required – since parenting issues are only part of the problem and will not in it’s self resolve some of the very challenging and complex issues that today’s youngster experience. I think that the paper is over reliant on the sociological aspects of mental health; there are often complex medical and psychological issues under lying children’s needs.  
2. Parent groups can help but only as part of a more holistic package and there is no evidence that ASD is due to parenting. Children with ASD benefit from the following:

· A detailed assessment of their cognitive and emotional development

· A detailed understanding of their educational needs and work with the school develop their understanding and the development of an IEP.

· Parents need education, support and family work to address bereavement issues and help them to develop individual ways of responding to and managing the complex behavioural and emotional needs of the child.

· Medication may be needed to reduce the child’s anxiety, depression and OCD

· Older children benefit from intensive psychological interventions including specialist CBT type work.

· Medical issues resulting from non-compliance, for example, may need to be addressed.

3. Children in need and children who are at school action plus represent a large group of children. The needs of these children are becoming increasingly complex.
4. There is no consideration of which groups are less well served e.g. CAMHS have to respond to emergencies and therefore, children who have chronic complex needs that are not life threatening have to wait- their difficulties increase over time and this means undue suffering to child and family.

5. Views of stakeholders of course not obtained.

6. NSF - the idea that certain specialists are missing from CAMHS- the NSF identifies the type of staff who may work in CAMHS- my understanding is that local services should identify the skill mix that will best meet the needs of their local population.  One would require clear evidence for the need and evidence base of the professions employed. The evidence base for some forms of interventions is better for some then others and in a tightly resourced team one would want to ensure that the most well evidence based interventions are sort first.

7. The role of specialist CAMHS as per NSF in my view does not come across clearly enough in the document.  

8. The NSF also highlights other aspects of CAMHS teams responsibilities that include a commitment to research and teaching and an involvement in service development.
9. There appears to be an assumption that CAMHS workers are split into those that do tier 1 and 2 and 3 work. Although individual CAMHs workers take a lead in different all clinicians are involved in aspects across all areas- this is because the nature of the job- one child can at times present as having a tier 2 issue and tier 3 at another. 

10. The national CAMHS audit in the past has considered case complexity of referrals. The finding for Trafford has consistently been that cases in Trafford scored higher then the national average on complexity scores.  This is a very important finding when considering skill mix and service design. In recent months there appears to have been an increase in referrals for self-harm, eating disorders and case with very complex issues. 
11. It seems reasonable that this information should be used in more detail to consider what skills should be expended. So of example, specialist parenting groups as an area of expansion is mentioned several times in the document. These groups will be very helpful as part of a care package for children with behavioural difficulties, however, they will have less of an impact on the biggest group of referrals i.e. those with emotional disorders.
12. It is very disappointing to see that the figures for the number of CAMHS staff remain inaccurate. [see below for tables of staffing]

13. The redirecting of DoH CAMHs grant is welcomed and a refocusing on specialist parenting is also a good idea- an alternative may be redirecting these posts to form links with MARAS 
14. This document does not identify what is meant by primary care activity – of particular issue in relation to the redirection of staff who are providing a service to tier 1

15. No objection to the movement of parent advisors in principle but the evidence based model that these posts are based on assumes that trainers of Parent Advisors are maintained within mainstream CAMHS.  This is to ensure two important features; a) smooth transition to CAMHS for at risk children, b) assure clinical governance and supervision by experienced clinicians

16. Parent advisors are currently counted as core CAMHS staff, moving them would mean that these posts would require back filling to maintain CAMHS figures

17. Pages 31 and 37: proposed model as an alternative to the one in the document [see below]

18. One significant strength of current CAMHS service is the single point of referral, with a single pathway for tier 2 and 3.  There would be significant concerns about any redesign that separate tier 2 and 3 referral pathways

19. The use of CAF referral forms for CAMHS, not all cases referred to CAMHS will require a CAF (e.g. Emergencies and tier 2 referrals) where children require specialist CAMHS input only, e.g. specialist interventions for phobias.  Using CAF for non-GP referrals would, in my opinion, produce additional inequalities in this health provision

20. the idea of a single pathway of care for ADHD and ASD is supported (page 39)

21. The development of non-medical interventions in CAMHS is welcomed (page 41).  It is not clear why CBT would be used in MARAS.  Also there are very important clinical governance issues surrounding its use

22. CAMHS staff training around cultural issues and threshold (page 44) – what evidence is there that this is required?  There appears to be an assumption that any difficulties in CAMHS staff acquiring SSD support is the result of CAMHS staff misunderstanding issues – in fact this is probably a two way process.  The proposed model may overcome some of these difficulties


	1, 2. Noted. Any developments will be undertaken through multi agency work groups to ensure all models are considered.

3. Noted; the role of CAF, Think Family projects and the CAN team need to be coordinated to support.

4.Support for children and families suffering divorce, bereavement, chronic or terminal illness was cited as an area for improvement in the Plan
5. This took place via several means, one being the CAMHS Stakeholder workshop in Mar 2008.

6,7,8,10 & 11. This will be addressed in the Comprehensive CAMHS Workforce Plan to determine how additional funding from the PCT will be allocated over the next 3 years, and national (NICE) guidance will be considered.

7, 8 & 9. Noted

10. Case complexity has been raised in Social Care also; the implications from the CAF process, workforce planning/service design and appropriate support mechanisms do need to be considered. The development of a complex case panel may serve to support this aspect too. Ensuring data on referrals is accurate is vital to support performance monitoring and future commissioning activity across CYPS as these are multi agency issues.

11. Noted 

12. All data on staffing was provided by CAMHS directly or taken from DH CAMHS Mapping information

13. Noted. However the document doesn’t state this grant will be redirected – it states it will be reviewed

14. Noted

15 & 16. With the recent development of TAMHS in Trafford, the Youth Crime Action Plan Think Family Model and development of Family Therapy in CAMHS via external grants, the organisation of parenting specialists will need further consideration; This will also be addressed in the Comprehensive CAMHS Workforce Plan. Staff relocated to work elsewhere would still be counted in the core CAMHS nos.

17. Noted and thanks for the time taken on this.

18. Noted
19. Trafford CYPS is implementing IIRAT and needs to support of all agencies to make this work successfully. We would need to consider a trial to test if inequalities were experienced

20. Noted

21. MARAS – P41 states MAFSTs

22. See ref to CSIP research p 43.

Work is ongoing regarding IIRAT & Threshold Criteria, pathways and training required



	Commissioning Plan

1. Page 21 Error: Fig 6. Prevalence rates and local expected numbers.  Re: children under local authority care.  Current caseload was 47 (with 2 or 3 post adoption cases) not 23 post adoption cases as is currently listed in last column of table.  This is a “moment in time” rather than an annual figure

2. Page 23 Addition: Financial Review: we agree with c) and would add that it would be helpful to establish local mental health prevalence rates for Post Adoption children/young people and for young Care Leavers

3. Page 33 Addition: Fig 14: Transition arrangements and access to appropriate adult services. Alongside the review for children with ADHD/ASD, we need to consider other children with likely severe and enduring mental health needs. Our work indicates that some of the children and young people in the Children in Care population, Aftercare populations and generic CAMHS populations who have had traumatic and abusive childhoods have profound difficulty accessing appropriate adult mental health services, and often fall into the homeless and offending lifestyle. We need to consider how to develop transition arrangements to meet the mental health and developing personality needs of these young people.


	1. Noted

2. Noted and further action to follow.

3. This can be picked up by the transition project & PM now in post.



	Commissioning Plan
1. I felt that standard 1 was very under represented in the Plan in comparison with standard 9

2. Early intervention and prevention for children and young people with mental health problems was listed in the areas of improvement, but this refers to secondary prevention i.e. early intervention after childhood problems or disorders arise.  The most important form of early intervention and prevention is in the area of pre natal and infant mental health.  I was pleased to see there was coverage of the importance of infant mental health in the Need Assessment (in section 7.7).  However I was disappointed that there was no follow up or specific mention of early intervention and prevention in infant mental health in the commissioning plan itself.
3. I would like to see a greater emphasis on early intervention and prevention strategies and commissioning within Trafford's Emotional health and well being Strategy and the commissioning plan.  An effective parental and infant mental health service would cut across all the key strategic outcome priorities for commissioning.
4. As the Needs Assessment document acknowledges honestly (p. 164) 'Currently in Trafford there is no Strategy regarding infant mental health and, while there is a lot of work being carried out, there is little coordination or focus on a strategic level'.  I would like to see this change. Hence I would like to see more prioritisation of perinatal and infant mental health in the commissioning Strategy.
5. Financial review 

a) Re: First paragraph, p18. 

I think this paragraph is potentially misleading. It suggests that there has been recent investment in primary health care posts within specialist CAMHS, which is not the case. In fact this is a gap in provision within Trafford when compared with the majority of children’s services, both locally and nationally. At present this severely restricts the inreach services e.g. consultation, training, supervision and brief intervention that specialist CAMHS can currently offer at Tier 1 and 2. And this has serious implications for the proposed service re design (see below). 
b) Re: Financial review recommendation b) p23

This needs clarification - Much in favour of reviewing the impact of the current posts funded by the DoH CAMHS grant and redirecting this into primary mental health services. But not sure what is meant by using this to target ‘Tier 3 specialist parenting support’. Is this tier 3 as defined earlier in the document? If so, it’s not a primary care mental health function, is it? 

6. Strategic Governance: 

a)The key recommendations make good sense. Although the timescale is clearly unrealistic (Dec 2008!) 

b) Although the documents acknowledge overlap with other strategies, they do not acknowledge the really important overlap with the Parenting Strategy! Both the Needs Assessment and the Commissioning Plan do not make any reference to the needs assessment and recommendations in Trafford’s multiagency parenting Strategy. We have to ensure that the two strategies are ‘joined up’ right from the start. One way of doing this would be if Trafford's Parenting Commissioner became a member of the proposed Joint Commissioning Group for Emotional Health and Well being.  This should create a 'cross cutting' effect; thus strengthening the links between parenting Strategy and commissioning issues and Emotional Health and Well Being strategic and commissioning plans in Trafford. Or alternatively, we recognise the massive overlap in parenting and children’s emotional health and well being and fully incorporate all the parenting Strategy and commissioning issues into the work of the new joint commissioning group.

c) In terms of commissioning priorities, the Parenting Strategy recognises that an important gap in provision exists in targeted and specialist interventions in the pre birth to 4 year old age range age range. To improve access to intensive support for ‘hard to reach’ parents and infants at risk, we need to commission evidence based, intensive attachment based programmes, e.g. Mellow Babies/Parenting and Video interaction guidance. I would like to see this gap in provision recognised and addressed as a priority in the commissioning plan.     

7. Service Re-design
a) Figure 11 misses out several key partnerships or working links with specialist CAMHS i.e. Paediatrics, Primary healthcare (School nursing/Health visiting/GPs), Educational Psychology, Education welfare, Perinatal care team etc.

b) In principle, I’m in favour of the proposed reconfiguration of CAMH services in terms of commissioning and provision. It offers an opportunity to bring together and coordinate the various service elements delivering mental health services in primary care. This should lead to clearer care pathways, more joined up working and increased capability in primary care. It also makes excellent sense to pool the various parenting practitioners that are growing in number and to be clear about their respective roles and remits and avoid duplication of effort. But this will only happen if the proposed primary care mental health grouping is properly coordinated and clinically supervised. How will this be achieved?

c) The fact that Trafford specialist CAMHS does not have a properly resourced or established primary care arm working out from the specialist service (like many authorities) will severely delimit the range of support that it can offer to the primary care workers in the MAFSTs and any proposed Primary Mental Health strand of a reconfigured service. We will need trained and experienced mental health specialists linked to the MAFSTs and offering support to the Primary Mental Health grouping to make it all work. How will this be achieved? This issue and all the rather sketchy proposals that follow on p31 about referral pathways etc need to be thought through in much more detail with senior practitioners in the frontline and addressed in the revised commissioning plan.  The forthcoming TaMHS bidding process should also offer the opportunity for greater clarity about a future model for primary care based CAMHS.  

8. Process Review

a) The section on the referrals from CAMHS to MARAS (p. 37) raises some important issues. For example, why do we need mental health professionals incorporated in to MARAT if MARAT's sole function is to police the social care eligibility criteria outlined in the recent guidance and onward refer level 3 and 4 cases to the social work teams in the MAFSTs? I would have thought that the specialist staff at tier 3 CAMHS should concentrate their limited resouces on building partnerships with the social workers in the MAFSTs rather than MARAT, where they can work on developing more effective joint interventions with the more complex cases at level 3 and 4 that present with both mental health and social care needs. MARAT just needs timely access to consultation from and referral to CAMHS and vice versa.   
b) The section on screening, assessment and services for ADHD and ASD ignores the work that the multidisciplinary steering group and senior practitioner working groups have done in relation to ASD care pathways over the last year. This work is ongoing and a proposal for service reconfiguration with commissioning implications, to make Trafford conform to national standards for ASD, will be available for consultation in January 2009. The draft proposal does not include any option to broaden the scope of the current Attention assessment clinic to incorporate ASD. Hence this suggestion on p39 is ill informed and insensitive to the multi agency-planning context. Therefore I think this section warrants revision as does h) of the 'Process review recommendations' on p41.      

Needs Assessment
1. The needs assessment is too long and rambling with too much emphasis on the lower tiers of services, and not the statutory higher tier services

2. A lot of the data is either incomplete or in need of greater analysis

3. The definition of CAMHS and the tiers needs to be reviewed and be in line with the NSF and other new guidance

4. There are some key omissions in this part of the document in my view. For example, Health Visiting, the Perinatal care team, the Butterfly group, the Hanen programme. These services were included in the parenting Strategy mapping exercise
5. The staffing levels for the specialist CAMHS team need to be checked against current establishment.  It looks to me as if the WTE establishment and headcount for specialist CAMHS are too high. 

6. I think we also have to be careful about the interpretation of the specialist CAMHS data (p 98 - 105).  The data stem from a snap shot of activity in the service in the month of November 2007, returned as part of the annual, national CAMHS mapping exercise.  As any statistician will tell you snapshots are samples and so can be very unreliable measures of overall service activity. For example, the data on referrals source states that only 47% of CAMHS referrals come from Primary Care Health Care. This is a serious under estimate.  Annual referral figures suggest that it is much closer to 85%. The number of social services referrals (21%) in the document is also an over estimate.  Actual numbers are much closer to 8%.  I think the date on so-called Interventions (on page 105) also needs to be taken out for similar reasons, as it's meaningless.   .


	1 & 2. Noted for follow up action, ideally addressed via Think Family projects

2. Noted, will be addressed in refresh document

3 & 4. To be included in Think Family developments

a) Noted
b) Redirection of any resources will be considered against a review of current and future needs as/when additional funding becomes available.

a) Noted

b) the new governance arrangements will include the parenting commissioner as a core group member and these are being organised to encourage ‘cross fertilisation’ of agendas.

c) Work underway re Think family should enable such developments to progress

a) This diagram was supplied by CAMHS

b) & c). The Think Family initiatives should support these developments.

a) MH input here is to support more comprehensive assessments and appropriate onward referrals.

b) this is now covered in the refresh document 



	Commissioning Plans

Detailed response per page in separate document 

Some key points:
A) Transition - general

C Lamb (2008) paper on the adult/CAMHS transition is detailed and needs to be included in any approach to transition.  Would really help, particularly in terms of workforce numbers

16-18 year olds are particularly "cost heavy" in terms of mental health services, which has a large impact on staffing Paper estimates 19.3 WTE per 100,000 of total population if including Transition Trafford - this results in 40.5 WTE (this excludes substance misuse, YOS) 

B) Neuro developmental agenda

1. Background

It impacts on all the key strategic priorities for CYPS (including Teenage Pregnancy, Youth Offending, Anti Social Behaviour) Historically (Pre DJ starting) CAMHS did not do much work around ADHD, ASD or LD (especially not for psychiatry re LD). Paediatrics only did severe ADHD (Hyperkinetic disorder) and had no psychological support for this until AAC was set up.

Since DJ and work with ADHD steering group - this work is being done but with no additional funding or commissioned service design/manpower plan and gaps here have severely hindered progress Attention Assessment Clinic - this initially was put together on a "shoestring" as a solution to managing heavy psychiatry referrals, so we could triage them first. 

It was never meant to be 'the final solution' but a stopgap until services were better supported. We need to work up a more detailed service spec and SLA for treatment clinics as well as assessments, with dedicated manpower, providing a seamless service across the age span. A collaboration between commissioners and providers perhaps via ASD and ADHD steering groups would be helpful. We need a workforce to do appropriate timely assessments and link workers to provide timely educational and social assessments and interventions. This would make all the difference

2. CAF and Lead Professional

I am very much in support of using the CAF and having better info before referral to CAMHS. We really need to rethink the whole agenda using CAF as a basis for an initial assessment of needs - with a multi-agency/multi-disciplinary approach and response Using a CAF might help with the referrals issue - currently CYP are waiting for an appointment with CAMHS and then from there they are referred on to other services (such as speech and language, social services, ed psyc, and the statementing process) with their own waiting list, therefore these CYPs are waiting twice, or three times and meantime get worse, may be excluded from school or home situation breaks down. They cannot afford to wait as rehab is especially difficult in this population There is a need to develop the Lead Professional role - this is a specialist job for CYP with neuro developmental disorders.  A LP would need to know the specific disorders and key issues, as well as have good access to all services in the area

D) Safeguarding and vulnerable families and adults We are currently very weak at providing assessments of carers needs and appropriate support This needs to be developed as a key priority to stabilise vulnerable families, especially where more than one individual is affected, particularly if parents are also affected and have no service (there is currently no ADHD or ASD service for adults and the vulnerable adult panel doesn't always take this on).  
Important issues emerge here re safeguarding and serious incidents nationally fit this picture for overburdened chaotic families. Many adults with ASD/ADHD have substance misuse or are misdiagnosed as having a personality disorder. Adult PD money could be used effectively to identify and treat those with these conditions, as expensive psychotherapy would be wasted on them until correctly diagnosed and treated (I have discussed this issue with the lead for adult PD in CSIP).

E) Timely access to social services

There is a lack of clarity re who in social services is accountable for what, with camhs and families being in the middle of disagreements between child and adult social services (who helps vulnerable adults who struggle with parenting?), or between MARAS and 'disabity' team. CAF is often used as a gatekeeping exercise and a family was recently told by social services that until there was evidence of physical harm, they couldn't allocate an asw. Camhs needs easy and timely access to social services support to manage risk (eg overdoses) and prevent breakdown of family situations before it's too late to redeem.

We need clearer criteria and camhs social workers dedicated to work with emotional abuse and vulnerable families. 


	A & B
The Transition LP project will /has addressed these issues

2 D & E

Work is ongoing regarding IIRAT & Threshold Criteria, pathways and training required




DT – Additional Information for point 17: Model to facilitate MARAS/CAMHS pathways and communication
Developed in discussion with the MARAS manager, CAMHS manager, and Head of Psychology
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Increasing case complexity and concerns 
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Other multi-agency solutions
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Multi-agency complex case panel (including CAMHS consultant and other senior staff





CAMHS SSD consultation clinic for complex cases with SSD (increased number of clinics to 6 hours per month) – one session each week





SSD teams





CAMHS consultant available for consultation re referrals (delivered by back filling one day consultant per week but available all week for telephone.)
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