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THE NATIONAL PICTURE: Appendix 2
The Interface between Mental Health &
Social Care for Children with Complex Needs

The concept of complex needs can be used to categorise “especially
vulnerable or disadvantaged people” or people presenting
“challenges to services”

What is the What are Complex needS?

issue?

E Multiple: not just in a single ' Persistent: long-term rather

domain, e.g. mental & than transient, e.g. LD/A
physical health
. ; ~Ls  Framed by family & social
m Severe: not respon_dmg 0 -',: contexts: e.g. LAC, offending
standard interventions '

il Services struggle to meet complex needs

for services

Le

Q’ Silo working: Interventions g Lacking specific expertise
are often single modality in existing services
driven

-O- interventions aren't always ° Multiple agencies can lead to
adjusted to reflect complex inconsistency of approach and
needs such as LD/A lack of continuity

Differing Definitions

y Additional Needs: Such as Q Contextual Safeguarding: At risk of
SEN, experience of trauma, harm or exploitation, self harm, suicidal
neglect, abuse behaviours

@  cratenoig behaviour sk ([ Samendns o services v o ot
of placement breakdown, Yy, u v ’ IC,

eacalation to crisle Iopg-term unsucces;.ful engagemer!t
with services - causing workers anxiety
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CECSIN Barriers to an effective response

4 Lack of joined-up & Fragmented system with
commissioning unclear pathways

Unclear governance: Unprecedented demand and
strategic ownership, multi- : under resourced services
agency meetings & data
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Waiting lists for ND Missed opportunities to intervene
assessments lead to drift & early leads to escalation and crisis
delay - due to thresholds & criteria
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THE MEDWAY PICTURE

The Task

TONIC were asked by Medway Council and the CCG to review the interface between CAMHS
and Social Care in relation to complex cases for young people in need of both services

To do this, we conducted a literature summary, 6 interviews with young people and their
families, 18 stakeholder interviews, a review of case file audit notes, and a review of the online
support offer

Local Stakeholder Views

e experiencing unprecedented Social Care & CAMHS have d
capacity to meet this in a of what co
1y waiting lists for organisational pr
ially for ND at 2 years+) professional ”
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How young people want to be treated

Young people highly value Young people wanted at least
being listened to: one consistent professional
))) “‘< involved throughout their
« Being consulted with journey
e Being taken seriously Ideally this would
be a consistent
o Treated as credible multi-disciplinary
//\\ sources of information in team in the

I . . O
their own care community ﬁ

@)
Some safeguarding measures used made them feel @

de-humanised, frightened or punished rather than safe

This included restrictive processes, accompanying people to the toilet,
shower or being in the room while they slept

Young people highlighted difficulties communicating how they felt -
they would welcome use of visual aids to support this and staff just
sitting with them, without the need to talk or express themselves
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What young people told us about their
experiences of Tier 4 CAMHS provision
in Medway

The interviews undertaken with young people and family members highlights the value in
consulting with service users about the care they need and want.

Young people were incredibly articulate about what was and was not helpful to them in their
journey to wellbeing and recovery, in coping with their, sometimes traumatic, life experiences
and presenting needs.

3 key themes emerged from our discussions with young people

Young people value being listened to, being consulted with and getting treated as credible
sources of information in their own care.

They respond well to having at least one consistent professional involved throughout their
journey and, as explained by the mother of one young person, having one consistent multi-
disciplinary team in the community would seem to be best practice. This model is used in
hospital settings and promotes effective communication between professionals, as well as
timely interventions.

Young people were candid in how some of the systems in place to keep them safe often
made them feel unsafe, more frightened or punished rather than safeguarded.

They felt that any restrictive processes (e.g. anti-ligature suits or restraints) should be
applied in a trauma-informed way wherever possible as some experiences were re-
traumatising.

Young people highlighted their difficulty in communicating how they felt, the use of visual aids
to support this would be welcome and young people often said that staff just sitting with
them, without the need to talk or express themselves, was a powerful antidote.

There also seems to be a lack of appropriate placements or resources for young people
with complex needs locally. Young people often have to be moved outside of Medway and
they described how the process of accessing a placement should be made more young
people-centred, easier and smoother. This included wanting to have oversight of the new

placement, advanced warning and preparation and a buddy system in place for at least the
first week of arriving.
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Young people discussed the fact that it felt like things were happening to them rather than
with them - that their voice was not heard and often their concerns were not taken
seriously.

This was particularly important where young people felt they knew themselves best with
regards to what worked for them, the timing of interventions but their influence over their
care was limited.

Young people noted the number of social workers they had been allocated alongside the
amount of time it takes for them to build trust in new people.

They often felt like they were being punished rather than kept safe. They made
recommendations about how to securely transport them to new placements, how to make
s.136 suites feel more comfortable, and how triggering it could be to be restrained.

Young people noted that being sectioned or in care often made them feel like they were
different to other young people. For example, one young person noted she had never had
social media like her peers and that she could not go out unassisted.

Young people asked for a ‘buddy’ for at least a week when coming into a new placement, to
help them settle. Some said the buddy they were given was only there for part of the first day.

It can be triggering to be around other young people who are harming themselves, so they
felt care and consideration needed to go into how this is managed.

Those who had accessed Dialectical behaviour therapy (DBT) were very positive about this
experience.

Building trusting relationships with consistent members of staff was felt by young people to
be a key therapeutic tool.

Young people noted the number of social workers they had been allocated alongside the
amount of time it takes for them to build trust in new people.

This was echoed, by one mother we spoke to, who highlighted the challenges associated
with dealing with many different professionals for her son’s complex care needs. She
wanted to have one team that could cater for all his needs, made up of social workers and
mental health provision.
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Themes from Review of
Case File Audit Notes

[ 4
EARLIER INTERVENTION NEEDED TO

z PREVENT ESCALATION AND TRAUMA

- Earlier intervention or preventative work would have been beneficial - to
prevent escalation and further poor outcomes or trauma

. Preventative work for the parent(s) - suggestions that mothers would
have benefitted from support at an earlier stage

» Responding quickly to escalating risk - One case was identified as at risk

of Child Sexual Exploitation before it happened raising questions about
what more could have been done to prevent this

EO WAITING LISTS AND DELAYS

THROUGHOUT THE SYSTEM
« Most cases had delays in accessing CAMHS assessment due to lengthy
waiting lists or because individuals did not meet service thresholds
« Some experienced delays in accessing treatment or therapy
« This was sometimes given as the reason for escalation in risky behaviour

BETTER INFORMATION NEEDS
TO BE SHARED EARLIER

- Some cases were unclear whether therapy had been received

» There was doubt about whether services communicated with one
another and had an awareness of certain issues at key times

- Additional context was needed to properly assess people, and having
this earlier may have helped to better inform the actions taken

@ SLOW IN RECOGNISING AND
RESPONDING TO URGENT NEEDS
« In one case. delays were potentially linked to not recognising the signs
of sexual abuse and potential gang involvement

« Another case questioned whether more could have been done to spot
sexual abuse earlier to enable a quicker safeguarding response




Medway Council reviewed 12 case files for young people considﬁ‘r 1&98
ix 2
‘complex cases” involving Tier 4 CAMHS and social care in order é)?)
produce a summary of the notes. This diagram shows the key issues

Key ISS ue S (from Case F||e Aud|t notes) highlighted and the frequency with which they were mentioned

Sectioned Family Relationship Problems
58% {‘% 100%
Family Substance Misuse Other Abuse
Q

587 fe—

100% & 92%
Hospital / A&E
Attendances
- (@ e

Mental
Health

Behavioural Difficulties

83%

Domestic Abuse in 0 Family Mental Health
the family @ Issues
67% 83%

1 School Problems
& il oo
Suicidal thoughts and

S D ON &

67%

Self Harm Learning Disabilities / Difficulties

67% 7%
Sexual Abuse

67%



Complex Cases: What Works

Summary of evidence-based interventions & practice

Building Capacity for
families & non-specialist

staff

Parenting courses & skills:

« Triple P

+ Trauma Informed (TIA)
group parenting intervention
for foster carers

Social Work for complex
cases

Empowerment Oriented
Practice:

+ Address inequalities in power
balance

+ Shared decision making

« Perceived quality of services
« Strength & skills building

+ Open access

« Family strength building

Mental Health for complex
cases

Moderate to severe Depression
& Anxiety:

+ Problem Specific CBT for 3
months+

« IPT-A, family therapy, brief
psychosocial intervention,
psychodynamic psychotherapy
« Follow up psychological
therapy sessions

ND Pathway

Multi-disciplinary assessment
- paediatrician, speech
therapist & psychologist

BUILD ON WHAT WORKS

5 common elements in the evidence base of effective respon
* Problem-specific CBT

« Other therapeutic interventions

» Family and carer support

* Integrated delivery: multi-disciplinary teams
» Responsive ways of working: e.g. Intensive, child centred, shared decision making

Complex Needs services (inc. TIA,
sv)

Community Complex Needs
Service:

« Senior clinical leadership

* YP advocates

+ Team in the community

« Direct intervention from specialist
MH practitioners

« Additional expertise - e.g. for ND,
speech & language

» Reasonable adjustments to access
& provision

« Links to local commissioners

« Timely responses

Crisis Intervention

Suicidal behaviour & self harm:
+ Integrated, comprehensive
psychosocial assessment

+ Improving social functioning

+ Therapeutic relationship

+ Joint risk management plan

T4 Community Alternatives

Key elements include:

+ Small caseloads

+ 24/7 response

* Flexible working

* Multi-Modal treatment

* Close partnership working
* Partnerhsip with YP &
family to prevent breakdown

Aeﬁboe‘ﬁ)ms)g% cases:

T4 Inpatient &
Therapeutic
Residential
Placements

Longer placements
lead to better results

Theoretical components:
Attachment, Social learning
theory, Trauma
psychoeducation, Positive
parenting, Coaching & self
reflection

Collaboration:

+ Co-ordinating care

« Consistent, congruent or
complementary treatment
philosophies

+ Effective personal
relationships with other
professionals

Trauma-focussed CBT

Cognitive Behavioural
Therapy (CBT):

+ Adjusted and modified to
meet LD/A needs

+ Group/individual

+ Time limited (e.g. 12
weeks)

Trauma Informed Approaches (TIA):
+ Group parenting intervention for
foster carers

* UK examples: AMBIT, SECURE
STAIRS, DART, Trauma Recover,
Enhanced Case Management,
MAC-UK Integrate model

Intensive Family Preservation
Services

Intensive outreach & home-
based teams - e.g. CAMHS
Intensive Treatment Service
(ITS)

Multi-Agency Planning
for admission

Evidence-based treatments
for mild to moderate levels of
mental health disorder can
be delivered by
appropriately-trained non-
clinical staff

Relationships:

* Quality of relationship with
YP

Interaction style

+ Trauma Informed
approaches

+ Continuity

FCAMHS multi-disciplinary
team for those involved with
criminal justice

Assessments for ASD should
also assess mental health

Sexual abuse:

+ Time limited CBT

+ Trauma focussed CBT

+ Group psychotherapeutic /
psychoeducational sessions

« Therapeutic programmes: e.g.
Letting the Future In

Brief CBT for whole family

Treatment foster care

Multi-Agency planning
for discharge

Consultancy support, advice
& info - e.g. recognition of
symptoms, coping strategies,
self management techniques

Solution Focussed Brief
Therapy (SFBT) - basis for
Signs of Safety

Community case management

Applied Behaviour Analysis
(ABA)

Integrated Person Commissioning
(IPC)

Resilient Therapy

Community case
management

Joint agency
commitments

Lifeskills and coping skills for
young people

Solution Focussed Brief
Therapy (SFBT)

Support team for the child
and family/carers

Multi-systemic therapy (MST) for
abuse & neglect

Telepsychiatry

Multi Systemic Therapy
(MST)

Preparing a Crisis
plan agreed by all
agencies

Support for Carers & families

Nurse-led ADHD clinic

Self management Apps

Crisis recovery & reintegration

Support for
parents/carers

Kinship Care

Problem-
Specific CBT

Other Therapeutic
Interventions - inc.

Support

Trauma informed &

lifoaclkille

Family & Carers

Teams

Integrated Delivery
& Multi-Disciplinary

A&E Intervention

Flexible &

Responsive Ways of
Working: Inc.

Inteancivie 2A17
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AREAS FORACTION

These broad areas for action have been generated through our analysis of interviews with
young people, their parents/carers, stakeholders and a case file audit and literature review

Put the young person and their family/carers at the centre

Ensure young people's voices are heard, valued and taken into
consideration. Provide consistency in key workers, ensure the process is
humanised, avoid re-traumatisation and provide more comprehensive
support to family/carers

and accountability

Clearly define and agree the cohort, level of need and pathways

Agree what constitutes a "complex case" and gain clear commitments from
agencies as to their roles and responsibilities, to establish a much clearer
joint pathway that prevents young people falling through the gaps and can
be widely communicated to all agencies and staff

Take a whole system commissioning approach with clear governance
Bring linked agendas together (e.g. Transforming Care, Access to
2 Resources, T4 access, safeguarding), involving stakeholders to establish a
long-term multi-agency response for complex cases with clear governance

Establish a fast track assessment and treatment pathway for complex cases

Create a prioritised assessment process for complex cases, backed up by
increased capacity in key assessment and therapeutic roles to reduce or
remove waiting lists

Build an integrated approach with sufficient capacity to respond to demand

m Develop a new community-based Multi-Disciplinary Intensive Therapeutic

offer, based on evidence-based interventions, to meet gaps in the current
system, bringing together mental health and social care staff to grow
capacity and change the culture and support young people and their carers

12
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CONTEXT & GUIDANCE

Medway’s Local Transformation Plan for Children and Young People’s Mental Health
and Emotional Wellbeing sets out the need to review the Tier 3 offer and its
interface with Social Care in the context of children with complex needs

TONIC were asked to help collect and bring together the insights and experiences
of the many different people and organisations involved when accessing or leaving
specialist mental health services for children and young people, including services
users and their families. Alongside this, we undertook an Integrative Review to
summarise relevant literature and guidance

Over 150 papers were considered in the literature review - this included research
studies (including numerous systematic reviews), national policy papers, local policy
documents, good practice guidance and web pages of localised projects

This report includes findings from the literature review and interviews with 18
stakeholders and 6 young people who have used relevant services and their families

THE CARE QUALITY COMMISSION 2017 REVIEW OF CHILDREN AND
YOUNG PEOPLE’S MENTAL HEALTH SERVICES CONCLUDED:
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“Many vulnerable children who have experienced
long-term neglect, and those at risk of exploitation
and who go missing from home or care, live in
situations of actual harm or are at risk of harm for too
long.” Medway’s Ofsted Report, August 2019

PROBLEM
DEFINITION

There is a cohort of young people with “complex”
needs, which can be defined as:

« Multiple - not just in one domain, such as mental and
physical health

» Persistent - long-term rather than transient,
including for example learning disability, autism or
both

« Severe - not responding to standard interventions

* Framed by family and social contexts - early family
disruption, loss, inequality, prevalence of Adverse
Childhood Experiences (ACES) - e.g. Looked after
Child (LAC) or criminal justice involvement

The concept of complex needs can be used to
categorise “especially disadvantaged people” or people
presenting “challenges to services”.

Trauma impacts on many areas of a young person’s
life: Attachment, physical health, emotional regulation,
dissociation, behavioural control, cognition and self-
concept

Services across multiple sectors collectively struggle
to meet the needs of young people with the most
complex needs. Similarly, many young people struggle
to access, respond and maintain progress with the
support and interventions offered. This may be due to:

 Existing provision may lack specific expertise to
respond to needs and presentation

» Multiple professional involvement may lead to
inconsistency in approach and lack of continuity of
care and that holistic needs not being met

« Interventions are single modality driven (e.g. 1 type
of Therapy or medication), and don’t address wider
context

« The young person and/or family/carer may be
unwilling or unable to engage - e.g. due to a lack of
trust in statutory services or because entry points
are difficult to navigate

- Services and/or therapeutic interventions are not
always appropriately adjusted for young people
with learning disabilities, autism or both

“Too many young people have a poor experience of
care and some are simply unable to access timely
and appropriate support.” CQC National Report 2017

“Complex” cases can be an elusive concept, but
is often characterised by one or more of the
following:

+ Contextual Safeguarding Concerns:

At risk of adverse and harmful
experiences - risky or challenging
behaviours, aggression

At risk of criminal or sexual exploitation -
e.g. County Lines, radicalisation

At risk of causing harm to themselves

(e.g. suicidal behaviours and self harm) or
others

« Additional Needs:

Learning Disabilities (LD)
Special Educational Needs (SEN)
Autism Spectrum Disorder (ASD)

Experienced trauma - from neglect or
abuse

+ Challenging to services:

CAMHS treatment may have been tried
and found to be ineffective, or the young
person or family found not to be
“treatment ready” or not engaged

High level of professional anxiety — staff
feel unskilled to meet need or understand
behaviours

Interagency working is challenged by

differing thresholds & opinions about what
todo

Risk of placement breakdown

Recipients of long-term, but not very
successful, support from a range of
services

Missed opportunities for earlier
intervention leading to escalation to crisis

Misuse or poor use of residential/in-
patient provision at high cost with poor
results

Note: These are often adolescents but not
exclusively/majority Looked After Children



“Many of Kent and Medway’s ‘tier 4’ mené?ﬁgé}g%gds
are occupied by children and young people with a learning
disability (LD) or autism spectrum disorder (ASD).
Providing the right support for them and their families
from an early stage will mean they do not find themselves
inappropriately in inpatient mental health beds, but in
community-based, supported arrangements for education
and work.” Medway JSNA

PROBLEM
DEFINITION

“Switching from social care model to medical model at the

interface causes issues. Medical approach is good for
acute conditions but not so good for prevention. This
drives towards a deficit model” Medway Stakeholder

Barriers to effective joined up approach

» Lack of joined-up commissioning leads to

fragmented system with unclear pathways (e.g.
regional, Kent/Medway wide and Medway
exclusively)

Organisational fragmentation and professional
silos are obstacles to collaboration — Multiplicity
of multiagency meetings, funding and assessment
routes (SPA, CETR, MASH, CIN, CP, CPA,
Transforming Care, SEN plans, EHCP, Continuing
Care, Access to Resources Panel, JAP)

Unclear governance for who holds responsibility
and strategic oversight for complex cases

The switch between the social care model to
the medical model creates barriers and often
puts the process before the person

Key Challenges for Community Services

 Social care and CAMHS experiencing
unprecedented demand and are under
resourced

* The volume and complexity of referrals and

open cases contribute to a situation where
waiting lists remain a challenge on some
pathways:

» Reducing but still overly long wait for
treatment at T3 CAMHS

« Commissioning challenges for ASD
assessment - Very long waiting lists for ND
assessment and interventions (2 years+) with
only 22% starting intervention <18wks and
high cost of assessments (avg. 13 hours of
multiple disciplinary input at £650-£1,000 per
child) - lack of specialist capacity even if
funding is increased

« During these long waits, carers/social
workers are left unsupported or “In The
Dark” and unable to cope

» Volumes of those in crisis is higher than
expected - people get seen quickly at A&E
(95% in <4 hours) - this does not guarantee
a joined up community response

» Social Care Staff Turnover Affects
Relationship Building & Trust

Inpatient & Residential Stays

* Medway JSNA commits to reduce use of
inpatient beds

* Risk Management is key in referrals to
inpatient provision - but we do not have a
clear picture of the impact of Inpatient
stays

+ Given the high cost of in-patient and
residential placements, there is an
Economic Case for Change to invest in a
mixed economy at Tier 4, including
community alternatives (inpatient
admission costs avg. £33,820) & an
understanding that longer inpatient T4
stays are linked with better outcomes

* Therapeutic residential placements are
hard enough to secure when planned, but
are very hard to get for crisis/emergency
cases as emergency placements can
negatively affect provider’s Ofsted and
funding



Commitments

Medway LTP commits to:

.

Ensuring specialist assessment of our most
vulnerable young people’s emotional wellbeing
needs including children in care, care leavers,
children and young people in transition, young
offenders, children with disabilities, children and
victims of sexual abuse and those at risk of
developing harmful behaviours

By 2021, Medway’s Young people will have access
to evidence-based treatment, with minimal waiting
time

Children’s Services Improvement Action Plan
commits to:

.

Improve response to risk for young people in
danger of exploitation (top 10 priority)

Improve strategic relationship with health services,
and operational delivery across a range of health
functions to support children and young people in
care and care leavers (top 10 priority)

Fully implement an approach to contextual
safeguarding

Review commissioning arrangements to ensure
quality & effectiveness of health provision for LAC
& care leavers

NHS LTP commits to:

.

Comprehensive offer for 0-25 year olds reaching
across mental health services for Young people
and adults

100% coverage of 24/7 mental health crisis care
provision for young people - combining crisis
assessment, brief response and intensive home
treatment functions

Young people mental health plans will align with
those for Young people with learning disability,
autism, special educational needs and disability
(SEND), children and young people’s services, and
health and justice

South East Children in Care Pledge (NHSE): “If
your emotional health or mental wellbeing
deteriorates and you need support or treatment,
you will be able to access help in the area you live
in without delay”

Appendix 2

Opportunities

‘New Care Models’ Specialist
commissioning for Tier 4 moving from
regional NHSE-led to the local Provider
Collaborative

Transformation Work for Children in Care
- integrating social care needs with mental
health needs (Tier 3.5 therapeutic social
work)

Medway is a Wave 3 Trailblazer for
developing Mental Health Support Teams
(MHST) in 2021/22

Implementation of Signs of Safety
framework for social work practice

Support placement stability for more
difficult and challenging placements by
introducing therapeutic support for foster
carers by increasing the number of in-
house foster carers for adolescents

NHSE Complex Cases EOI

2020 Framework for Integrated Care
(Community) to use trauma-informed,
formulation-driven, evidence-informed best
practice to integrate and support services
to intervene earlier and prevent progression
into justice system, and unnecessary T4
admission or out of area placement

System-wide long-term joint
commissioning based on a thorough
understanding of need

Medway aim to prevent escalation of
cases to T4 and enable step down

Monitor states “Design of payment
systems influence quality of NHS care for
patients in ND”



Young People’s Experiences & Views
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YOUNG PEOPLE’S VIEWS

OUR APPROACH

In order to ground and triangulate the findings from best practice, stakeholder interviews and
the case file reviews, young people and their families were invited to share their experiences.
Young people with relevant experience were identified by commissioners. They were
contacted by their social workers to see if they would be willing to participate and, with their
consent, an interview was arranged. This often involved liaising directly with the young person
and/or their current placement.

Six interviews were conducted. This included five interviews, over zoom or telephone, with
young people and one interview with a young person’s mother. All five young people
interviewed directly were female and the young person whose mother we spoke to was male.
Their ages ranged from 14-18 years old at the time of interview. Some had been in care since
they were six years old.

Young person 1
Young person 2
Young person 3 (mother interviewed)
Young person 4
Young person 5
Young person 6

With their consent, interviews were recorded on a Dictaphone in order to enable the
conversation to feel more natural and for the research team to extract verbatim quotes from
the transcripts thereafter. We have set out our findings below thematically, using Braun and
Clarke’s (2006) inductive thematic analysis approach. This means we were led by the data,
and did not approach the interviews nor analysis with any preconceived hypotheses, nor did
the researcher have prior knowledge of the stakeholder findings again, to avoid biasing or
leading the interviews with young people. The three key themes we will explore here are:

1.  Having their voice heard
2. Humanising the experience

3. Consistent and Trusting Relationships
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Theme 1: Having Their Voice Heard

This theme relates to the fact that young people described that things had happened ‘to’ them
not ‘with’ them. They reported that they did not feel like an integral part of care decisions and
this was also echoed by the mother of one young person interviewed.

Young people reported that during their initial experiences, they felt that several professionals
did not take their concerns seriously. This included being offered a ‘cup of tea’ when describing
they felt suicidal and/or concerns being minimised or ‘laughed off’ as ‘teenage issues’ by
doctors and/or CAMHS teams.

In some cases young people described that this escalated their behaviour or worries because
they felt unsure about how else to be ‘heard’.

This sentiment was echoed by the mother of a young person who described her frustration at
particular assessments, such as occupational therapy and physical health assessments, not
being done until her son was sectioned, despite calling out for them for years. The implications
of not acting or listening to young people and families at early stages of support can have far
reaching consequences, for example, this young person had lost nearly all of his muscle tone
as a result of not having appropriate assessments prior to being hospitalised.

This theme also related to feedback from young people that they sometimes felt certain type
of treatment or therapy were imposed on them. They relayed that professionals did not
respect that young people were reporting they were not yet ready for certain interventions and
therefore engagement was poor.
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‘There are physical issues that haven’t been addressed for years, not just his
mental health. What works for him is consistency and routine, he has been
getting speech and language and extensive OT assessments in hospital, he has
hardly any muscle tone left, which made me really sad because he has gone from
low muscle tone to no muscle tone, I have been asking for five years, for please
someone to assess him, but apparently the only way we could do that was for
him to be sectioned. Why do these things not happen until he was in hospital?
This should have been done in the community. Why do I have to fight for this for
my son? And by the time we get there, it’s obviously too late. He shouldn’t have
to wait the lengths of time he does to get something simple done. He shouldn’t
have to be sectioned to get a full OT assessment - that is neglectful for me”
(Mother of Young Person)

‘I am getting therapy in January. | have had it once before and I kicked off and
smashed the whole room up, they asked me a question I didn’t like and I started
crying and smashed my room up. That was 2 years ago and | haven’t had therapy
since. Everyone has talked to me constantly about it since then. My mum was
always forcing me to have it and then | came to my own conclusion to have it.
Now it’s my decision to have it’ (Young Person 4)

Those who had received Dialectical Behavioural Therapy (DBT), when they felt
ready, were positive about this especially where they did not have to directly talk
about their feelings and emotions. Whilst some young people reported they
trusted professional judgement, mainly around medication, they also were clear
that they knew themselves best, what they needed to calm them down and what
they would respond well or not well to. In essence, young people described a
desire to be more of an author, than a reader, in their story. A participant rather
than just a passenger.

21
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Theme 2: Humanising The Experience

This theme relates to the need, reported by young people and their family members, to
remember at all times that there is a ‘human at the centre of all the chaos'.

A number of young people discussed particular incidents which made them feel isolated, de-
humanised or sometimes criminalised. For example, one young person described how she had
been in secure transport for ten hours when moving to a new placement and had to be
accompanied in the toilet cubicle when stopping to use the facilities.

This same young person also talked about her experience of being in a section 136 place of
safety.

Young people showed insight in terms of understanding the imperative need for safeguarding
but they discussed the fact they would have liked this to have been done in a more sensitive
way. In particular one young person highlighted that when being placed in an anti-ligature suit
she was ‘stripped naked’ to do so and this was extremely triggering for her. Another described
how she was ‘watched’ by staff when showering



‘I have been through a lot in my past with men and when they put you in t{&j%spe ﬁ({{'l}z,zthey
strip you naked, and it brought back so many flashbacks I attacked the st gu ey were
stripping me naked so of course | am going to attack. Anti-lig should be used but they
shouldn’t, if they do it just the once, | don’t think they should bung in the anti lig, talk to me,
calm me down, before you put me in it. I think they just need to not use the anti lig suit
unless it’s desperately needed. They wouldn’t talk to me after so I couldn’t explain why |
had acted that way’ (Young Person 2)

In addition, the mother of one young person described that because there were, as she
perceived it, inadequate resources in Medway to support her son’s particular needs she felt
he had often been left or forgotten about. In one school placement he had been left in a room
on his own.

‘He was literally in a room on his own by the time he left one of his schools - it was a battle
for me to get them admit they couldn’t meet his needs. I felt really quite upset about this as
you can imagine. It took me and the social worker to go and see where he was and say ‘this
is what they’re doing’ and then they admitted it. This has always been the problem. People
don’t seem to have the resources to help him, but | wouldn’t treat a dog like that’ (Mother of
Young Person)

As a result, this mother reiterated that because of the number of professionals involved in
trying to find a resolution for her son’s situation, she felt he often got ‘lost’ rather than staying
central to people’s focus.

‘There’s a lot of blame game going on, I find that as upsetting as it is to say, a lot of people
that are working in these teams, they forget there is a young child involved, he gets lost in
all of this’ (Mother of Young Person)

It is also important to note, as part of this theme, the extent that young people described
feeling ‘different’ to other young people. One young person discussed the fact that unlike the
majority of her peers, she had never had social media until recently. Other young people
described how it felt to be escorted out on visits or community trips. Therefore, there is a
need for young people to feel integrated with other young people despite being segregated in
hospital or foster placements. This relates to the appropriateness of placements and one
young person noted how she was often triggered or re-traumatised by things she saw in
hospital.

‘I feel like going to hospital wasn’t a good thing, it didn’t help me as much as I thought it was
going to. I don’t get the admission, you’re in hospital with other people who are unwell. You
see someone else hurt themselves and you get triggered by it, it doesn’t help your recovery
being with other people who are unwell’ (Young Person 1)

‘You see stuff in there [hospital] you shouldn’t have to see - | walked into a girl’s room |
knew from school and she was passed out on the floor with her laces round her neck’
(Young Person 6)
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The appropriateness of placements also pertains to suitable and timely assessments. It
was apparent in some cases that because of young people’s multiple and complex
needs there was a sense of not knowing where to best place them, who could best meet
their needs and very often the resources available were not local.

‘The resources should be more readily available. He can’t get respite, there is nothing
for him, a foster family would NEVER take him because of how he presents. There
isn’t anywhere in Medway, not a school in Medway that is trained to support him. It’s
beyond a local problem, in Medway the resources for him are zero. If he stays in
Medway he will need a tutor to come to him, his schools have never been in Medway,
he has been to Brighton or Broadstairs, we even ended up looking in Scotland and
Wales once. The resources are not there. Not for my son. He is complex, he is
unpredictable, it is hard to know how to manage his needs, but are you really telling me
he is the only one? And it’s impossible to get something in place for him?’ (Mother of
Young Person)

The case above pertains to a young person, who had been in hospital for a year after
being sectioned. His mother discussed how she often had to try and find him suitable
placements, liaise with providers across the country and link them in with Medway’s local
authority placement team. She recognised not all young people would have this type of
advocacy available to them. She expressed concerns about the suitability of her son’s
next placement on discharge from hospital, having only had one zoom assessment and
there being no crisis plan in place.

‘There is a new care provider that we hope he will go to when he is released from
hospital...but the last couple of months it has gone downhill, after all this time, he’s is
near discharge, they say they need another clinical assessment, they have only met
him once on a zoom call, they haven’t done the work, ten minutes of a zoom call. | know
it’s going to be another breakdown of a placement, they are shuffling backwards,
getting cold feet, | have seen it before, no one cares who it affects the most and that’s
my son. There is already too many red flags for me, no accountability, they are already
so worried about who will help them if there’s a crisis, this should be in a crisis plan,
but they aren’t taking responsibility for that either. Things that are majorly important
they aren’t covering and | don’t like that’ (Mother of Young Person)

‘Sometimes I feel like | work for Medway council because I do a lot of the legwork
myself, I don’t want to rely on someone else to look for places for him to go, I find
places, | speak to a provider and pass the details to the placement team so they can
share the paperwork. I do get over involved but | do need to do sometimes, if | am not,
things just get left. Providers will say ‘we have reached out to placements team and
they haven’t got back to us. Things get left and I can’t afford for that to happen’
(Mother of Young Person)
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Theme 3: Consistent & Trusting
Relationships

Young people were asked about the number of placements, moves and social workers they
had had in their period of involvement with social care and mental health services. It was
common for young people to have had multiple professionals involved in their care, from a
range of different teams with changing workers within this. The impact that this had was fairly
disruptive.

Young people were asked the extent that social care and mental health services
communicated well with each-other.

This was echoed by the mother of a young person who recommended having one team to
liaise with, rather than professionals from different teams. This was especially important where
young people had multiple needs and fell into multiple services (e.g. social care, learning
disabilities, mental health, placement teams).
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When asked what helped them feel settled and safe in new placements, young people
unanimously raised their relationships with staff as critical to this. Therefore, building a
trusting relationship with a consistent member of staff was highlighted as a useful
therapeutic tool. One young person also highlighted that it can take a considerable length
of time before trusting a professional, describing it took a year to trust her key-worker and
feel comfortable. This is an important point, particularly as several young people highlighted
challenges in communicating their needs, emotions and feelings to professionals. One
young person suggested the use of cards that young people could show to staff in
placements or hospitals to show how they are feeling without having to verbalise it.

Several young people also highlighted the benefits of having another young person
assigned to them when they move placements; a buddy system. They stated that where
this had occurred it helped make them feel settled but needed to be in place long enough,
for at least a week, for people to feel able to engage with this system.

In addition to a warm reception from staff and other young people, it was suggested that
young people should have a clear sense of the new place they are going to, being able to
visit or see pictures ahead of arrival.
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Conclusion drawn from
Young People’s Views

The interviews undertaken with young people and family members highlights the value in
consulting with service users about the care they need and desire.

Young people were incredibly articulate about what was and was not helpful to them in their
journey to wellbeing and recovery, in coping with their, sometimes traumatic, life experiences
and presenting needs.

Young people value being listened to, being consulted with and getting
treated as credible sources of information in their own care.

They respond well to having at least one consistent professional involved
throughout their journey and, as explained by the mother of one young
person, having one consistent multi-disciplinary team in the community
would be best practice. This model is used in hospital settings and promotes
effective communication between professionals, as well as timely
interventions.

There seems to be a lack of appropriate placements or resources for
complex young people locally. Young people often have to be moved outside
of Medway and they described how this process could be made easier and
smoother. This included having oversight of the new placement, advanced
warning and preparation and a buddy system in place for at least the first
week of arriving.

Young people were candid in how some of the systems in place to keep
them safe often made them feel more frightened or punished rather than
safeguarded. Any restrictive processes (e.g. anti-ligature suits or restraints)
should be applied in a trauma-informed way wherever possible.

Young people also highlighted their difficulty in communicating how they
felt. The use of visual aids to support this would be welcomed. Young
people often said that staff just sitting with them, without the need to talk or
express themselves, was a powerful antidote.



CASE FILE AUDIT NOTES Appendix 2

* T4 Length of Stay: 42% (5 cases) had at least one admission to T4
inpatient services for an average of 11.3 months in total which was
equivalent to 6.6 months per stay at an average of 1.7 stays per person

« Estimated Cost: Using the mean cost per inpatient day of £3,561 these
5 cases amount to an estimated spend of £858,145 at an average of
£71,512 per average stay (6.6 months)

« Outpatient T4: 50% (6 cases) were referred to T4 outpatient services

» Engagement Duration: The notes in the summaries pertaining to these
cases covered periods ranging from 4 months to 14 years. The average
period was 6.3 years (75 months)

» Changing Social Workers: Across the 12 cases, 84 different social
workers were involved, at an average rate of 7.6 per person in total and
3.5 per person per year

* Frequency of Needs Arising: The frequency that key needs or risky
incidents occurred was at an average across all cases of 1.9 per
month per person for the period covered by the notes. This is shown
in more detail in the following table
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Case File Audit: Issues, concerns and
needs frequency summary

Frequency Frequency Number of cases

(Total across (Average across Concern or Need Explanation
the 12 cases) the 12 cases)

Covering: neglect, physical abuse,

48 92% Other Abuse emotional abuse etc.
Reference to behavioural difficulties or
45 83% Behavioural Difficulties  challenging behaviour (inc. aggression,
violence)
Mental health issues (inc. diagnoses of
35 100% Mental Health PD, anxiety, PTSD, depression etc.)
Sexual assault / abuse (including rape or
3.4 67% Sexual Abuse assaulting others)
3.3 83% Family MH Family member mental health concerns
25 67% Hospital / A&E Hospital admission or A&E attendance

(also whenever operation mentioned)

Learning disability (inc. Autism Spectrum
22 75% LD Disorder, ADHD and mentions of any
serious developmental delay)
2 83% School Problems Problems with school (inc. exclusion)

Problems with family relationships (inc.

2 100% Family Relationships family breakdown)
1.9 67% Self-Harm Self-harm
1.9 67% Suicide Suicide ideation or attempt
1.6 58% Sectioned 2,3 0r 136
7 14 67% DV in Family Domestic abuse in the family
d et e
7 14 58% Family SM Family member substance misuse
0.8 42% CSE Child sexual exploitation
™ os/vor
0.4 42% E[nc_)tioqal / Social S_pgcifiq reference to emotional or social
Difficulties difficulties
0.4 25% Not allowed / unable to Not allowed to live at home - either by
return home family or social care
0.3 33% SM Substance misuse
0.3 25% CP Child Protection
0.3 17% Missing / Absconding Missing period or absconding
0.2 17% CIN Child in Need
0.2 17% Parent LD Parent diagnosed with learning disability
0.2 17% Gang Gang involvement

29

0.1 8% Homeless Homeless period



Appendix 2

Themes from the Review of
Case File Audit Notes

* There were some questions around
* There was a sense that earlier interventions

or preventative work could have been
beneficial - for example that therapy was
needed earlier on for the individual

Preventative work was suggested for the

parent(s) in a number of cases - for example,

there were suggestions that mothers would
have benefitted from preventative work

Similarly, one case had been identified as at
risk of CSE before it happened and
questions were raised about what more
could have been done to prevent this or any
escalation.

A common theme was delays in the CAMHS
referral due to waiting lists or because the
individuals did not meet the threshold

Some individuals also experienced delays in
accessing treatment (i.e. DBT), or were
described as being on waiting lists for
therapy

In some instances, this was the reason
attributed to escalation in risky behaviour.

whether work or specific therapy (i.e.
attachment work, family therapy, DBT) had
actually been received

As well as questions about whether
services were communicating with one
another and had an awareness of certain
issues at the time

It felt as though additional context was
needed to properly assess the individual
cases, and that having this information at
an earlier date may have helped to better
inform the course of action taken

In one case, delays were said to be due to
not recognising the signs of sexual abuse
and potential gang involvement

Another case questioned what could have
been done to spot sexual abuse earlier
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Additional context:

the

SE STUDY A: Timeline taken from

eview of Case File Audit Notes

» Family have a history of moving around Difficulties Owhqwm:ﬁw
+ Mum's ex-partner was violent with social Fight with challengin Extensive historical Attempted
« Mum experienced domestic abuse as a child worker another girl beh 9ing suicide Diagnosed
and adul tolovi ot and boyond biel Continues c Disclosed with PTSD,
lum became pregnant following a one-nigl Concerns raised More threatened parental and iscloses Moves to self-harm hospital for a that she anxiety
stand duetoi § . . gang school sexual Possibly month se: issues, ADHD
« Mum has anxiety issues and PTSD ueto _ﬂsmmm o inappropriate - inyolvement Assault trol abuse from school being Attempted | ed her and possible
. K:E ﬂ_‘msocww\ Mczm_‘mawm_,o?»ﬂ:o_‘mxmﬂw :Mq%% m_ww_,_ﬁ__m MNM@WMMM s contro step father mmEM_:@ j groomed for Displaying self- Behaviour mm%ﬂo brother who emerging
+ Mum has smoked cannabis in the pas attend pupil age i
+ Mum has 7 children P being sent on brother Ww,mmmo_mw ﬂmam:m,cc_w: Moved CSE deteriorati then m,o‘xcﬂ,< personality
« Step father was previously look after Instagram and into care S e e dsorder
P o Y look al then shared with + v v v % v v younger v
« Step father has difficulties with his mental e Qrgiher
T D Do e Doy i 2
2egesder » 2017 4 2018 », 2019 2020
Mum . Exploring care |
Friend claims options due to
separates Mum not that she had P abusive Mum CAMHS Support Mum’s contact
from step consistently behaviour — deemed not appointmen from is inconsistent
Homele father due to taking t CAMHS
domestic possibly antidepressa contacting
ss violence having been nt medication missing CAMHS for
sexually advice

abused




CASE STUDY B: Timeline taken from
the Review of Case File Audit Notes

Appendix 2
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the Review of Case File Audit Notes

CASE STUDY C: Timeline taken from

Struggling Emotional Reports wantin
In hospital due to at school Sectioned dysregulation Sectioned after t P d lif 9
blue pill (believed Self 0 end own life
Initially referred b aftera e and mild threat of and found
to CSC due to to be ecstasy) Argument Overdose of bridge harming intellectual Sectioned overdose and King al
Person who gave it paracetamol . Admitted after an L " walking along
sexual with Mum ficulti incident disability incident at train S t
(known to YOT) Difficulties informally to incident at a ectioned motorway
interactions at resulting in h Reported tracks .
14 when felt threatened step wanting to Sectioned with Mum adolescent Threatening d tunnel on Returned back in
s when dad to pump her e and sister unit for short Bullied to self harm Incidence - Acute hospital by Police
unable to say no Concern jump off roof after a roof " and of rape medicatio K
full of drugs and incident term crisis stress due to 2 missing Sect d
s around rape her Sectioned absent n reaction episodes ectione
:MMM: & # from & diagnosis ¢ #
school v
. v \
2018 2019 + 2020 % * +
' Seeing local New Moved out of
On list to jonal context: Wider family CAMHS and . Referre | t
. acement with i area to new
see >£m£8 Referred * Mun's Dad was an alcoholic who physically abused her  Work done with not able to has a care Friction d for P support Therapeutic placement
school Assessment >§<I Referral made to + Mum'’s parents separated when her Dad had an affair Mum and the accommodate coordinator DBT g ot term placement
counsell identified difficult CAMHS o CAMHS + Dad was emotionally abusive and possessiveto Mum  early help team, due to the _ or m:ﬂ Care Order
or relationship with jﬂ aking +  Dad was convicted of fraud and named in the papers but unsuccessful risks around Mum placemen Conflict and DOL’s
Mother, believed to ¢ mq_wE_E + Parents divorced — no contact with Dad self harm and doesn’t resolution and Order
be contributing to schoo *  Has difficulty saying no behaviour want her CAHMS
behaviour «  Later raped by step brother and friend back home additional

support



MEDWAY
STAKEHOLDER

VIEWS

"How can we
UELCE:!
vulnerable
young person
wait for two
VEEIS

when a week
can be a
lifetime for
them and their
family?”
Medway
Stakeholder
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* There is a whole system approach to mental health for young people in Medway

« Common aims to improve wellbeing and meet needs of young people with senior
leadership commitment

* MCH reducing their waiting list for ND pathway

« Overall CAMHS offer is seen to be improving under NELFT contract, with waiting
times slowly reducing (although uncertain this will continue due to covid restrictions
and increasing demand)

« Positive Behaviour Support (PSP) programme

« FCAMHS - although it is felt that capacity is too limited

« They are developing a NEST - specialist children’s homes for LD/A
« Strong Provider Partnership for T4 in the region

« 0-25 Disabilities Team has a good transitions process for whole families and
services

« ADHD Triple P parenting programme in Medway

“A 2 year wait for an assessment often
means the family feels exhausted and
cannot carry on - they just want to
understand what is going on and what to
do about it, but we keep them waiting”

Medway Stakeholder

Demand Supply

. : + Contracts based on historical needs
Unpreceden:lgd high de_rrlland data and needs to be flexible to
means CAMHS and social care are respond to changing needs
very under resourced t_o mee_t the » Although there are not large gaps in
|?Ve| of demand — and it continues to CAMHS staff, it can be hard to recruit
rise for ND and MH to specialist posts

. |nappropriate referrals to CAMHS » High turr_lover C_)f social care staff
contribute to this. where needs leads to inconsistent support for Young

’ people

could be met by non-specialist

T — * No dedicated LAC team in CAMHS



(

“Too many professionals say ‘this is not )’ . )
organisation is not commissioned to provide this’ - essentially
hiding behind professional boundaries” Medway Stakeholder

Lack of clear governance * A complex system built up of historic
and “silo initiative” funding streams drip-

It is unclear who "owns” the agenda for
fed by Government

complex cases for young people:

« at strategic partnership level; and
« at frontline individual case level

Gap in Medway level data at granular

* Multiple changes to the system in terms
of pathways, funding and terminology

» Geographical challenges — with some

services on a Medway, Kent & Medway or

level (e.g. T4, outcomes, LAC, complex ) _
regional footprint

cases)

“Sometimes CAMHS and Social Care seem worlds apart” Medway
Stakeholder

“Interventions should be multi-systemic and multi-modal, provided where
need is indicated, driven by the agreed formulation (‘their story’) and not
solely influenced by a particular diagnosis or label” Medway Stakeholder

Different groups have different
understanding of risk, complexity &
unmet need and about what constitutes
a “complex case”:

 Social Care - adolescents and
contextual safeguarding, risk of
exploitation, sexually harmful
behaviours, suicidal behaviour and
self harm

« 0-25 Disabilities team - Severe and
profound LD/A

« CAMHS - Accurate assessment and
treatment of those with formal
diagnoses

young people with challenging behaviour
can be seen as “hard to engage” or
chaotic & unmotivated

This can lead to concerns about
vulnerable people “falling between two
stalls” - e.g. Transforming Care and Tier
4, transitions, no clear diagnosis

It can be hard to get a diagnosis before
18 - therefore few young people have
these clear diagnosis

Kent and Medway have different DSR
processes leading to some confusion and
inconsistency

+ Differing views on which complex cases
are priorities, with concern about Young
people in one or more of the following:

» Adolescents with complex needs

» Transforming Care cohort - ND
Pathway (ASD/ADHD) & LD

« Sexual harmful behaviours (sibling)
+ Suicidal behaviours and self harm
« At risk of exploitation

+ Challenging behaviours

» Home placement breaking down with
adolescents

» Severe and complex diagnosed mental
health condition

« Unclear local joint pathways for complex
cases

« Expectation Management: CAMHS feel
social workers and parents/carers have
unrealistic expectations of what treatment
can achieve or consist of. This was felt to
be exacerbated by increasing trend to
“disasterise” challenging behaviours that
can be normal child development and
desire to have “a diagnosis”



Demand outstripping supply results in
very long waits for assessment (e.g. 2
years+ for ND) and treatment (examples
of 2 year+ waits for support)

Skills Gap: Early Help and social workers
do not have the skills to deliver mental
health interventions and how best to ASD
manage presenting behaviours

Concerns over challenging or risk taking
behaviour can lead to requests for
therapy, whereas CAMHS view that the
young people needs to be safe & stable
before therapy is effective

Therapeutic Interventions: A gap in social
workers knowledge about what therapy to
recommend, what is available / effective, &
how to access this. Social care do not
have an approved provider framework for
therapists & specialist assessors

Challenging and risky behaviours leave
social workers feeling de-skilled and
holding too much risk

Under use of Single Point of Access
(SPA) into CAMHS - Many social workers
can be unclear on who to contact to get

specific type of assessment and low use
of CAMHS consultation

For undiagnosed or unassessed it is very
hard to get the right placement and agree

funding. Lack of assessment leaves social
workers holding the risk in an uninformed

way

“At professionals meetings evApjeeiediz)s they will
act but no one takes responsibility or makes
changes” Medway Stakeholder

“Each organisation talks their own language
without putting the impact on the child at the
centre” Medway Stakeholder

* Long waits can result in family or placement
breakdown

* Delays in CAMHS completing AIM2 sexual
behaviour assessments when there is no
Youth Offending Service involvement
resulting in victim, perpetrator & family left
unsupported

« Social Care can feel CAMHS are
gatekeepers first and the needs of children
are secondary

» Professionals agree to actions at multi-
agency case meetings but are is not always
actioned

* There can be a gap between contextual
safeguarding risk and behavioural concerns
raised by social workers and CAMHS
commitment to evidence-based models
based on a diagnosis

« Gaps in services to meet complex needs:

» Services are often too short term & not
intensive enough.

 Limited whole family interventions

» Support for families involved in sibling
sexual abuse

* “Non-binary” gender support offer

* Trauma Informed Therapies

« Easy access to CBT / DBT

» Therapy and support post ASD diagnosis



» Differences between social care and
mental health — language, practice,
understanding of conditions, risk and
therapy

* Issues are not understood in the same
way by all services - such as thresholds,
criteria, escalations, communication
between agencies, expectation
management

 Lack of understanding of ASD in social
care and foster care

“Often we wait until crisis before more intensive

interventions are recommended” Medway Stakeholder

“If a young person attempting suicide is not a mental

health issue, what is?” Medway Stakeholder

Resources can be held back until crisis
is reached rather than being deployed
earlier to preventing escalation

The crisis response tests and fractures
partnership working

Use of A&E as a “back door” to inpatient
or fast track access to support or
assessment.

Young people with suicidal behaviours
get seen quickly after an incident, but
cannot get planned help to meet
identified needs

T4 can be misused to manage
behaviour rather than treat a condition

“Unless we can see and und life is
like for the child from all angggﬁmgeﬁgggi%t design
a personalised support plan - we try to fit children
into boxes, but children cannot just be slotted into
limited services.” Medway Stakeholder

» Lack of suitable local placements for
complex needs can lead to out of area
placements, leading to starting again with
CAMHS in the new area

« Historic risk (e.g. minor arson when
younger) can be a reason residential
providers do not take young people

« Silo delivery — e.g. CAMHS often not
present at multi-agency meetings & may
not send updates or provide advice

« Complex case management is
happening at commissioner and panel
level rather than being built into local
services & pathways

* Therapy is not appropriate during a
crisis

» Lack of community-based ”safe
places” for young people — so

residential/inpatient becomes the only
option to keep a young people safe

» Concerns about managing high risk
LAC in the community

* Gap in intensive and therapeutic
social work support
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“ASD is a lifelong condition that treatment cannot
‘cure” Medway Stakeholder

“The wrong placement does more harm than good”
Medway Stakeholder

“The gap between community support and inpatient
is quite big - there need to be some more intensive
or specialised work in the community” Medway

Stakeholder
* Lack of step down from crisis — * Lack of support to schools,
gaps in community-based T4 social workers and
alternatives (e.g. therapeutic foster parents/carers on what they can
care and intensive home treatment) do to support young people (esp.

- Often families are not capable or when waiting list) for ND, suicidal

safe for young people to return to & challenging behaviours. This
ey T would help manage expectations

and build community capacity
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Building Family & Carer Capacity and

Resilience

Intensive Family Preservation
Services

» Families in crisis — with imminent
risk of child entering care

« Intensive - staff available 24/7 to
the family

» Rapid response - within 24 hours
» Short term - for 4-6 weeks

» At home - support provided in the
family home environment

» Small caseloads — 2-3 families
* Flexible delivery

 Develop family’s skills — e.g. anger
management & parenting

» Therapeutic input - CBT or
motivational interviewing

Examples: Families First, Home-based
Family Preservation, Option 2

 Strengthening relationships
between carers & Young people

* Increasing carers’ resilience and
skills for parenting children with
complex needs resulting from
trauma

« Based on a range of theoretical
components, Inc.:
+ Attachment
+ Social learning theory
» Trauma psychoeducation
+ Positive parenting
« Coaching and self reflection

» Support for carers only - can
include Young people (1-1 or group)

+ Kinship Care - high quality
evidence on placement stability
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Building Capacity of Non-clinical Staff

 Evidence-based treatments for mild
to moderate levels of mental health
disorder can be delivered by
appropriately-trained non-clinical
staff (e.g. teachers, school nurses,
counsellors, TAs) with supervision

They can achieve outcomes
comparable to trained therapists

This can be used to deliver a
number of interventions for anxiety,
conduct disorder, substance use
and PTSD

Advice, Information and Skills

* CAMHS can teach recognition of
depression features, early warning
signs, self-management
techniques and subthreshold
disorders to other professionals,
Young people and their carers
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Social Work in Complex Cases

Collaboration

Collaboration is regarded
as an important tool to
avoid fragmentation:

« If co-ordination of care
is not done actively,
young people are at risk
of receiving fragmented
care that fails to
address their needs
(e.g. case management)

* Having consistent,
congruent or
complementary
treatment philosophies
may reduce potential
conflicts and enhance
co-ordination, if
providers approach
treatment from a similar
framework

* Personal relationships
that professionals form
with each other
facilitate exchange of
information and
referrals, benefit service
co-ordination

Quality of the
relationship between
the professional and
the young person

Professionals’
interaction style and
relationship building
skills

Relationship-oriented
practices comprises
practices based on
specific therapies

Trauma-informed
approaches

Continuity of worker
and care

Transparency -
sharing information

Choice of gender of
worker

Empowerment-oriented
practices

» Address problems with
inequalities in power
balance

« Shared decision
making

» Perceived quality of
service

» Focusing on the young
people’s life skills and
strengths

* Open access

» Family strength
building
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Mental Health Interventions for
complex needs in young people

« Individual, problem-specific CBT for
minimum 3 months
« Alternatives if this is not effective:
« |IPT-A (IPT for adolescents)

 Family therapy (attachment-based
or systemic)

« Brief psychosocial intervention
» Psychodynamic psychotherapy

« Can be combined with medication (e.g.

fluoxetine)

» Specific follow-up psychological
therapy sessions at a high risk of
relapse

Trauma

« Trauma-focused cognitive-
behavioural therapy (TF-CBT)

Criminal Justice

« FCAMHS: multi-disciplinary team

Complex Needs

« Community Case Management - co-
ordination with a lead worker with
access to a multi-disciplinary team

 Solution Focused Brief Therapy
(SFBT) - Strengths-based individual
or group approach to working with
children and families (theoretical
foundation for Signs of Safety)
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Neurodevelopmental (ND) - ASD and
ADHD

* NICE recommend assessment by a multidisciplinary team including a
core team of a paediatrician, speech therapist and psychologist

» Assessments should include an assessment of mental health given the
increased prevalence in those with ASD

* NICE recommend an integrated pathway and joined up working for
complex cases

» Monitor suggest payment mechanisms for ASD assessment are key to an
effective system

« CBT can be effective in managing and reducing anxiety for Young people
with ASD:

« This must be modified and adjusted to the needs of those with ASD
(NICE advise how to achieve this)

« Can be group or individual for those with ASD
» Time limited - e.g. 12 weeks

 Applied Behaviour Analysis (ABA) - Provides structure, direction, and
organisation for Young people in addition to family participation. This
encourages positive behaviours and discourages negative behaviours to
improve a variety of skills. Examples include: Discrete Trial Training; Early
Intensive Behavioural Intervention; Early Start Denver Model; Pivotal
Response Training; Verbal Behaviour Intervention

« Establishing a support team for the child and their family/carers
* Nurse-led ADHD drop-in clinic — e.g. UK One Stop Shop
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Emerging Practice: Integrated Person
Commissioning & Trauma Informed

Approaches

Integrated Person Commissioning
(IPC) — an emerging framework led

by LGA and NHSE characterised by:

» Proactive coordination of care

« Community capacity and peer
support

 Personalised care and support
planning

« Choice and control

 Personalised commissioning and
payment

Many “complex” young people in
contact with services have
experienced trauma and may find it
difficult to develop trust or feel
safe. Promising UK examples
include:

« AMBIT
* MAC-UKs ‘integrate’ model

» Trauma Recover Model and
Enhanced Case Management

« SECURE STAIRS in secure
settings

 DART Framework in secure
settings
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Victims of Sexual Abuse or Violence

» Time limited therapeutic interventions — up to 30 sessions

« Non-abusing parent/carer support - Shorter interventions to run parallel
around 8 sessions

« CBT - shows evidence of reduced symptoms of depression, PTSD and
anxiety in Young people

* Individual or in groups

« Examples include:

« Trauma-focused CBT - For Young people with symptoms of anxiety, sexualised
behaviour or PTSD

« Therapeutic programme (e.g. Letting the Future In) - Therapeutic relationship is
crucial, providing a range of tailored support, including counselling, socio-educative
and creative sessions

« Group psychotherapeutic and psychoeducational sessions or individual
psychoanalytic therapy - For girls showing emotional or behavioural disturbance
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Emerging Practice: Complex Needs
Services and Abuse & Neglect

Interventions

* Multi-systemic therapy
for child abuse and
neglect - for the whole
family, inc. parent/carer
for 4-6 months. Address
multiple factors
contributing to the
problem; round-the-clock
on-call service to provide
crisis support

Trauma-informed group
parenting intervention -
for foster carers, adoptive
parents and those
providing permanence for
young people aged 5-17
(parents only) for at least
4 day-long sessions.
Helps foster carers
develop the young
person’s capacity for
self-regulation; build
trusting relationships;
develop proactive and
reactive strategies for
managing behaviour

Complex Needs Services

The NHSE&I Framework for Integrated Care
Community suggests a complex needs service may
consist of:

« Senior clinical leadership - oversight to influence
relationships and organisational change across
agencies and set up and embed credible and
reflective practice

* Young people’s advocates - trained in psychological
principles, knowledgeable and skilled in engaging
with Young people and the system

« Team in the community - to support coordination of
services and provide advocacy

» Offer of direct interventions - from specialist
mental health practitioners

« Additional expertise - €.g. neurodevelopmental
and/or speech, language and communication
therapy,

* Reasonable adjustments in access and provision -
for Young people with LD &/or ASD

 Clear links to local area commissioners - to identify
and address gaps and ensure a flexible response
from partner organisations

* Ensure timely responses - across established
support and services,
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Crisis Interventions

Crisis Interventions - Community

» A&E intervention providing patients and

their families’ stabilisation — e.g. Family-
Based Cirisis Intervention

Brief CBT for families with a young
person who is a suicide risk — e.g. SAFETY
programme

Developing and improving resilience of
Young people and their families — e.g.
Resilient Therapy

Clinical measurement of emotional
distress dispositions in assessing youth
crisis events - e.g. Child and Adolescent
Needs and Strengths (CANS)

Telepsychiatry providing improved
access to speciality healthcare services
and increased system capacity as
alternative to A&E attendance - e.g. Tele
Mental Health (TMH)

Self-management App for Young people
experiencing a mental health crisis (e.g.
suicide ideation) — e.g. MYPLAN &

Australian eMental Health Clinic

Suicidal Behaviours & Self Harm (NICE
guidance)

Integrated, comprehensive psychosocial
assessment

Engage to initiate a therapeutic
relationship — Care Plan

Longer term management T2/3 CAMHS
should be responsible for routine
assessment and regular review (<1 year)

Improve social functioning
Joint working risk management plan

Inpatient treatment - should be
considered for high risk of suicide or
serious self-harm/self-neglect, and/or
when intensity of treatment (or
supervision) needed is not available
elsewhere, or when intensive assessment
is indicated



“Tier 4” Options

Tier 4 Inpatient

* Longer
placements are
linked with
improved
outcomes

» SCIE advise
transition plans
to take account
of:

» Planning for
admission

« Ongoing
communication

* Preparing for
discharge

« Care and
support after
discharge

« Crisis plan

* Information and
support for
parents /
carers

» Supported
discharge
provision in a
mixed model of
intensive and
assertive
community
treatment —e.g.
Supported
Discharge Service
(SDS)

Intensive outreach teams
Multi systemic therapy (MST)

Treatment foster care - particularly for
adolescents involved with criminal justice

Intensive home-based services

Group therapy - for self-harm, ASB or
conduct disorder

Community Case Management -
multidisciplinary fully integrated
community-based model, 24/7 care and
treatment and availability of crisis
interventions. Focus on promoting life
skills development, social inclusion and
the principles of recovery - e.g. York
Model

Crisis recovery and reintegration - e.g.
New Beginnings and UK Club House

CAMHS Intensive Treatment Service
(ITS) - A Scottish Government study
found that with close an ITS links to an
adolescent inpatient unit, can provide a
balanced care approach where young
people with severe mental health
difficulties can be treated in the
community, where possible, without
compromising on patient safety and
quality of care
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Key Components of
community
approaches

« Home treatment
« Small caseloads

« 24 hour rapid

response

¢ Multi-modal
treatment
strategies

 Close

involvement of
partner agencies

» Individually
tailored treatment

» Flexible working
practices

« Systemic basis

« Strong
partnership with
young person and
their
family/carers

e Prevention of
family breakdown
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Emerging Practice: Other area

examples

Doncaster proactive, monitoring and support group -
review and monitor Young people at risk of concerns
that may escalate through CETR process

St Helen’s ND Pathway - multi-agency approach with
short waiting times, where offer of support to families
is accessible before, during and after the pathway
journey and also when no formal diagnosis is mad

Sussex Positive Behaviour Support - specialist
worker & PBS programmes for Young people with LD

Hertfordshire ARC Trauma Informed Practice -
Team of specially trained ARC workers, therapists and
a psychiatrist who receive ongoing specialist training
delivering a range of interventions to Young people and
their family

Treatment Foster Care Oregon UK (TFO) - intensive
support to the child, foster carer and birth family.
Young people receive skills coaching to improve life,
relationship & problem solving skills

North East Lincolnshire multi-agency LAC clinic -
monthly multi-agency clinic reviews SDQ results for
LAC to to identify and escalate concerns and build a
joined-up approach

Oxfordshire ATTACH - assessment and intervention
service for LAC & carers with a high level of need who
may not meet CAMHS criteria (also review SDQ
scores)

South London Partnership Young people MHS
programme - enhanced CAMHS T4 services and
better management of existing bed capacity, including:
Joint bed management service; New and expanded
crisis care teams; Increased local capacity; Improved
dialectic behaviour therapy pathway; Expanded
adolescent outreach team; Crisis line service;
Enhanced eating disorders services

Birmingham Youthspace - quick assessment (<1 week
of referral), rapidly responsive, youth-friendly and
intervene early using a broad range of intervention

Fast track North East London Drop-in CAMHS -
fortnightly drop-in service for social workers to
discuss concerns they have about looked after
children, receive advice on actions and make
referrals to the fast track LAC CAMHS

North Yorkshire No Wrong Door — Alternative to
CAMHS Therapeutic Provision, with key worker
up to age 25, clinical psychologist “life coach” and
more flexible access

Lewisham Virtual School CAMHS - specialist
CAMHS team embedded within the virtual school

Hampshire i2i - An Urgent Assessment and
Home Treatment Team provides a comprehensive
out of hours’ crisis service

Oxfordshire Intensive Support Team - provides
care co-ordination and focused support for
complex needs through specialist assessment,
intervention, care and support strategies

Gateshead Learning Disability Co-ordinator —
dedicated specialist providing extra support to
stop them going into hospital unless absolutely
necessary

East Lancashire Specialist ASD Pathway -
Action for ASD are specialists, offering Pre and
Post Diagnosis Support, Pre Diagnosis and
Assessment Screening, counselling and low level
support

Integrated Personal Commissioning - pilot sites
joining up health, social care and other services at
the level of each individual . LD specific versions
are running in Cheshire West and Chester,
Lincolnshire, Luton, Hampshire and the South
West

Doncaster proactive, monitoring and support
group - sharing good practice and review and
monitor Young people at risk of concerns that
may escalate through the CETR process
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Areas For
Action

1. Put the Young Person and Their
Family/Carers at The Centre

* 1.1 Make sure young people’s voices are heard,
valued and taken into account - greater priority
must be given to ensuring young people are
active partners in their own care, with their views
being consistently sought, valued and having
influence on decisions relating to their lives. KPIs
for both CAMHS and Social Care should include
measures around young people’s satisfaction
with services they have received and ratings on
whether they feel they have been listened to

1.2 Give greater consistency in key workers -
work towards an approach that can guarantee
greater consistency in social worker and mental
health worker allocated to a young person so
that trusting relationships can be built up over
time. This is essential to many of the evidence
based approaches with complex cases

1.3 Humanise the Process — Review how some
safeguarding measures are applied during the
process of accessing Tier 4 services and
changing residential placements to ensure they
are not dehumanising. In addition, the journey
into Tier 4 provision and between residential
placements should be humanised as much as
possible to ensure it is caring, nurturing and
takes the feelings of the young person fully into
account

1.4 Support the family / carers — A single multi-
agency team to support the young person & their
family/carers was requested

1.5 Review the online mental health and
safeguarding offer for young people in Medway
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2. System Change through Whole
System Commissioning

» 2.1Bring different agendas together

(Continuing Care, Transforming Care and
Complex Cases) for future commissioning
— get on a longer journey to re-
commissioning over a number of years to
align budgets and programmes based on
need. Commissioning needs to be joined
up, proactive and needs based

2.2 Medway needs a systems approach
to embed complex case management into
commissioned services. Make the most of
future commissioning opportunities to
design services around the child rather
than around the services and pathways

2.3 Involve NHSE&I in future
developments as “critical friend”

2.4 Incorporate learning from Medway
Social Care & CAMHS review of 12 cases
of suicidal behaviours

2.5 Consider what is best provided on a
Medway footprint - gain agreement with
Kent about future contracting boundaries

2.6 Consider developing a wide pool of
potential providers in a framework of
approved providers on a call-off contract
for a range of services in addition to core
CAMHS to fill gaps, add capacity and
provide alternatives that may be more
responsive to individual and changing
needs - to include step up and step down
provision, community alternatives to T4



3. Identification

3.1 Define and agree the cohort and
the level of need: What do we mean
by a “complex case”? All partners
must agree criteria or a process to
determine who is in this category &
whether an individual meets this
“criteria” or description

3.2 Merge lists of young people “at
risk of exploitation”, “complex cases”
and DSR to a single process

3.3 Increase awareness of agencies
of what constitutes ASD and knowing
when to refer (“Triad of Impairment”)
— help parents and agencies feel more
confident to manage behaviour and
know when and if to refer

3.4 Create a central resource and
training for social workers and
CAMHS to show relevant pathways,
terminology, exemplars and
processes. To include
examples/templates for T4 requests
to help social workers provide the
right information. Help social workers
know what they can deal with
themselves and what needs a referral

dix 2
4. Quicker Prioritiseﬁpﬁggéésment

» 4.1 Create a Fast Track pathway for

priority assessments — define and agree
the needs / criteria and ensure quick
follow up with support/care/treatment
packages (e.g. Passport to Support for
the most vulnerable or at risk) — add this
to contracts with timescales and targets
linked to payment

4.2 NELFT & commissioners to undertake

a demand and capacity assessment to
identify issues and define demand for ND
pathway, mapping out what is needed to
meet demand - e.g. triage, speed of
assessments. Future commissioning and
service arrangement to be based on
these findings. Incorporate learning from
MCH activities to reduce waiting times

+ 43 If additional Government funding is

coming to tackle waiting lists — deploy this
in the ND pathway first

+ 4.4 Additional dedicated ND/complex

case capacity is required to reduce
waiting times to assessment and
treatment

4.5 Multi-agency holistic/contextual

assessment (social workers/MH) at an
earlier stage in complex cases to
determine which pathway to follow - to
include crisis management in the planning
at this stage rather than waiting until it
becomes an urgent issue

» 4.6 Clear sexual violence pathway when

there has been no “finding of fact” in
court (for perpetrator, victim & family), inc.
AIM2 assessment within 6 weeks

« 4.7 CAMHS to support social care to

build a framework of local providers for
specialist assessments and therapeutic
provision

« 4.8 CAMHS to offer consultation on

specialist assessment
recommendations and advise on
suitability or options



“We need a genuinely new way of working - not just another meeting oAppepshX 2

5. Multi-Agency Case Management

to Support Whole Families

5.1 Make best use of what we have:
Look across relevant teams to identify
potential for a better joined-up
response within existing resources.
Including clearly allocating a place
within current multi-agency case
management structures

5.2 Accountability: The process must
hold agencies and individuals to
account for actions / progress. A
named, suitable experienced person
should be holding the case at all times

5.3 Ensure a contextual
safeguarding approach to complex
case management and consider a
Family Safeguarding Model, such as
the one used in Hertfordshire

5.4 Agree ajoint approach for cases
of suicidal ideation and repeated self
harm - inc. support for the family

5.5 Learn from the approach to
missing young people

6. Effective Complex Case
Interventions

+ 6.1 Build capacity of in-house social

workers therapeutic delivery -
including specialists in behaviour,
suicidal/self harm, ADHD and ASD,
trauma informed approaches, risk
taking behaviours & exploitation

6.2 Capitalise on / link to “new
money/initiatives”:
+ Transforming Care NHSE

developments to invest in
therapeutic T3.5 social care [link]

« Complex Care Co-Ordinators
coming into Medway SEN team

« Safeguarding developments in
social care

6.3 Multi-disciplinary “Taskforce”
around young people for complex
cases - inc. therapists, specialist
therapeutic social workers, mental
health role, PBS, intensive community
support

6.4 Clear community alternatives to
T4 - inc. expanding home treatment,
and more intensive multi-agency
response with CAMHS & social workers
for young people and families

6.5 Increase access to CBT (individual,
groups, whole family) - build
therapeutic capacity


https://www.england.nhs.uk/ltphimenu/wider-social-impact/complex-vulnerability-service-for-children-and-young-people/

7. Early Intervention

7.1 Build capacity in the community by providing a
more comprehensive package of information and
support to parents/carers, schools and social
workers for complex cases to prevent escalation

7.2 Mental health specialist role within Early Help
to advise and support workers

7.3 Ensure Medway social workers induction
covers how the CAMHS service operates, use of
SPA, service model etc.

7.4 CAMHS to provide more information & advice
to enable providers & social workers to find the right
school/carers and support complex cases earlier

7.5 Improve communicate about what mental
health support is available (inc. online) — how to
access support, consultation & advice, referrals to
assessment, pathways, what to expect and how to
manage their cases better

7.6 Agree criteria for those young people who
“bubble under the radar” that should trigger a more
intensive early response to prevent escalation, by
acting on warning signs rather than waiting for
threshold criteria to be met

7.7 Train up specific social workers roles into more
mental health & therapeutic specialists

9. An Agreed & Managed Approach to
Escalation & Crisis Management

9.1 Provide a more intensive support offer for
families before care is looked at

9.2 Consideration of the pros and cons of mental
health workers embedded in social workers
teams - define which disciplines are needed (e.g.
clinical assessors, psychiatrists, specialist mental
health nurses). If it is not NELFT staff this may not
facilitate better access to CAMHS and could
cause confusion

9.3 Ensure fast track assessments on higher
risk/complex cases to avoid getting to emergency
placement stage without an assessment

9.4 Agree a multi-agency escalation process for
complex cases that is pre-crisis

8. Step Down, ustaigable Long
Term Suppor Fh‘()‘i'rr‘a'r)fs%tions

+ 8.1 Ensure there are multi-agency
transition processes in place for
complex cases to adult services - inc.
developing a LAC life course mental
health pathway with adult services

+ 8.2 Jointly review transitions
arrangements to ensure they are fit
for purpose for complex cases

+ 8.3 Create a more intensive
community Tier 4 offer as an
alternative to inpatient provision

10. Use of Tier 4 Inpatient Provision
When Appropriate

» 10.1 Agree criteria and pathway
across key agencies for access to and
step down from T4 inpatient and
therapeutic residential provision

* 10.2 Avoid re-traumatisation - The
appropriateness of placements and
actions within placements should be
carefully considered by staff and
detailed with a clear rationale in young
people’s care plans to avoid
unnecessary distress — for example,
young people reported that they
found it triggering being physically
restrained or being around other
young people who were harming
themselves.

* 10.3 Explore which specialist inpatient
services could be made available in
the community at a pre-crisis stage

» 10.4 Expand access to Treatment &
Therapeutic Foster Care

* 10.5 Merge Access to Resources
Panel & JAP ensure

* 10.6 Ensure better evidence at panel
- through more information on the
process and training, plus ensuring the
social workers practice manager
reviews applications before they ge to
panel
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11. Addressing the Governance Gap

+ 11.1 Strengthen the Governance: Strategic
oversight of the needs of complex children
should sit with either Safeguarding Board or
Corporate Parenting Board linking with STP ICS
mental health Board - to ensure connectivity of
mental health to safeguarding developments

* 11.2 Improved use of data:

» Better use of data to clarify levels of need
for complex cases and waiting times plus
other KPls

* Measure and track outcomes for complex
cases: e.g. Social Connectedness Scale for
Inpatient Stays, and CGAS/HoNOSCA/ORS
for all LAC

* These can contribute to greater
accountability

* 11.3 Implement the iTHRIVE model - including
joint training for social workers & CAMHS

» 11.4 SCIE recommend each locality to have an
accountable, independent virtual mental health
lead responsible for MHEW of young people &
LAC. This person should provide leadership and
oversight of the local system and ensure an
holistic approach is in place

* 11.5 Create clear joined up pathways for
complex cases - owned and agreed by all
relevant agencies, clearly defining roles and
criteria
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