Children and Young People’s Service Executive

12th December 2008

Specialist CAMHS structure within the Leicestershire Partnership NHS Trust and outcomes being achieved

1. Purpose of Report

Following from a previous report presented to Executive on 5th September 2008, this paper provides an up-date on the new organisational structure of Leicestershire Partnership Trust and the location of Specialist CAMHS within it.  Further to questions raised in the September meeting, information is presented on the waiting-time issues affecting the County; measurement and reporting of outcomes within Specialist CAMHS; and action plans to address these issues. 

General information on the composition and size of the teams comprising LPT Specialist CAMHS was provided in the report of 5th September and will not be reiterated here in the interests of brevity. The final report of the recent Specialist CAMHS Developmental Review has been circulated as a separate paper and includes more detail on some of the topics covered here, as well as additional information about service processes and plans. 

2. Definition of terms
Members of the Executive will recall that it is important to be clear about the definition of terms when referring to ‘CAMHS’.  The generic term is used both locally and nationally to refer to all services with any role in child mental health – including schools, universal health settings such as GPs, school nurses – and targeted services (such as Family STEPS). 

The term ‘Specialist CAMHS’ has been adopted to denote services dealing with more complex mental health issues at Tier 3 and Tier 4 levels of need, and locally these are mainly provided by Leicestershire Partnership Trust. This paper refers to the Tier 3 and 4 services within LPT.

The definition of child mental services using the Tiers 1 to 4 system (first proposed in ‘Together we stand’  (Health Advisory Service, 1995) was adopted by the Children, Young People’s and Midwifery Services National Service Framework (2004) – and ‘Specialist CAMHS’ is now widely accepted as describing Tier 3 and 4 services. In the case of LPT CAMHS, this translates into Tier 3 (Community out-patient multidisciplinary teams) and Tier 4 (Oakham House adolescent inpatient unit: Tanglewood Children’s Day Resource and the Assessment and Intensive Treatment Service for children and young people with learning disabilities).

In contrast, the Annual Performance Assessment (APA) definitions of ‘non-specialist’ and ‘specialist’ CAMHS are as follows:

“Non-specialist cases require clinics where clients come for meetings with staff or for group sessions, or individual home visit”

This describes what most other documents would term ‘Specialist Tier 3’ work.

“[APA] Specialist cases require longer term or more intensive provision, which may take the form of whole or half-day activities, inpatient care, or outreach support as an alternative to inpatient care”.

This describes services that would otherwise be known as ‘Specialist Tier 4’.

There is evidently no ‘correct’ nomenclature for describing services, but the inconsistent use of terms makes statements made in influential reports (such as JAR and APA) difficult to interpret and act upon, especially as these are rarely open to further clarification from the authors. Consequently, although the information from the latest APA dataset suggests that waiting times for ‘non-specialist CAMHS’ (as defined by APA) are very good, but that performance is below average for ‘specialist cases’, one cannot confidently identify the components of our local services to which these differential comments relate.   

3. LPT’s new organisational structure
The organisational chart showing where Specialist CAMHS sits within the new LPT structures is attached as Appendix 1 and will be further explained in the meeting. The new internal management structure for Specialist CAMHS is included as Appendix 2, and will be described by the service’s newly-appointed General Manager, Vicky McDonnell. Both new structures have been in place as of October 2008.

4.
Waiting times for Specialist CAMHS for Leicestershire children and  

young people 
The Counties Tier 3 generic out-patient team (currently 17.6 wte clinicians) takes referrals from primary care, paediatrics, educational psychology and social care professionals in Leicestershire and Rutland. 

· total population served approx 651,000 ( Leicestershire and Rutland)

· equates to 2.7 whole time equivalent clinicians per 100,000 total population.  The national range quoted in Children’s Health, Our Future,( DOH 2007) was from 6.0 to 20.7 wtes per 100,000. The resource level in the Counties team is currently under half of the floor value of the range.

· Received 461 referrals over the 4 months from end of June to end October 2008 – equates to approx 1,380 referrals per annum
· complexity of referrals is increasing, according to evidence of HoNOSCA baseline assessments being undertaken as a pilot.

· 52 had been waiting 13 weeks or more (as at end November 2008)

· 9 of the 52 had been waiting more than 26 weeks 

· it should be noted that these waiting times relate to ‘routine’ referrals only.  

· ‘Emergency’ referrals are seen immediately by a 24 hour on-call service run by members of Specialist CAMHS on a rota basis

· ‘Urgent’ cases are seen within 2-3 days of referral.

· ‘Acute’ cases are seen within 4 weeks of referral

· the size of Leicestershire, combined with the commissioner expectation that out-patient services will be delivered as close to local populations as possible, means that human resources in the County are more sparsely distributed. Currently, satellite clinics are held in Coalville, Loughborough, Melton, Hinckley, Market Harborough, with the remainder of the clinics centralised at the Valentine Centre on Anstey Lane, Leicester. 

· Delivering services locally to people’s homes (which is a central aspiration of LPT’s “2012 Vision”) is also more expensive in terms of increased travelling time for clinical staff; less efficient use of limited administration and clerical support; and lower critical mass in individual clinics, which increases risk of appointment cancellations when a clinician is ill, since there is rarely anyone else available to cover.

· In comparison, the City out-patient team benefits from covering a relatively small geographical area; offers centralised clinics at Westcotes House with the associated benefits of economy; and has had its resource level significantly increased by NHS Leicester City new investment of an additional £250,000 recurrently from 2008/9.

Once the five new clinical posts have been recruited to, the City will have a team approximately equal in whole time equivalents to the County, but covering approximately half of the population. Consequently, the disparity between the level of services that can be delivered to the County and City populations respectively, is set to widen. 

It is perhaps unsurprising that the City currently has no waiters beyond 13 weeks and this is a stable situation.

· Inpatient beds at Oakham House have been consistently operating at 100% occupancy and beyond during 2008. Although operating as an acute admissions unit, a number of young people could probably have been discharged earlier if the Tier 3 CAMHS Team had possessed the capacity to offer more intensive community support as a “step-down” stage from inpatient admission.  This is a problem for both City and Counties cases, but with the City team’s human resources increasing by almost 50% over the next few months, it may be rather more feasible for them to be able to offer more intensive community packages (and thus accelerate earlier discharge). At current resource levels, this will remain untenable for service users from the Counties.  

5.
Strategies to address the waiting time pressures in the County Outpatient team 

a) Addressing the resource issue more adequately

The fact that there is insufficient capacity is well documented and can be seen reflected in staffing figures extracted from the national mapping exercise published by the University of Durham. A growth bid was submitted by specialist CAMHS in October 2007 to LCRPCT as part of the PCT Local Development Plan process. 

This was for 5 clinical posts (two Band 6 posts e.g. CPN/OT; two Clinical Psychologists; one Cognitive Behaviour Therapist) and would have gone some way to addressing the issue of lack of therapists . In response to this bid, £60k has been allocated in 08/09 increasing to £120k in 09/10. Whilst this is welcome growth, it is far less than requested and is unlikely to impact significantly on the team’s waiting time issues, as the baseline level of resource remains very low for the population covered. 

LPT CAMHS was invited to submit a further bid to the Leicestershire and Rutland PCT’s 5 year Operating Plan in October 2008, but the outcome of that process is not yet known and would, in any case, not offer any immediate solutions to the resource deficit. LPT CAMHS appreciates the active support of the Leicestershire CYPS Executive Board in reinforcing the case of need to the PCT through its Children’s Trust arrangements, and hopes that this will help progress the case, albeit incrementally.

b) Reviewing existing triage arrangements to ensure most efficient use of human resources

The Triage system enables more complex cases to be seen for initial assessment by a team of two different professionals, with the intention of achieving a more comprehensive assessment within a single appointment. Outcomes of the process may be no further action required; sign-posting to an appropriate service outside of Specialist CAMHS; or acceptance for treatment within Specialist CAMHS.

Several different triage teams operate currently within the County, some of which are based in our satellite clinics, for the convenience of service-users. 

The disadvantage of this process is its reliance on small teams of clinicians (rather than individuals) being available to run a triage clinic, as up to 6 families are offered parallel appointments, being seen by different pairs of clinicians. This means that if someone is unavailable, the clinic has to be cancelled or reduced.  Equally, some referrals may require the expertise of a specific profession to be available in the triage assessment, and if this is not possible due to illness or absence, the validity of the process is compromised and has to be repeated at a later date, with consequent delay in throughput.

The option to centralise the locality-based triage teams back to the Valentine Centre has recently been considered. This would provide greater critical mass of clinicians, but it would mean more families having to travel long distances from the extremities to access the service at the Valentine Centre. 

Secondly, although the service is aware that the throughput of triage in some areas does not currently match level of demand (and thus results in increasing waiting lists for first assessment), there is also a lack of therapists available to pick up cases for intervention once they have been triaged. In short, diverting more of our existing clinical time into holding more triage clinics could reduce our waiting times from referral to 1st assessment, but would result in a growth in waiting time from assessment to treatment. Many services have been criticised for allowing such ‘hidden waits’ to develop, and whilst it may be an expedient solution to reportable waiting time pressures, it arguably offers a less helpful service to young people and their families.  
c) Defining care pathways to standardise processes and make timescales and expectations more explicit

This piece of work is being led by Vicky McDonnell, recently appointed LPT General Manager for the Hinckley and Bosworth Locality and CAMHS. The aim of the work will be to examine the course and efficiency of current referral and case management processes, identifying any opportunities for improvements and making timescales and expectations more explicit. This will then increase the transparency of internal CAMHS processes to commissioners, partners and service users, and should highlight any avoidable blocks or delays in the systems that might be contributing to increased waiting times in some instances.

d) Improving internal processes to ensure more accurate and timely reporting of serviced-related data (including waiting times).

 A dedicated member of staff, skilled in the use of Trust IT systems is being given responsibility for co-ordinating and managing the collection and reporting of key data across the service. This role will complement the establishment of Team Leaders within the Specialist CAMHS teams, and will allow the service to provide more locally focused data to commissioners and partners in future. It will also provide the service with better quality data about its performance in different areas and should allow more proactive planning to manage specific challenges.  

Once this post is in place and operative, Specialist CAMHS should be able to provide commissioners and partners with output data on a routine basis, whereas currently most area-specific questions require a manual trawling of data in order to provide answers.

In addition, the postholder will co-ordinate the collection and analysis of outcome measures, some of which are being currently piloted in one of the County localities, but which will soon be expanded and rolled out across the whole service. 

e) Reviewing staff skill mix and service requirements when 

vacancies arise or new posts are being established. 

When vacancies arise, there is no automatic assumption of replacing ‘like with like’, but rather a review of what the team most urgently requires to meet its current and future demands. The same process is followed when any new investment becomes available, ensuring that new appointments provide optimal value for money and bring the skills and competencies needed for the team to fulfil its current role. This is also offering the opportunity to implement ‘New Ways of Working’ and although it may not immediately impact greatly on waiting lists, over time the effect should be cumulative.   

6. Outcomes in Specialist CAMHS
As of April 2009, the existing four CAMHS ‘Proxy Indicators’ on which ‘comprehensiveness’ has been assessed will be replaced with an outcome measure, likely to be the Strengths and Difficulties Questionnaire (SDQ). Services will be obliged to use and report on this outcome measure externally, but most services are likely to employ a small battery of measures in addition, to provide a more comprehensive assessment of their effectiveness with the wide range of clients seen within a Specialist CAMHS setting.

Current pilot project

Over the past 6 months, one of the County Consultant Child Psychiatrists has been using two outcome measures in relation to children and young people attending his Triage clinic. This is forming part of a pilot using two measures in three different service areas within Specialist CAMHS.

a) Strengths and Difficulties Questionnaire (SDQ)

The SDQ is a measure of the child’s behaviour and the impact this is having on his/her life. It is valid for completion by parents of children aged 3-16yrs, with a version for children aged 11-16. The SDQ is completed by parents (and young person if appropriate) at assessment, and then again 4-8 months later.

b) Health of the Nation Outcome Scales for Children & Adolescents 

(HoNOSCA)

This is a clinician-rated measure which is completed at assessment and again 6 months after initial contact. 

Pilot Progress to date

Given that both of these measures compare pre- and post-intervention ratings as a measure of change, the pilot has now gathered baseline data but has not yet proceeded to follow-up. The baseline data indicates that young people being seen in triage have all been in the ‘clinical range’ as measured by the HoNOSCA and the SDQ, indicating that they are appropriately being seen by Tier 3 CAMHS. Repeating the measures will provide an indication of their clinical utility in the service setting, and also some objective assessment of the effectiveness of the interventions they have received.

Longer term plans for evaluating Outcomes 

Specialist CAMHS has recently applied for membership of the CAMHS Outcome Research Consortium (CORC). This organisation was set up by a collaboration between a number of London-based NHS Specialist CAMHS providers a number of years ago, and the majority of services nationally are now members.  CORC recommends a battery of validated outcome measures and although data collection (in terms of distributing and collecting questionnaires) has to be organised and financed within each organisation, analysis of data is all undertaken centrally by CORC and then reported back. Reports can be at the level of an overall service, team or individual clinician. Use of a common data set across all member services also allows for more global comparisons to be made between outcomes being achieved in different areas.

The main data set comprises:-

· Strengths and Difficulties Questionnaire (SDQ)
· Health of the Nation Outcome Scales for Children and Adolescents (HoNOSCA)
· Children’s Global Assessment Scale (CGAS)

· Experience of Service Questionnaire (CHI-ESQ)

The first two measure have been described above and are being currently piloted in LPT CAMHS.

Children’s Global Assessment Scale (CGAS) is a practitioner-rated global measure of functioning for children. It is completed for all children seen by a service after initial contact and then after intervention. It provides an assessment of the level of global need being presented to the service, and a measure of change.

The CHI Experience of Service Questionnaire (CHI-ESQ) is a measure of service satisfaction which is completed by parents, with another form that can be completed by children and young people aged 9 –18 years. It is used for all service-users who have attended at least one session, and provides a measure of the consumer’s level of satisfaction with what they have received.

We anticipate that our application to CORC (membership of which costs £5,000 / year) will be successfully processed imminently, although some operational challenges remain.

· The experience of other services is that a dedicated post is required to oversee the distribution, collection and processing of questionnaires at the appropriate time points, and ensure dissemination of processed outcome data to the service.  This function is being combined with the dedicated data manager post referred to in section 5(d), but will be very demanding in a service of this size and there may well be capacity issues that will require further work. Other Specialist CAMH services (e.g Sheffield) have successfully attracted additional funding from commissioners specifically to appoint a member of staff to co-ordinate data collection and the feedback of analysed results.  

· Producing paper copies of questionnaires, using postal data collection for the follow-up measures and re-sending papers to non-responders is costly, both in terms of materials and time. It will require funding and commissioners will need to be aware that the greater the complexity of the data set collected and reported on, the greater the cost to an already under-resourced service. 

· Outcome data are only informative if based on appropriate and valid measures. It is very likely that the basic four measures currently recommended by CORC will be revised and developed over time, and that some will prove insensitive to the types of change that might be clinically significant for some of our client groups, but not immediately measurable by the questionnaires used. This will require informed interpretation of outcome data, rather than blind reliance on statistics. 

SUMMARY

Specialist CAMHS is now part of a new organisational structure within Leicestershire Partnership Trust, and has a new internal management structure being led by Vicky McDonnell, General Manager, and Dr Abhay Rathore, CAMHS Clinical Director. Waiting times remain a significant challenge and levels of resource in the County are still well below the floor level for the rest of the country, but strategies are in place to address waiting pressures as effectively as possible given this context. Greater emphasis is being placed on generating output data for the use and information of commissioners and partners, and a plan is in train to expand the current Outcomes pilot across the service, once CORC membership has been agreed.

Specialist CAMHS appreciates the interest and support of Leicestershire CYPS Executive in moving these service developments forward in partnership. 

Mrs Vicky McDonnell 
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