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1. Overview 
 

1.1. The importance of positive emotional wellbeing and mental health has been growing 
across the country and the county as the pressures and demands on modern society 
and has driven the development of Future in Mind. 1 
 

1.2. Northamptonshire’s Children and Young People's Emotional Wellbeing and Mental 
Health Local Transformation Plan will continue, refine and develop the mission to 
improve the mental health and emotional wellbeing of children and young people in 
Northamptonshire as outlined in Northamptonshire’s Strategy for the Emotional 
Wellbeing and Mental Health of Children and Young People 2014 – 2017.2   
 

1.3. Our vision for our Emotional Wellbeing forms part of the wider strategy to promote 
the health and wellbeing of children and young people in Northamptonshire: 

 
“Children and Young People’s Community Health Services (including emotional 
wellbeing and mental health) within Northamptonshire will put the voice of children, 
young people and their families at the centre of everything we do. Over the next 3 
years and beyond, we will continue to improve community health services to ensure 
they are responsive, equitable and inclusive. Services will be available where and 
when they are needed the most. By working together we aim to ensure children and 
young people are happy, healthy, safe and resilient, enabling a positive transition 
into adulthood.” 

 
1.4. This strategy aims to put a greater emphasis on prevention and early intervention. It 

continues to strengthen this key principle in the promotion of collaborative working 
across agencies and services to ensure that provision is appropriate to support the 
healthy emotional development and resilience of children and young people.  
 

1.5. In 2013, after undertaking a review of children’s health services, we found that a 
significant number of referrals received did not meet clinical thresholds.  This, 
coupled with the consistent views from research exercises with young people, 
identified there were a number of issues that needed work to enable  earlier 
intervention: 3 

                                            
1 Future in mind Promoting, protecting and improving our children and young people’s mental health and 
wellbeing. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Men
tal_Health.pdf  
 
2
 Northamptonshire’s Strategy for the Emotional Wellbeing and Mental Health of Children and Young People 

2014 – 2017 http://www.asknormen.co.uk/modules/downloads/download.php?file_name=215 

 

3 Children and Young People’s Voice – Northamptonshire’s Young People’s Views on Emotional Wellbeing 
Needs 2013. http://www.asknormen.co.uk/modules/downloads/download.php?file_name=100 

http://www.corbyccg.nhs.uk/
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Mental_Health.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Mental_Health.pdf
http://www.asknormen.co.uk/modules/downloads/download.php?file_name=215
http://www.asknormen.co.uk/modules/downloads/download.php?file_name=100
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 The top 5 concerns of stress relate to: 
 

o Difficulties at home/Family Stress 
 

o Relationships with Peers 
 

o Bullying 
 

o School/exam Pressure 
 

o General Stresses of life 
 

 The Top 3 things our sample of young people suggested they wanted us to : 
 

o Provide more people to speak to in the school/community 
 

o Improve awareness of support and how to access it 
 

o They were not sure of what can be done and would welcome further 
advice 

 
1.6. In addition, 25% of all health referrals for under 18’s were a request for an ASD or 

ADHD assessment, less than 20% received a positive diagnosis. Hospital admissions 
for self-harm have also been increasing, as well as an even larger concern in the 
wider community about behavioural self-harm. 
 

1.7. The evidence from children and young people and their parents, together with the 
review was: 
 

 people were tired of telling stories over and over again;  
 

 services were fragmented and were commissioned and delivered in silos; 
 

 there were different pathways in the North and South of the county;  
 

 self-stigma was felt by service users regarding the service; and, 
 

 that there was a lack of parity of esteem between physical health and mental 
health. 

 

                                                                                                                                        
A report on a survey of Young People’s Wellbeing in Northamptonshire February 2015 

http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/young_persons_wellbeing_report_fin
al.pdf  
 
 

http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/young_persons_wellbeing_report_final.pdf
http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/young_persons_wellbeing_report_final.pdf
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1.8. Consequently as commissioners and providers in Northamptonshire we agreed to 
undertake a transformation to bring all of children’s community health services 
together with a team around the family, nearer to the homes and schools of families, 
and provide a more joined up response in referral management and appointments.   
 

1.9. The publication of “Future in Mind” showed that these challenges were not unique 
to Northamptonshire.  The Transformation Programme has provided a firm 
foundation to build on and enhance our offer through Future in Mind. Working as a 
Young Healthy Minds Partnership4, with a strong commissioning governance, we 
worked together to produce our local transformation plan that accelerates our 
ability to make improvements and fill significant gaps such as our response to eating 
disorders and perinatal health, while building on our strengths around Anti Stigma, 
partnership across the disciplines, targeted work with higher need groups (e.g. 
Looked After children, LGBTQ etc.).   
 

1.10. The transformation programme being undertaken is to integrate all (34) community 
health services for Children and Young People (including those to support mental 
health and emotional wellbeing):  
 
Figure 1: Overview of CYP Emotional Wellbeing Services in Northamptonshire 
 

 
 

1.11. Our websites, school nurses, health visitors, youth counselling, and post sexual abuse 
support services operate 7 days a week. Our Crisis and Home Treatment Team 
operate 7 days a week from 9am to 9pm, and the acute liaison psychiatry and social 
care duty team are available 24/7. S136 responses are managed with places of safety 

                                            
4
 Terms of reference in appendix 2b 
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for health and the multidisciplinary Crisis Care Concordat5 working group oversee the 
approach. There has been a proliferation of episodes and therefore there is a review 
across Health, Social Care and the Police on how we can continue to improve our 
crisis responses. 
 

1.12. Core to our solution is the Referral Management Centre, a single point of access for 
referrals for such services being managed through a single referral management 
centre.  This: 
 

 improves the access to services;  
 

 provides one number for professionals to seek advice (the intention is to role 
this out to the public in 2016/17); 
 

 improves the coordination of services to children and young people with 
multiple and/or complex needs. Example – supporting Children and Young 
People with a learning disability who have mental health needs; 
 

 allows physical and mental health needs to be met together and in so doing this 
will reduce the stigma wrongly attached to Children and Young People needing 
mental health support and support work towards achieving full parity of 
esteem.  

 
Figure 2: Scope of services accessed through the Referral Management Centre  

 
CAMHS is used as a catch all for all the emotional wellbeing services in this figure 

                                            
5
 Northamptonshire’s Crisis Care Concordat http://www3.northamptonshire.gov.uk/councilservices/health/health-

and-wellbeing-
board/Documents/Northamptonshire%20Crisis%20Care%20Concordat%20Action%20Plan%20Final.pdf 

http://www3.northamptonshire.gov.uk/councilservices/health/health-and-wellbeing-board/Documents/Northamptonshire%20Crisis%20Care%20Concordat%20Action%20Plan%20Final.pdf
http://www3.northamptonshire.gov.uk/councilservices/health/health-and-wellbeing-board/Documents/Northamptonshire%20Crisis%20Care%20Concordat%20Action%20Plan%20Final.pdf
http://www3.northamptonshire.gov.uk/councilservices/health/health-and-wellbeing-board/Documents/Northamptonshire%20Crisis%20Care%20Concordat%20Action%20Plan%20Final.pdf
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1.13. Phase 2 of the transformation programme to bring together all emotional wellbeing 

and physical health services in the community is well underway and went live with 
referrals for some of our key emotional wellbeing services as of 14 September 2015.  
Our work has been undertaken in partnership between two clinical commissioning 
groups (Nene CCG and Corby CCG), Northamptonshire County Council (Social Care, 
Education, Public Health and Youth Justice), Northamptonshire Healthcare NHS 
Foundation Trust and Northampton General Hospital. 
 

1.14. The opportunities afforded by Future in Mind will enable all the parties in 
Northamptonshire to further advance work to provide more services closer to home, 
reduce hospital admissions and improve outcomes children and young people, 
especially those with multiple and complex needs. 
 

1.15. The Northamptonshire Local Transformation Plan highlights actions and priorities for 
the further development of improving positive emotional wellbeing and mental 
health for the next 5 years, with focus on how this will be achieved and monitored. 
The basis for this work is in part based upon a review of the previous strategies6, the 
JSNA and statistical analysis. 7  
 

1.16. However, with the recognition that there were significant gaps in data that require 
improvement in collecting, the need for an evidence base for the plan also pulls from 
over 160 engagement sessions in the past two years.  These sessions have been held 
with children, young people, families, carers, and professionals from health, social 
care, education, public health, youth justice, police, University of Northamptonshire, 
Healthwatch Northamptonshire and the voluntary sector.  All these stakeholders 
remain involved and have helped shape the focus of the latest step forward in 
development of services and improvement in outcomes.   
 

1.17. To ensure the voice of the child was used, in addition to the stakeholder events, we 
held a number of other engagements used to identify qualitative needs in the 
county. Examples include a survey of over 900 young people in October 20138, as 
well as using our commissioned groups such as our Young Mental Health 
Ambassadors in Talk Out Loud9 and other standing Children and Young People 
governance groups.10 
 

1.18. Healthwatch Northamptonshire has a significant track record of working with 
children and young people and the findings from that work have been influential. 
Examples of their work with us include a Young Leaders Survey published in February 

                                            
6
 2010-2013 Strategy http://www.asknormen.co.uk/modules/downloads/download.php?file_name=40  

7
 Insert links once complete 

8
 Children and Young People’s Voice – Northamptonshire’s Young People’s Views on Emotional 

Wellbeing Needs. http://www.asknormen.co.uk/modules/downloads/download.php?file_name=100  
9
 Talk Out Loud http://www.talkoutloud.info/ 

10
 Young Leaders http://www.connexionsnorthants.org.uk/lifestyle/young-leaders/  

Shadow Board http://www.northamptonshire.gov.uk/en/councilservices/children/plans-and-
partnerships/cypp/Documents/PDF%20Documents/Shadow%20Board%20Proposal%202014-16.pdf  

http://www.asknormen.co.uk/modules/downloads/download.php?file_name=40
http://www.asknormen.co.uk/modules/downloads/download.php?file_name=100
http://www.talkoutloud.info/
http://www.connexionsnorthants.org.uk/lifestyle/young-leaders/
http://www.northamptonshire.gov.uk/en/councilservices/children/plans-and-partnerships/cypp/Documents/PDF%20Documents/Shadow%20Board%20Proposal%202014-16.pdf
http://www.northamptonshire.gov.uk/en/councilservices/children/plans-and-partnerships/cypp/Documents/PDF%20Documents/Shadow%20Board%20Proposal%202014-16.pdf
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201511, and a conference with children and young people in February 2015.12  
Healthwatch will continue to lead the engagement work with children and young 
people to support the development and implementation of the Northamptonshire 
Local Transformation Plan over the next 5 years so as to bring objectivity, 
consistency and rigour.   
 

1.19. A number of areas of importance have come from this engagement work including 
the need to look particularly at: 
 

 The promotion of positive emotional wellbeing and early intervention with self-
support; knowledgeable and confidential people to talk to. 

 

 An easier way for children, young people, their families and professionals who 
support them to find resources and services to help improve outcomes.  

 

 Destigmatisation has had some been success but work still needs to be done to 
continue the acknowledgement that mental health needs are common place.  

 

 Our endeavour is to continue to ensure that services are also easily accessible in 
schools and other universal settings, that we target services where there is 
additional vulnerability to mental health problems, and that our specialist 
services are sufficiently robust to meet the needs of those with significant 
mental health problems.  

 

 There is a great need to ensure the seamless cooperation between services to 
improve a single point of access and ensure that the system improves in its 
quest to be needs led, rather than system led.  

 

 To develop areas that are underserved in Northamptonshire such as providing a 
more robust support for Perinatal Mental Health, Self-Harm interventions, 
Eating Disorders and Learning Difficulties (including Neurological Developmental 
Delays such as ASD/ADHD) with outcome focused pathways in place. 

 
1.20. We have long recognised in Northamptonshire the need to work together in order to 

better meet the needs of our children and young people.  To operate in partnership 
across the tiers and disciplines, two major agreements have been forged and existed 
over the last few years: 
 

 The establishment of the “Young Healthy Minds Partnership” (YHMP) where 
commissioners and providers come together to devise and implement strategy 
and ensure pathways operate successfully across different agencies; and 

                                            
11

 A report on a survey of Young People’s Wellbeing in Northamptonshire February 2015 
http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/young_persons_wellbeing_report_fin
al.pdf  
12

 Young People's Wellbeing Conference 

http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/yhw_conference_report_final.pdf  

http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/young_persons_wellbeing_report_final.pdf
http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/young_persons_wellbeing_report_final.pdf
http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/yhw_conference_report_final.pdf
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 The establishment of a Section 75 agreement which includes a pooled budget 
arrangement for mental health and emotional wellbeing of children and young 
people between Northamptonshire County Council (NCC), Corby Clinical 
Commissioning Group (CCCG) and Nene Clinical Commissioning Group (NCCG).  
Nene CCG is the host for the arrangement but decisions are enacted through 
agreement across the partnership. 

 
1.21. The landscape of commissioning and delivering services to children and young 

people is ever changing and the Northamptonshire Local Transformation Plan needs 
to manage the consequences of, and maximising the benefit of the: 
 

 emergence of academies and the decentralisation of education provision; 
 

 creation of GP led clinical commissioning groups creating a mixture of a 
statutory local offers and traded services with local solutions; 

 

 use of Education, Health Care Plans to support the most vulnerable young 
people 

 

 opportunity to use personal budgets  
 

 growth in the use of Social Media and other emerging cultural trends 
 

1.22. These changes have also had a significant impact on how services interact with 
children and young people and the expectations of our children and young people.  
 

1.23. Referral numbers have increased with a 20% growth in demand year-on-year and an 
even greater request for Neurological developmental delay assessments (accounting 
for 25% of all health assessments). There has also been an increase in complexity 
with multiple agencies involved.  Waiting times has increased commensurate with 
the demand.  
 

1.24. The Northamptonshire Children’s Services Improvement Board created, following 4 
Ofsted Inspections in 2013, to focus on areas of safeguarding (such as Self-Harm 
reduction13, Child Sexual Exploitation14 and developing approaches for a joined up 
response for Domestic Violence15) has been challenging but has also offered and 
continues to offer significant opportunities to improve outcomes in 
Northamptonshire. 
 

1.25. There will be a market event in 2016 as a prelude to the re-procurement by 
competitive tender of all community health services for children and young people.  

                                            
13

 Self Harm and Suicidal Ideation Resources http://www.asknormen.co.uk/self-harm-and-suicidal-
ideation-conference-resources/  
14

 Child Sexual Exploitation Toolkit http://www.asknormen.co.uk/cse-toolkit-launch-video-s-and-
presentations/  
15

 Due for publication in 2016 

http://www.asknormen.co.uk/self-harm-and-suicidal-ideation-conference-resources/
http://www.asknormen.co.uk/self-harm-and-suicidal-ideation-conference-resources/
http://www.asknormen.co.uk/cse-toolkit-launch-video-s-and-presentations/
http://www.asknormen.co.uk/cse-toolkit-launch-video-s-and-presentations/
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This will include all the mental health and emotional wellbeing services that form 
one individual partnership arrangement (with a pooled budget) within the Section 75 
agreement between Northamptonshire County Council, Corby CCG, and Nene CCG. 
Therefore many of the outcome measures and monitoring arrangements from the 
Northamptonshire Local Transformation Plan will be a part of the specification for 
services. 

  



  

 
Page 11 of 242 

2. Engagement and Partnership 
 

Overview 
 

2.1. Over the last 18 months, a combined commissioning group of representatives from 
CCGs and the Local Authority has been established, working with other 
commissioners and providers from across health, education, social care, the 
voluntary sector, youth justice, police and local government; as well as young 
people, parent and carer community groups.  The group was: 

 

 Palvinder Kudhail Asst. Director Assistant Director Early Help and Prevention NCC  

 Richard Bailey Deputy Head of Joint Commissioning Nene CCG/Corby CCG 

 David Loyd-Hearn CYP Commissioning Manager Nene CCG/Corby CCG 

 Rachel Sanson, Commissioning Manager NCC 

 Carole Dehghani, Chief Executive Corby CCG 

 Deborah Mahon, Commissioning and Strategy Service Manager 
Children and Families, NCC 

 Emma Clancy, GP and Clinical Lead for Children, Nene CCG 

 Peter Barker, Public Health Consultant, NCC 
 

2.2. These parties have come together in partnership to develop and transform 
community health services (including emotional wellbeing and mental health 
services) for children and young people.  This group has led the development of a 
detailed action plan to meet the specific principles and requirements of Future in 
Mind aligning such with, amongst other things: 
 

 the improvements, expectations and requirements set out by  the Children’s 
Services Improvement Board; 

 The output of the Northamptonshire submission for the East Midlands “Future 
in Mind” mapping exercise requirements;16 

 Public Health-led JSNA work; 17 

 Work ongoing and outstanding from Northamptonshire Children and Young 
People’s Transformation Board workstreams; 18 

 The Crisis Care Concordat. 19 

 The development of Liaison Psychiatry to cover maternity and children and 
young people and extension to 7-day working. 

                                            
16

 East Midlands Mapping of Future in Mind Preparedness 
http://www.asknormen.co.uk/resources/uploads/pages/v2.0_Future_in_mind_ADS_Self_Assessment_Tool_North
ampton_JCT.xlsm  
17

 Health Needs of Children and Young People in Northamptonshire, with emphasis on Mental Health March 
2014 http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=653 ;  
Joint Strategic Needs Assessment of Children and Young People in Northamptonshire January 2015 
http://www.neneccg.nhs.uk/resources/uploads/files/addendum%206a%20-
%20Childrens_JSNA_Northamptonshire_profile_FINAL_Feb_2015.pdf ;  
JSNA Report 2013 Mental Health and Wellbeing  
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=555  
18

 Northamptonshire CYP Transformation Board 
http://www.nht.nhs.uk/main.cfm?type=CHILDRENANDYOUNGPE  
19

 Northamptonshire’s Crisis Care Concordat http://www3.northamptonshire.gov.uk/councilservices/health/health-
and-wellbeing-
board/Documents/Northamptonshire%20Crisis%20Care%20Concordat%20Action%20Plan%20Final.pdf  

http://www.asknormen.co.uk/resources/uploads/pages/v2.0_Future_in_mind_ADS_Self_Assessment_Tool_Northampton_JCT.xlsm
http://www.asknormen.co.uk/resources/uploads/pages/v2.0_Future_in_mind_ADS_Self_Assessment_Tool_Northampton_JCT.xlsm
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=653
http://www.neneccg.nhs.uk/resources/uploads/files/addendum%206a%20-%20Childrens_JSNA_Northamptonshire_profile_FINAL_Feb_2015.pdf
http://www.neneccg.nhs.uk/resources/uploads/files/addendum%206a%20-%20Childrens_JSNA_Northamptonshire_profile_FINAL_Feb_2015.pdf
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=555
http://www.nht.nhs.uk/main.cfm?type=CHILDRENANDYOUNGPE
http://www3.northamptonshire.gov.uk/councilservices/health/health-and-wellbeing-board/Documents/Northamptonshire%20Crisis%20Care%20Concordat%20Action%20Plan%20Final.pdf
http://www3.northamptonshire.gov.uk/councilservices/health/health-and-wellbeing-board/Documents/Northamptonshire%20Crisis%20Care%20Concordat%20Action%20Plan%20Final.pdf
http://www3.northamptonshire.gov.uk/councilservices/health/health-and-wellbeing-board/Documents/Northamptonshire%20Crisis%20Care%20Concordat%20Action%20Plan%20Final.pdf
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2.3. It is essential that the partnership working that shaped the plan continues to actively 
engage in the oversight, monitoring and review of our services. This will ensure that 
the delivery of a clear, co-ordinated, whole-system pathway is countywide and multi-
agency, while enabling joint responsibility for the continuing outcome improvement 
for children and young people in Northamptonshire. There are clear examples where 
the pathway in Northamptonshire was not effective (e.g. individual referrals needed 
for each service, rather than one coordinated referral process for the whole county 
or ASD/ADHD services with 5 different referral pathways with multiple pathways of 
delivery). It is vital that there is engagement with service users, referring 
professionals and service delivery organisations to ensure that the experience is 
improving as well as producing improved performance indicator results.   
 

2.4. Therefore there are a number of groups who continue to be essential to this task. 
There are a number of structures in place to assist with the overall governance that 
ensures good partnership and engagement. 
 

2.5. This section will summarise our engagement and co-production with children and 
young people, parents and carers; our partnership working across key agencies in 
Northamptonshire; and the governance and partnership structures through which 
our transformation plan will be progressed, monitored and scrutinised locally.  The 
use of local health data, demographics and disease incidence is covered in section 8 
(and in more detail in appendix 8).   
 

Involving Children, Young People and their Families/Carers in Planning, Commissioning and 
Reviewing Services 

 
2.6. The most important group are the children and young people themselves. As a 

result, we ensure we engage with a number of groups to canvas as many views as 
possible. This includes engagement about tiers of provision, whether it be universal 
advice and guidance on coping with exam stress (such as our NHS Choices endorsed 
Ask Normen website and Newsletters20), staff training21 and toolkits; or highly 
specialised support (such as our Crisis and Home Treatment Tier 3+ Team to reduce 
hospital admissions and support hospital discharge, working in partnership with 
many professionals including our Hospital Outreach Education provision). 
 

2.7. In order to ensure we are able to continuously improve and commission appropriate 
services in the future and to shape the market place, listening to the thoughts, views 
and opinions of children and young people is vital. 

 
2.8. We are pleased to have a number of groups of Young People we work with to help 

shape our services. These include our Talk Out Loud Mental Health Ambassadors 
                                            
20

 www.asknormen.co.uk 
21

Staff training for Self-Harm and Suicidal Ideation http://www.asknormen.co.uk/self-harm-and-suicidal-ideation-
conference-resources/  
Child Sexual Exploitation http://www.asknormen.co.uk/cse-toolkit-launch-video-s-and-presentations/; Targeted 
Mental Health In Schools (TaMHS) 
http://www.lgss.co.uk/Services/traininganddevelopment/Pages/trainingcourses2.aspx?ct=mh  
Solihull Approach http://www.asknormen.co.uk/solihull-approach-courses/  

http://www.asknormen.co.uk/
http://www.asknormen.co.uk/self-harm-and-suicidal-ideation-conference-resources/
http://www.asknormen.co.uk/self-harm-and-suicidal-ideation-conference-resources/
http://www.asknormen.co.uk/cse-toolkit-launch-video-s-and-presentations/
http://www.lgss.co.uk/Services/traininganddevelopment/Pages/trainingcourses2.aspx?ct=mh
http://www.asknormen.co.uk/solihull-approach-courses/
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from across our secondary schools, Young Healthwatch, Young Leaders, and our 
Children’s Shadow board that brings the view of numerous specialist groups. 
 

2.9. The Talk Out Loud Programme22 aims to give young people encouragement and 
support to become active volunteers to reduce Mental Health Stigma, and it brings 
young people in from across the county who actively help shape resources and work 
as creative consultants with our providers. They also represent the views of their 
school communities. Their worker sits on the Young Healthy Minds Partnership to 
ensure their voice is fully represented. 
 

2.10. Young Healthwatch23 are a group of young people (some with learning difficulties, 
some with mental health needs, some primary aged, some secondary and some 6th 
formers too) who work to advise professionals on what the needs of young people 
are and help in the governance that oversees those arrangements. Their worker also 
sits on the Young Healthy Minds Partnership. The Young Healthwatch volunteers:  
 

 act as Mystery Shoppers  

 ensure that advertising and communication campaigns are young people 
friendly 

 act as Young Champions promoting Healthwatch Northamptonshire events in 
their schools and communities 

 develop their knowledge and the knowledge of others on Young People’s Rights 
 

2.11.  The Children and Young People’s Board (Shadow Board) report in to the Early Help 
Partnership and support decision making in the county. Members are trained in 
interview techniques and tender marking. The Young Leaders are elected members 
that represent their district councils in countywide issues. We are working closely 
with these groups to launch a Mental Health Charter in Schools and they are key to 
advising us regarding our services and commissions. 
 

Figure 3: Overview of the Children and Young People’s Shadow Board Groups 

 

                                            
22

 Shortlisted for the HSJ Award 2015 for Mental Health Innovation https://awards.hsj.co.uk/shortlist  
23

 Healthwatch Northamptonshire was recently shortlisted for an East Midlands Academic Health 
Science Network, Innovation in Healthcare Award for our work with young people 

https://awards.hsj.co.uk/shortlist
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2.12. We engage with the Care Leavers Forum, as well as the SEND Transitions Board, to 

consider the views of our young adults and how we can seek to continue to improve 
outcomes.  More detail on outcomes is considered in section 7. 
 

2.13. We actively seek to explore the views of other specialist groups where we can. Our 
young LGBTQ community has been excellent in speaking up through our “Out There” 
programme, which is currently expanding across the county. 
 

2.14. There are also other specialist groups we liaise with to seek views on current 
services, needs and to monitor our performance. These include: 

 

 Shooting Stars – Children with Special Educational Needs/Disabilities 

 Children in Care Forum 

 Young Carers Network 

 LGBTQ Out There Programme 

 Student Councils 

 National Association of Youth Clubs 

 Borough Council Youth Action Groups 

 Faith Communities24 

 Clubs and societies (e.g. Scouts, Guides etc.)25 
 

2.15. Parents and carers are engaged with us at multiple levels. In addition to our services 
seeking the views of parents, the key group we work with are the Northants Parent 
Forum Group (NPFG) to ensure that information is shared in a manner sensitive to 
the individual interests and concerns and does not overwhelm parent/carers with 
unnecessary information. This allows parent carers the opportunity to feed back to 
the Young Healthy Minds Partnership both individually and collectively on the 
development of new and existing services. The NPFG works to promote parent carer 
leadership and the co-production and development of new projects that benefit 
them, working in an active and positive partnership with us to promote diversity in 
the representation of parent carers views, needs and ideas to assist in the continual 
improvement and development of services for children and young people. They have 
representation on all of our governance boards either through their coordinator or 
directly, where their schedules will allow. 
 

2.16. Moving forward with our Transformation Plan, we will continue to ensure that our 
reference groups are fully involved in the development and monitoring process, as 
well as supporting quality control our services and communications. 
 

2.17. We will work towards ensuring the views of children and young people are also a key 
performance indicator for those services that are delivered by external providers.  It 

                                            
24

 This will be developed further 
25

 This will be developed further 
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was recognised by CQC in their inspection report of our main provider, NHFT, that 
this is an area for improvement; therefore as a part of our local transformation plan, 
we will work together to deliver a Participation Charter ensuring: 
 

 Children have an equal opportunity to be involved; 

 Children are valued; 

 The involvement of Children is a visible commitment which is properly 
resourced; 

 The involvement of children is monitored, evaluated, reported and improved. 
 
2.18. Individual comments and views from young people have also influenced us.  These 

comments were from the Healthwatch Northamptonshire’s Young People’s Health 
and Wellbeing Conference 18 February 2015: 

 

 police counsellor (sexual crimes) left as soon as case was finished (when I was 
most in need)  

 the NHS needs more money to improve their timing  

 [we need] accessible information  

 [I feel ]discriminated and treated as unequal  

 services aren’t advertised enough  

 [it takes] too long for help  

 16-18 year olds get lost in the systems (cannot access services)  

 not everyone gets noticed in the community when people could be in need of 
help and advice  

 
This is part of why we have prioritised early access and a reduction in waiting times, 
and the development of the referral management centre (which will include 
advice/support) with a single database and consistent referral management. 
 

2.19. During our quarterly Contract Management Meetings between the Provider, 
Children's Commissioning Team and Service Area Representatives, providers are 
asked to demonstrate that their service is valued by stakeholders and feedback is 
sought in helping to improve the services. The Provider is required to consider how 
they can improve and must undertake stakeholder feedback as part of their analysis.  
Currently our providers use different systems, but with our transformation 
programme and our role out of standardised IAPT approaches, we will be seeking to 
monitor this information in a universal way where appropriate. Currently our main 
clinical provider is using “I Want Great Care” and our voluntary sector providers 
report aggregated questionnaire scores.   As these services are brought together into 
one contract for 2017, this will allow the whole pathway to be monitored. 
 

2.20. It will also be fundamental to ensure that the service tracks and monitors outcomes 
for the young people. Currently we have a number of indicators after a change of IT 
services and disparate pathways. Our Improving Access to Psychological Therapies 
(IAPT) work, coupled with the Children’s Community Health Transformation 
Programme, mean that the Common Global Assessment Scale (CGAS) is our primary 
means for assessing and reviewing cases, with specialist measures used where 
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appropriately. This process of continual review and outcome monitoring will ensure 
a service user will be moved on to a different intervention as appropriate depending 
on the feedback from the service user; the scores on standardised assessments that 
indicate a lack of improvement via a particular intervention or service user will be 
discharged from the service in a timely manner if they are reporting progress 
 

2013 Survey Findings 
 

2.21. It was apparent looking at the utilisation, waiting lists and JSNA data (where there 
were gaps in information); there were high numbers of inappropriate referrals being 
made to specialist services and frustrations about where to go for help. 

  
2.22. Therefore there was a need to look at the attitudes of children, young people, their 

families and the professionals who support them to understand the perception of 
need and look at early intervention strategies to better support them. Therefore a 
survey of over 1000 contributors (776 children and young people) was undertaken in 
over the Summer of 2013. 
 

Figure 4: 2013 views of Young People on determinants of poor emotional wellbeing  
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Figure 5: 2013 views on how to access support  
 
Who would you go to now if you were concerned about any of these issues? Top 9 

 

2.23. The results were fairly consistent across the age groups, though as may be expected; 
younger respondents had more positive views than older respondents. Also, in a 
number of cases, adults had a less positive perception than children and young 
people. The majority of responses were from females aged 11-16.  
 

2.24. Overall it showed that children and young people were mainly worried about 
relationships with family, friends and schools and that they were most likely to seek 
support from those same sources, and a perception that there is inadequate support 
in the community.  Other points in brief were 

 

 Young People believe they have a positive future – though those that did not 
know or did not agree higher than the national average according to the 
Children’s society report for summer 2013) 

 

 Many agreed children and young people have more troubles than in the past 
 

 Half of the people surveyed did not report positive family relationships 
 

 A significant majority reported a rise in mood swings and a lack of self-control 
 

 The majority of respondents were worried that body image is an issue (and the 
partnership does have a number of referrals for eating disorders) 

 

 A significant majority believe low mood and depression are common place 
 

 A majority of respondents believe self-harm is increasingly used as a stress 
coping mechanism.  

 

 There is work to do around supporting young people to feel more comfortable 
about issues to do with sexuality and alcohol/substance misuse 

 

Family

School

Friend

No-one

Counselling /Advisor

Don’t know 

Doctors
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2.25. Many of the concerns were social in nature, but often under-served within schools 
and communities, though not clinical in their nature. However it demonstrated the 
county had a need to develop campaigns and initiatives to mitigate what could be 
determinants of poor mental health outcomes later in life. 
 

2.26. Overall the survey results, output from 60 stakeholder workshops and performance 
information, all demonstrated a need to establish a joined up approach.  This would 
bring together health, the county council, police, schools, GP surgeries, children 
centres, youth groups, faith groups, and communities to improve emotional 
wellbeing through prevention, de-stigmatisation and early intervention.  
 

2.27. The vast majority of the Young Healthy Minds Partnership expenditure is on 
specialist mental health services. However the research suggests that we should do 
more at a lower level of need, working closely together in the community to reduce 
the demand for specialist services. 
 

2.28. Overall the data from Northamptonshire is not dissimilar to The Children's Society's 
Good Childhood Report26 that evidences that well-being has dipped since 2008 after 
a period of improvement from 1994. Within their national report, it states that 
teenagers aged 14 and 15 are said to have the lowest self-satisfaction, with 15% 
reporting low well-being. The research in Northamptonshire is in line with a number 
of their findings and will need to be reviewed on a regular basis, especially as the 
Children’s Society suggests that the drop should not be dismissed. However this 
increases the importance to maintain a constant watch of the issues concern our 
children, young people, and their families. 
 

2.29. The findings of this research demonstrate that we need to improve:  
 

 Access to services in the community 

 Support for families, friends and professionals to better help children and young 
people 

 De-stigmatise mental health and improve the quality and accessibility of 
information, advice and guidance 

 Better work with partners to join up prevention and early interventions 
strategies, processes and policies where they are related to emotional wellbeing 
(e.g. drugs, alcohol, sexual health etc.) 

 Streamline services and communications so that children and young people are 
better informed of what they can do, how they can do it, and when they can do 
it 

 Ensure mental health is everybody’s business 
  

2.30. It was agreed that a survey take place on a regular basis to track perceptions and in 
February 2015, the Young Leaders published their survey, led by young people, for 
young people, with a collaborative independent report written by Healthwatch.  

                                            
26

 Children’s Society Good Childhood Report 2015 
http://www.childrenssociety.org.uk/sites/default/files/TheGoodChildhoodReport2015.pdf  

http://www.childrenssociety.org.uk/sites/default/files/TheGoodChildhoodReport2015.pdf


  

 
Page 19 of 242 

 

2015 Young Leader/Healthwatch Survey Findings 
 
2.31. The Young Leader/Healthwatch report brings together the key data that was 

collected from the 527 young people between the ages of 11 and 25. 
 
2.32. The survey gives evidence on how young people feel most of the time, what most 

negatively affects them, where they would go for help if they needed it and which 
wellbeing services they are aware of. 
 

2.33. Amongst the key findings were: 
 

 of the total number of answers to describe how they felt most of the time, 64% 
selected a positive feeling and 36% selected a negative feeling  
 

 43% of the young people in the survey selected stress as something that most 
negatively affected them. This is nearly twice as many as the next highest option  
 

 35% answered ‘No’ to the question ‘do you know where to go if you needed 
help?’  
 

 70% of young people said they would rather speak to someone they trust if they 
needed help  
 
Figure 6: Results of what causes negative effects (6 answers could be selected) 
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Figure 7: Results of “How do you feel” (3 answers could be selected) 
 

 
 

 
 
Figure 8: Where do young people seek help? 
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Figure 9: How young people would like to access help? 
 

 
 

2.34. The results of the survey were shared and discussed at a Health Watch conference of 
Young People27 across the county and the report has been included as a part of the 
development of our local transformation plan. The conference was intended to look 
at all areas of health, but the focus on mental health dominated the content that 
young people raised for discussion. It demonstrates a need to improve transparency 
and pathways and raise awareness among young people of all the resources (not just 
clinical) to support them. 
 

2.35. We intend to continue to canvas views through the development of our 
transformation plan and use these two surveys as a benchmark (coupled with 
national indicator sets) for the monitoring of services over the next 5 years.  We have 
commissioned Healthwatch to lead our engagement work to bring objectivity and 
consistency.  The work will cover a number of areas and the Healthwatch 
Northamptonshire proposal is at Appendix 3e. 
 

Working with Statutory Partners 
 
2.36. In Northamptonshire, we recognise that partnership working is essential to achieve 

the very best outcomes for our young people. This is why we work together at many 
levels to ensure a joined up approach across delivery, operational, strategic and 
financial governance. The foundation to be able to formally work in a cohesive way is 
our Section 75 agreement with a pooled budget, hosted by Nene CCG. 

                                            
27

 Young Healthwatch Conference 2015 http://www.healthwatchnorthamptonshire.co.uk/young-
people%E2%80%99s-wellbeing-conference-kettering-conference-centre-18-february-2015-0  

http://www.healthwatchnorthamptonshire.co.uk/young-people%E2%80%99s-wellbeing-conference-kettering-conference-centre-18-february-2015-0
http://www.healthwatchnorthamptonshire.co.uk/young-people%E2%80%99s-wellbeing-conference-kettering-conference-centre-18-february-2015-0
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2.37. There are a number of key groups and boards who oversee the governance of our 

work. The most important being: 
 

 The Children and Young People Joint Commissioning Group is a sub-group of the 
Northamptonshire Health and Social Care Executive which is in turn a sub-group 
of the Northamptonshire Health and Wellbeing Board.  The transformation plan 
will be monitored by this group.  
 

 The existing Young Healthy Young Minds Partnership (a Northamptonshire pan-
commissioner/provider board steering mental health & emotional wellbeing) 
development in Northamptonshire at a strategic level) will ensure delivery of the 
Transformation Plan. 

 
Figure 10: Emotional Wellbeing Governance for Children and Young People 

 
 

The Children and Young People Joint Commissioning Group 
 

2.38. The Children and Young People Joint Commissioning Group is a new governance 
body that was been created to reassure the Northamptonshire Children’s Services 
Improvement Board that robust service monitoring would take place in a multi-
agency environment and to link up the work of key children’s commissioners.  
 

2.39. The Children and Young People Joint Commissioning Group is a sub group of the 
Health and Social Care Commissioning Executive (HSCE) that has been established by 
the Governing Bodies of NHS Nene CCG, NHS Corby CCG, NHS Cambridgeshire and 
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Peterborough CCG and the Cabinet of Northamptonshire County Council as a 
“Working Group” under S75 (NHS Act 2006) for the discharge of joint commissioning 
arrangements carried out under S75 of the NHS Act 2006.  
 

2.40. The Health and Social Care Commissioning Executive (HSCE) operates within the 
delegated powers relevant to each partner organisation’s governance arrangements.  
HSCE will also review and manage the current pooled budget28 for mental health of 
£6.8m and funds released through the Local Transformation Plan process will be 
added to this responsibility and jointly managed.  The day-to-day management of the 
pooled budget and associated contractual requirements is vested in Children and 
Young People Joint Commissioning Group for the HSCE. 
 

2.41. The Purpose of the Children and Young People Joint Commissioning Group is to:  
 

a) Commission, monitor and evaluate Children and Young People’s services which are 
commissioned through partnership flexibilities under Section 75 of the NHS Act 
2006. This includes responsibility for any pooled budgets hosted by one of the 
partners in furtherance of partnership arrangements.  
 

b) To oversee the Future in Mind Local Transformation plan & subsequent 
developments.  

 
c)  To consider and oversee other areas where aligned commissioning impacts on the 

health, early help and social services economy and to promote the integration of 
services. 

 
d) The Group will also ensure that the views of children, young people and their 

families are integral to the planning and implementation processes and will ensure 
effective links to other strategic multi-agency partnerships.  

 
2.42. The Children and Young People Joint Commissioning Group has the following 

objectives:  
 

 To monitor joint commissioning arrangements for the existing contracts for 
CAMHS and Short Breaks. 

 To discuss and consider operational issues identified by the member 
organisations with a view to resolving these speedily.   

 To monitor service delivery and performance of providers of service.  

 To agree remedial action where required. 

 To agree and manage the delivery of services in line with key performance 
indicators. 

 To monitor progress of the Future in Mind Transformation Plan. 
 
2.43. The Membership of the C&YP Joint Commissioning Group includes: 

 

                                            
28

 As a part of our standing Section 75 arrangements 
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 NCC Children and Families Commissioning (Commissioning and Strategy Service 
Manager; Commissioning Manager ,Commissioning and Strategy Team) 

 Nene CCG Children and Young Peoples Commissioning (Deputy Head of Joint 
Commissioning) 

 Corby CCG Children and Young Peoples Commissioning (Deputy Head of Joint 
Commissioning) 

 NCC Public Health Children and Families Commissioning (Service Relationship and 
Health Protection Manager) 

 Office of Police and Crime Commissioner (Commissioners representative) 
 
2.44. The full terms of reference are attached at Appendix 2a. 

 
 

The Young Healthy Minds Partnership 
 
2.45. The Young Healthy Minds Partnership has the following vision: 

 
“To achieve a sustained and measurable improvement in the mental health and 
emotional wellbeing of all children and young people in Northamptonshire by 
ensuring full and meaningful collaboration between parents, carers, children, young 
people and professionals” 

 
2.46. The purpose of the Young Healthy Minds Partnership is:  

 

 To ensure effective co-ordination and implementation of services to promote 
emotional wellbeing and mental health for all children and young people in 
Northamptonshire. 
 

 To ensure the integrated planning, development and delivery of emotional wellbeing 
and mental health services for children and young people delivered in their local 
community, home, school and  health settings across Northamptonshire 
 

 To ensure that all services provided to meet emerging and identified mental health 
needs for children and young people within Northamptonshire are effectively 
coordinated, evidence based and in line with implementation of Northamptonshire’s 
Strategy for Emotional Well Being and Mental Health (2014-2017) 
 

 To ensure that the views of children, young people and their families are integral to 
the planning and implementation processes. 
 

 To monitor emotional health and wellbeing outcomes for all children and young 
people in Northamptonshire and amend service delivery according to trends and 
needs identified through the monitoring process. 
 

 To ensure effective strategic links to other strategic multi- agency partnerships in 
particular the SEN and Disabled Children and Young People ‘s Working 
Group(DCYPWG), and Enhancing Early Years Board 
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2.47. Current working groups comprise of the following 

 

 Universal / Targeted Mental Health Prevention and Early Intervention working group  
 
This group brings together representatives across education, social care, targeted 
prevention, early help, health, police, libraries and other universal/targeted services 
to identify key issues; shape the agenda and tools, and develop solutions to support 
emotional wellbeing. This group is chaired by a representative from NCC. 
 

 Talk out Loud Anti Stigma Group  
 
This is a group of young people across the county who serve as champions in their 
school to raise awareness and destigmatise mental health issues, create the PHSE 
toolkits, evaluate schools joining the mental health framework, and provide the 
voice of children and young people. This group is chaired by a young person elected 
by their peers. 
 

 ASD Strategy Board  
 
This is a small group of voluntary sector, clinical and education leads working with 
commissioners to develop and monitor an ASD Strategy and provide direction to the 
ASD/ADHD Network of services. This group is chaired by a CEO from an allied 
voluntary sector agency. 
 

 Communications Group 
 
This brings together statutory and voluntary sector partners to look at a multi-
agency approach to communications – including communication to children and 
young people, to parents and to professionals. 
 

2.48. The full terms of reference for Healthy Young Minds Partnership is at Appendix 2b 
 
Plan Agreement and Sign off 

 
2.49. Both the Children and Young People Commissioning Group and the Young Healthy 

Minds Partnership have formally agreed to own and drive Northamptonshire’s 
Future in Mind transformation plan. 
 

2.50. Our approach to the development of our action plan however has been developed 
with these governance bodies but also in partnership with a range of stakeholders to 
ensure that it represents the local improvements that need to happen. This has 
included: 
 

 Meeting with Northamptonshire Healthwatch on 20th August 2015.  At that 
meeting involvement of Healthwatch was agreed and subsequently they have 
submitted their proposal for their leading the ongoing participation of children 
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and young people in the development of this plan (which is in the supporting 
documents at addendum 9e). 
 

 The Children and Young People Joint Commissioning Group on 27th August 2015.  
Membership includes NCC Children and Families Commissioning, NHS Nene CCG 
Children and Young Peoples Commissioning, NHS Corby CCG Children and Young 
Peoples Commissioning, NCC Public Health Children and Families Commissioning, 
and the Office of Police and Crime Commissioner.   

 

 A joint meeting of executives from NHS Nene CCG and NHS Corby CCG to on 1st 
September 2015.  This included GP and managerial executives from both CCGs. 

 

 The chair of Health and Wellbeing Board, the Councillor with the Children’s 
Service Portfolio, the Director of Children’s Services and the Director of Public 
Health signed off the plan on 8th September 2015. 

 
2.51. Northamptonshire has been formally accepted into the Oxford and Reading CYP IAPT 

Learning Collaborative in October 2015. 
 

2.52. The revised submission has been a collaborative action between NCC, Nene CCG and 
Corby CCG and received executive sign off by John Wardell, Accountable Officer for 
Nene CCG, the host organisation for our pooled budget. 

 
 



   

  

 
 

3. Partnership Ambitions 
 
3.1. As laid out in Future in Mind, the Government has ten “aspirations” for children and young people’s emotional wellbeing and mental 

health. 
 

3.2. To deliver the aspirations set out by Government, the vision set out in 1.2 and to meet the requirements set out in sections 1 and 2 
above, this section lays out an Executive Action Plan which demonstrates the actions for 2015/16.  
 

3.3. In addition we will indicate the themes for the 2016/17 executive action plan on which we are still consulting with providers, 
stakeholders and children and young people. 
 

3.4. The Executive Action Plan will be based on the ten aspirations set out in Future in Mind. They will be refreshed every year and will, each 
time, lay down the strategic and operational targets for that particular financial year. This will be based upon our overall vision and 
transformation plan, which can be found at appendix 1 for information. 
 

3.5. Hence the intention is that each Executive Action Plan will represent the step changes and in-year priorities that will enable us to 
achieve our overall vision for services by 2020.   

 
3.6. The “aspirations” or ambitions nationally and locally, as championed by Future in Mind, are as follows: 
 

Ambition One: Improving public awareness and understanding, where people think and feel differently about mental health issues for 
children and young people where there is less fear and where stigma and discrimination are tackled 
 
Ambition Two: Timely access to clinically effective mental health support when Children and Young People need it  
 
Ambition Three: Service built around the needs of children, young people and their families  
 
Ambition Four: Increased use of evidence based working and outcome monitoring 
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Ambition Five: Making Mental Health support more visible and easily accessible for Children and Young People 
  
Ambition Six: Improved Care for Children and Young People in Crisis so they are treated in the right place at the right time and as close 
to home as possible 
 
Ambition Seven: Improving Access for Parents to evidence based programmes of intervention and support to strengthen attachment 
between parent and child  
 
Ambition Eight: A better offer for the most Vulnerable children and Young People  
 
Ambition Nine: Improved Transparency and Accountability across the whole system  
 
Ambition Ten: Professionals who work with Children and Young People are trained appropriately 
 

3.7. The Executive Action Plan each year will be managed by the Young Healthy Minds Partnership reporting progress to the Children and 
Young People’s Joint Commissioning Group.   
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Executive Action Plan Highlights for 2015/16 
 

 
  

Ambition One: Improving public awareness and understanding, where people think and feel differently about mental health issues for 
children and young people where there is less fear and where stigma and discrimination are tackled 

Ambition One Actions for 2015/16 

 Action  Timescale  Led By Outcomes 

1 Tackling Mental Health Stigma – continuing to de-
stigmatise mental health issues with children and 
young people in the county including the Talk Out 
Loud Programme and Mental Health Awareness 
Day in February 2016 
 

February 2016 Talk Out Loud  Children and young people in 
Northamptonshire are more aware of mental 
health issues 

 Children and young people are less afraid of 
expressing their feelings and any concerns 
they have 

2 Develop (and start delivering) a communication 
plan for children and young people's emotional 
wellbeing and mental health to include focus on 
public awareness and understanding of mental 
health issues 
 

January 2016 Comms Group  Children and young people are aware of 
services available and how to access them 
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Ambition Two: Timely access to clinically effective mental health support when Children and Young People need it  

Ambition Two Actions for 2015/16 

 Action  Timescale  Led By Outcomes 

3 Reduce routine waiting times within CAMH Services 
where demand is highest  
 
 

March 2016 NHFT 
CCGs 
3rd Sector 
providers 

 Children and young people are seen as soon as 
possible to stop their issues from escalating 

 Service users and their families, Practitioners and 
other stakeholders are clear about the service 
they can expect 

 
4 In particular, reduce waiting times for ASD/ADHD 

assessment to 9 months in the first instance and 
reduced numbers of children waiting from 300 to 
200 by March 2016.   
 
(Sustained lower waits will be delivered by 
developing behaviour support service to be 
established by 1st October 2016) 

March 2016 
 
 
 
 
 
October 2016 

NCC 
CCGs 
NHFT 

 Children and young people are seen as soon as 
possible to stop their issues from escalating 

 Development of a new service for behaviour 
support so as to provide  
o better support  children, young people and 

their families before, and whilst, they 
undergo assessment 

o better support  children, young people and 
their families where no diagnosis is made 

 
5 Review waiting times for Sleep Services 

 
March 2016 CCGs 

NCC 
 Understand demand for sleep services 
 Enable appropriate levels of service to be 

implemented in consequent years 
 

6 Monitor demand for youth counselling provision 
across the county 
 

March 2016 CCGs 
NCC 

 Understand demand for youth counselling 

 Enable appropriate levels of service to be 
implemented in consequent years 
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Ambition Three: Service built around the needs of children, young people and their families  

Ambition Three Actions for 2015/16 

 Action  Timescale  Led By Outcomes 

7 Commission Healthwatch to lead the engagement 
process with Children and young people, and their 
families, so as to ensure services are developed 
that meet the needs of children and young people 
 

March 2016  
 
(and ongoing)  

Healthwatch  Feedback and shaping of priorities from CYP 
 Feedback and re-design of new and existing 

services 

8 Work with BIPI to enable further analysis of data 
available to help target services (building on needs 
analysis completed) 

March 2016 NCC  Commission services that respond to need 
within the county 

9 Link emotional wellbeing and mental health 
pathway to early help pathway to ensure a more 
joined up approach for families  

March 2016 NCC  Reduce risks to children and young people 
 Reduce duplication and improve 

communication and joint action planning to 
support children, young people and families 
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Ambition Four: Increased use of evidence based working and outcome monitoring 

Ambition Four Actions for 2015/16 

 Action  Timescale  Led By Outcomes 

10 Embedding of joint commissioning group and joint 
commissioning arrangements for monitoring 
 

March 2016 CCGs 
NCC 

 Services meet expectations and achieve 
outcomes for clients  

11 Waits for the service will be monitored and tracked 
through robust contract management 
 

March 2016 CCGs  Service users, their families and stakeholders 
can be confident in the local CAMHS offer 

 Commissioners can be confident that services 
meet specifications and are cost effective 

 
12 Ahead of the CAMHS Minimum Dataset, identify 

gaps in data monitoring and fill - in particular about 
the quality or evidence base of the services 
delivered 
 

March 2016 CCGs 
NCC 

 Service users, their families and stakeholders 
can be confident in the local CAMHS offer 

 Commissioners can be confident that services 
meet specifications and are cost effective 

 

 Implementation of CAMHS Minimum Dataset to be implemented in 2016/17 once released. 
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Ambition Five: Making Mental Health support more visible and easily accessible for Children and Young People 

Ambition Five Actions for 2015/16 

 Action  Timescale  Led By Outcomes 

13 Developing the Single Point of Access and 
Referral Management Centre to ensure all 
referrals are fully screened and the right service 
accessed first time 

January  2016 NHFT 
CCGs 
NCC 

 Simplifying access to the service for 
professionals and therefore benefitting 
children and young people 

 Access to the right service, first time 
 Greater understanding of the needs of the local 

population 

 Reducing inappropriate referrals 
 

14 Development of self-referral and on-line referral April 2016 NHFT 
CCGs 
NCC 

 Enabling children and young people to access 
services directly, empowering self-care 

 Reduced input and workload for primary care 
and education professionals  
 

(2) Develop a communication plan for children and 
young people's emotional wellbeing and mental 
health to ensure all professionals and all 
potential clients know what is available and how 
to access it 
 

January 2016 Comms Group  Children and young people are aware of 
services available and how to access them 

 Professionals are able to help children and 
young people access services as soon as 
required 
 

15 Development of youth counselling drop-in 
clinics 

On-going 3rd Sector 
providers 

 Increased access of drop in clinics affording 
earlier help for those in need 

 Young people can access youth counselling 
sooner 

 Lower levels of escalation to tier 3 
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Ambition Six: Improved Care for Children and Young People in Crisis so they are treated in the right place at the right time and as close to 
home as possible 

Ambition Six Actions for 2015/16 

 Action  Timescale  Led By Outcomes 

16 Initial risk assessment at referral to ensure children 
and young people at high risk are seen as a priority 
 

October 2015 NHFT  Those at most risk and at highest level of risk 
have access to services as soon as possible 

17 Purpose and deployment of existing out-of-hours 
mental health service to be evaluated and 
development plans formulated 
 

February 2016 CCGs  Ensure that children and young people in crisis 
receive the most effective service possible 

18 Develop link with new psychiatric liaison service 
 

April 2016 CCGs  Ensure that children and young people in crisis 
receive the most effective service possible 

 Further work to develop our Crisis and Home Intervention Team in 2016/17 planned 

Ambition Seven: Improving Access for Parents to evidence based programmes of intervention and support to strengthen attachment 
between parent and child  

Ambition Seven Actions for 2015/16 

 Action  Timescale  Led By Outcomes 

19 Training and support for parents  Ongoing CCGs 
NCC 

 Attachment work to enhance bond  between 
parent and child, avoid early trauma and help 
build resilience and improve behaviour 
 

20 Extending use of peer support networks for parents 
 

April 2016 NCC  
 

 To enable resilience within communities to 
improve and support parenting 

 Implementation of Perinatal Support planned for 2016/17 – business case already developed in preparation  
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Ambition Eight: A better offer for the most Vulnerable children and Young People  

Ambition Eight Actions for 2015/16 

 Action  Timescale  Led By Outcomes 

21 Development of an integrated health and wellbeing 
team for looked-after and adopted children  
 

October 2015 NCC 
NHFT 

 To achieve a joined up and effective service for 
looked after and adopted children 

 To enable better outcomes for looked after and 
adopted children 

 To support stability of placements 
 

22 Revision of self harm pathway  and self-harm audit 
to be repeated to inform review 

February 2016 CCGs  New pathway in place 
 Lower admission numbers for self-harm 
 Same/improved clinical outcomes (repeat self 

harm) 

 Recommendations for improvement from 
results of audit 

23 Implementing a dedicated community eating 
disorders service 

June 2016 NHFT 
CCGs 

 Access to a dedicated community service 
delivering evidence based care. 

 NICE concordant treatment to start within a 
maximum of 4 weeks from first contact 
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Ambition Nine: Improved Transparency and Accountability across the whole system  

Ambition  Nine Actions for 2015/16 

 Action  Timescale  Led By Outcomes 

(10) Embedding of joint commissioning group and joint 
commissioning arrangements for monitoring 
 

March 2016 CCGs 
NCC 

 Services meet expectations and achieve 
outcomes for clients 

24 Ensure robust and transparent metrics in place and 
implementation of the Mental Health Services 
Data Set (MHSDS)  

March 2016 CCGs 
NCC 
NHFT 

 Service users, their families and stakeholders 
can be confident in the local CAMHS offer 

 Commissioners can be confident that 
services meet specifications and are cost 
effective 

 

Ambition Ten: Professionals who work with Children and Young People are trained appropriately 

Ambition Ten Actions for 2015/16 

 Action  Timescale  Led By Outcomes 

25 Develop a joint training plan and programme of 
work to support professionals across the county 

February 2016 CCGs 
NCC 

 Established training covering NCC, NHS and 3rd 
sector organisation 

 Support for single pathway development that 
cross-agencies 

 Increased MDT/multi-agency assessment and 
treatment 

26 Implement CYP IAPT Training    
*First cohort identified and registered 
*Second cohort identified 

 
January 2016  
March 2016 

NHFT  Identified staff from across key agencies 
receive appropriate training to improve the 
skill set of the broader workforce 
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Development of Executive Action Plan for 2016/17 
 
3.8. We have started consulting on our Executive Action Plan for 2016/17. 

 
3.9. The results of this consultation process with providers, stakeholders and children and young people will inform the detail behind our 

ambitions for next year.  
 

3.10. Draft Priorities for 2016-17 being considered are as follows: 
 

27 Individual training for Eating Disorder 
professionals supported by team development 
work 
 

March 2016  
(and ongoing) 

NHFT  Staff trained and accredited in CEDS delivery 
 Service accreditation 

 

28 Evaluation and development of advice line for 
professionals  
 

March 2016 NHFT 
NCC 
CCGs 
 

 Take up and use of advice line  

29 Development of “AskNormen” website to be 
central to communications linked across to other 
themes where appropriate 

April 2016 CCGs  Development of ‘go to’ site for all professional 
requirements – toolkits; pathways; links 

 Increased use of site by schools and healthcare 
professionals 
 

30 Named point of contact in specialist services for all 
schools and GPs 
 

February 2016 NHFT  Universal services receive sound advice to 
enable better outcomes for children and young 
people 
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Early Intervention and Prevention 

• Perinatal Mental Health 

o Severe  

o Low Mood/depression 

• Parent/Infant Bonding 

• 5 to Thrive (positive attachment) 

• CYP IAPT for under 5’s 

Supporting Self-Help 

• Direct Referral full roll out 

o Self-Referral 

o On-line help and support 

• Young Person Peer Support 

• Parental Peers Support 

Hard-to-Reach Groups 

• People with an LD (inc. CTR Reviews) 

• Others 

o Particular Ethnicity backgrounds 

o Asylum Seekers 

o LGBT 

o Other 

Avoiding/Limiting Inpatient Admission 

• Further Development of the Crisis and Home Intervention Service 

• Self-Harm Admissions 

• Eating Disorder 

o Bedding in year 

o Toolkit 

o Support for schools and GPs in identification 

Information and Transparency 

• Using CYP IAPT to standardise outcomes monitoring 

• Developing Outcomes measures 

• Publishing more performance data for stakeholders 

 

Other (in no particular order…) 

• Improving Transition, Transfers & Hand-offs 

• Schools Mental Health Support and Links 

• Waiting Time Reduction (incoming targets) 

• Management of Abuse Cases 

o Therapy for Domestic Abuse 

o Therapy for Child Sexual Exploitation 



   

  

 
 

4. Eating Disorder Services 
 
4.1. A dedicated, community Eating Disorder service for children and young people (CEDS 

CYP) has been shown to improve outcomes and cost effectiveness. A multi-agency 
approach, working in partnership, will be taken to improve outcomes for children 
and young people with Eating Disorders (ED) and support their transition between 
services. 
 

4.2. There is no dedicated ED service currently.  Consequently our Executive Action Plan 
for 2015/16, as part of our overall transformation plan will focus on the development 
of a community service and increased service access for children and young people 
who require support.  This will include the development facilities; and the training 
and development of staff to deliver the service. 
 

4.3. Children and young people with eating disorders, and their families and carers, will 
be involved at every stage of the commissioning process, as well as service delivery 
and design, to ensure services are developed that meet their immediate and future 
needs.  The service provider has already identified existing clients who can be 
approached for their input and support.  Healthwatch will be involved so as to add a 
layer of objectivity by keeping some distance. 
 

4.4. Training commissioned at a national level will be utilised to improve clinical and 
management skills specifically to meet the needs of children and young people with 
an eating disorder, and the needs of their family.  Developing an eating disorder 
service will be an on-going and continuous process.  The service will be developed to 
offer evidence-based, high-quality care with suitable accreditation at an individual 
and service level.  Information about the service, and its performance, will be 
accessible data to all stakeholders, including the wider public.  The objectives of the 
training will be: 
 

 Develop multidisciplinary eating disorder teams  

 Understand the complex nature of eating disorders  

 Develop a strong team culture  

 Develop early intensive skills training and support and supervision  

 Adopt core CYP IAPT principles  

 Evaluate the impact of training on transformation of services  
 

4.5. NHS Nene CCG and NHS Corby CCG combined population footprint is circa 700,000 
and so approximately 70 new referrals per annum may be expected.  The option has 
been offered to NHS Milton Keynes CCG to be part of the service footprint (MKCCG 
decision).  In the main this will be a new service, although there will be 1 to 2 posts 
that will move across from CAMHS. 
 

4.6. The Northamptonshire CEDS-CYP will be an evidence based community eating 
disorder service with the following features: 
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 A discreet/dedicated community based service model with a day unit and an 
outreach team that can see people at home or other suitable location.  The 
members of the CEDS-CYP team will be based at the day centre as a hub with 
outreach service. 

 The service will seek to achieve –  

o Treatment as close to home as possible and support the management of 
children and young people with ED in the Community (including their 
education).  Particular attention will be paid to children and young 
people with multiple needs – e.g. those with LD; 

o Delivery of ED access and waiting time standards in line with “Access and 
Waiting Time Standards” from NCCMH and NHS England which in turn 
are based upon the NICE concordant; 

o A ‘stepped care’ model of treatment, based on need, with more intensive 
support offered to those who are more severely unwell; 

o Facilitate the effective admission and discharge from inpatient ED 
facilities. 

 It will receive referrals that will be channelled through the referral 
management centre (RMC) that has been established.  Self-referral pathways 
will be developed and they will also come through the RMC. 

 
4.7. The use of the Referral Management Centre, and the proposed self-referral route 

through the RMC, will mitigate some of the barriers to early identification and 
engagement.  The RMC will receive referrals from primary and secondary care 
professionals and from non-medical professionals although such people will be 
supported in trying to get referral through GPs where this is possible.  The RMC will 
also contain a help line for professionals and (potential) clients. 
 

4.8. Increasing the awareness of professionals working in primary healthcare, medical, 
educational and other settings attended by children and young people, will be 
achieved through the provision of appropriate training (including a clear 
understanding of NICE guidelines).  The training will be provided by the CEDS-CYP. 
 

4.9. Importantly, the development of the RMC will improve liaison between healthcare 
providers and professionals; and facilitate effective joint-working to manage the 
treatment of the eating disorder, and any co-existing mental or physical health 
problems. Therefore the commissioning and delivery of services that meet both the 
physical and psychological care needs of children and young people with an eating 
disorder are achievable.  This will also reduce the effects of increased stress on the 
physical and mental health of family members in order to reduce the need for 
inpatient stays.  Communication with schools and colleges is also improved. 
 

4.10. The Northamptonshire CEDS-CYP will lead anti-stigma initiatives through educative 
and social marketing processes and so: 
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 improve understanding of eating disorders,  

 provide better education, and;  

 increase awareness. 
 

4.11. In line with the emerging evidence, the Northamptonshire CEDS-CYP will: 
 

 Offer day care as a quicker, more convenient and less expensive alternative to 
inpatient care where possible; 

 Offer formalised family therapy as a core component of treatment;  

 Deliver Cognitive Behavioural Therapy (CBT) and enhanced CBT (CBT-E) in the 
treatment of anorexia nervosa, bulimia nervosa and related adolescent 
presentations; and eventually 

 Support the use of guided self-help for some presentations of bulimia nervosa 
for older adolescents.  

 
4.12. The CEDS-CYP team will, via the RMC process, classify the urgency of the case within 

24 hours and contact will be made with the child or young person and the parent or 
carer on the same day to clarify risk.  If the child or young person is deemed to be at 
high risk of needing urgent medical stabilisation or at high psychiatric risk, the CEDS-
CYP will arrange a physical appointment to undertake a face-to-face assessment 
within 24 hours. 
 

4.13. At all levels of the service some or all of the multi-disciplinary team will be involved 
in the planning and delivery of a comprehensive care package.  Depending on need, 
the young person will be able to access a range of services at the same time with the 
emphasis on delivering health care and education closer to home including multi-
systemic work with the family.  This may include the delivery of health services which 
have historically only been accessed in an acute paediatric setting or, if admission to 
an acute hospital is unavoidable, the CEDS will provide in-reach to provide specialist 
advice and support timely discharge. 
 

4.14. From the start the CEDS-CYP will work towards the delivery of the Access and 
Waiting Time Standards where NICE-concordant treatment should start within a 
maximum of 4 weeks from first contact with a designated healthcare professional for 
routine cases and within 1 week for urgent cases. As this is a dedicated CEDS-CYP 
that is being developed from a very low baseline, the service will not be able to meet 
the staffing expectations for a population of 700,000.  The first year will be based on 
developing staff and service protocols.  Most if not all staff will be secured by 
developing existing staff with a commitment from such staff to stay with the service 
for a set number of years based on the level of development investment.  It is also 
noted that the standard is being refined and so development and expansion of the 
service in subsequent years will be in line with the new and emerging NICE eating 
disorder guidelines. 
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4.15. In a similar way, the service and associated staffing will be developed so as to be able 
to meet the trajectories for incremental percentage increases and to enable the 
delivery of the expected 95% tolerance level by 2020. 
 

4.16. Below is the proposed staffing and cost of the CEDS-CYP service: 
 

Table 4: Whole time equivalent staff broken 
down by profession Number of referrals PA  

Workforce 
Calculator 

based on 70 
referral PA 

Proposed 
Workforce based 

on funding 
allocation 

Whole time equivalents  

Head of service (psychiatry/psychology)  0.80  0.50 

Speciality Doctors (psychiatry) (Registrars)  1.10 0.00 

Paediatric medical treatment (Consultant)  0.20 0.16 

Senior Clinical Staff (Bands 8a and 8b)  1.10 0.68 

Eating disorder therapists (Band 7)  4.70  2.00 

Home treatment specialists (Band 6)  1.80 2.50 

Dieticians (Band 6)  1.10 1.20 

Support Staff/Assistant Psychologists (Band 4)  1.30 1.45 

TOTAL 12.10 8.49 

 
4.17. The proposed use of funds for 2015-16 includes non-recurrent set up costs including 

staff training costs: 
 

 Non-Recurrent (Set up) Costs 2015-16 

o Physical set up costs – Premises £125,000; Equipment £35,000 

o Staffing – Training/development £25,000; Salary/backfill (5 months 12 
posts) £165,000 

o Non-Pay – £25,000 

 Recurrent Cost (2016-17 onwards) 

o Pay  £315,600 

o Non-Pay £59,400 

 
More detail is provided in Appendix 3a. 
 

4.18. As well as the CEDS Core team of: 
 

 Psychiatrists 

 Psychologists 

 Mental health nurses 

 Dieticians 
 

There is a wider co-opted team including:  
 

 Paediatrician 

 Paediatric nurses 

 Education services 
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It will be necessary to establish liaison protocols with co-opted team members and 
referrers including: 

 

 Liaison with paediatrics 

 Liaison with inpatient services 

 Commissioners of primary care services in NHS England, local authorities 
(health visiting, school nursing) and schools 

 
4.19. There is a lack of understanding related to eating disorders both among specialist 

CAMHS staff and the universal children’s workforce. There are insufficient specialist 
staff currently with the pre-requisite expertise, locally or nationally, to meet the 
needs of the population.  Therefore with no staff pool to ‘pull’ from, the recruitment 
strategy for the specialist workforce will be one of developing existing staff to allow 
them to reach the required expert standard.   
 

4.20. To ensure such staff are retained, there will be a contract between staff member and 
employer requiring a commitment on both sides to ensure that the individual is 
employed in the Northamptonshire Community Based Eating Disorder Service – 
Children and Young People (CEDS-CYP) for a minimum of three years prior to the 
commencement of training and development. 
 

4.21. Developing the CEDS-CYP will require substantial and on-going training and 
development therefore.  Based on staffing complement set out above, training and 
development will be required for each post as this is a newly separate service that is 
being greatly enhanced and developed. 
 

4.22. In light of CEDS being a new service, significant training and backfill monies have 
been identified in the budget for 2015/16 and 2016/17 in acknowledgement of the 
likely skill development needs of the service. Training/development £25,000; 
salary/backfill (4 months, 12 posts) £165,000. 
 

4.23. There will need to be a detailed training needs analysis based upon the service 
model and the individual needs of posts and post-holders.   This will identify: 
 

 Individuals need to reach required level of accreditation; maintained through 
mentoring and peer support; clinical supervision review – feed into on-going IPR 
and training and development plan.  Practitioners will be encouraged to raise 
through their line management and their clinical supervision the training that 
they feel they will require. 

 

 Team development through pathway and protocol development; maintained 
through relationship with inpatient unit, audit and data review – feed into on-
going service training and development plan 

 
4.24. Whilst this new team will provide a discrete service, delivered by staff with the 

relevant skills, competencies and training; they will work closely and train other 
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CAMH services to enable young people with an eating disorder to access the full 
range of supportive interventions available. This new team will enhance the offer 
currently being delivered.  The aim is to ensure staff from other CAMH Services can 
access timely CEDS advice, consultation and training as part of both the pre-CEDS 
consultation and training offer, and as part of Specialist CEDS 
provision.  Consequently this will be a rolling programme of training, develop 
resources, provide regular advice and consultation, and facilitate sessions for 
frontline practitioners to become mental health champions as part of the pre-CEDS 
service offer.   
 

4.25. CEDS staff will offer support, training and consultation to Primary Care, Universal 
Services (including schools and neighbourhood teams), and Social Care to build 
capacity around early help and emotional and mental health promotion and 
prevention; early identification, advice and support.  The training and consulting 
work will include identification of mental health problems early on for children and 
young people.  The training will also assist front line staff in identifying and tackling 
mental health stigma.  
 

4.26. Through this work we will raise awareness of the issues and encourage cross-sector 
learning. In addition peer to peer support will enable learning to continue outside of 
direct training days. 
 

4.27. We will develop a guide for professionals and voluntary sector partners, available on 
the web and available for print out, for recognising and supporting children and 
young people with eating disorder issues; multi-media approaches to training and 
classroom/conference based learning events will be established with follow up 
action learning sets through support champions. The materials on-line will continue 
to be updated and we will seek to have partners integrate the training as a part of 
their induction and annual workforce development reviews. 
 

4.28.  It will make use of existing resources such as www.asknormen.co.uk, 
www.minded.org.uk, www.b-eat.co.uk, but also intertwining local pathways and key 
scenarios that impact on children and young people in Northamptonshire with eating 
issues and how we can better support them. This should produce a better awareness 
of best practice outcomes, techniques that can be used in universal services, how to 
better refer children appropriately, and the support that can be given while families 
are on waiting lists. It is envisaged this would speed up the response to help children 
in need, ensure services are used more appropriately and reduce waiting times for 
health specialist services. 
 

Details of the Education and Training to support the Project 

How will education be 
delivered and by 
whom? 

Training will be delivered by a mix of partnership staff and 
an external children's mental health specialist, including 
cascade training by line managers in the professional 
organisations (including induction/agency staff briefing) 

  

http://www.asknormen.co.uk/
http://www.minded.org.uk/
http://www.b-eat.co.uk/
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Details of the Education and Training to support the Project 

How will you measure 
the quality of the 
intervention in 
relation to learners 
and patient care? 

There will be a baseline score on starting the training, an 
evaluation at the end of the training and a post training 
review 3-6 months later to review the impact. Also, 
delegates will be asked to develop an action plan. 

Timescales for 
delivery 

Materials and course content to be developed over the 
summer of 2015 with training to commence in the autumn 
through classroom-based, protected learning events, and 
partner events, with additional updates to the Ask Normen 
portal.  

       

Key stakeholders - 
patients/service 
users, organisations, 
professional groups, 
etc. 

Service Users, Talk Out Loud Anti Stigma Group, Young 
Leaders, Children and Young People Shadow Board, Youth 
Health Watch, Parent's Forum, Locality boards, Social Work 
Academy, GP PLT groups, SENCO Forum, Strategic Head 
Teacher Forums, Northamptonshire Police, NHFT, NGH, 
KGH, Northamptonshire County Council, NHS England, 
EMAS, Nene Clinical Commissioning Group, Corby Clinical 
Commissioning Group, Library Plus service, District Council 
and Housing Associations, School Nurses, Health Visitors. 

 
4.29. The advantage of having a Referral Management Centre (RMC) is that knowledge of 

what cases need to be referred to whom and where is maximised and therefore 
simplified.  That said, training on the working of the RMC will be important to allow 
referrers and interested parties to get the most from the service.  The RMC model 
also includes a Professional Advice Line, which will support professionals who need 
to seek guidance on particular issues. 
 

4.30. CEDS will engage and continue to engage with regional working groups, national 
commissioning training, continuous professional development and the sharing of 
best practice. 
 

4.31. There are several other considerations in the delivery of training and development: 
 

 Induction training should be provided to all new starters 
 

 Gathering stakeholder feedback on what training topics front line practitioners 
feel would be helpful 

 

 Other services and training programmes will reinforce and raise profile of CEDS 
in their work e.g.  

 
o Primary Mental Health Team offering free training on understanding mental 

health concerns for all professionals working with children and young people 
aged 0-18 in Northamptonshire. 
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o Looked After Children Team offering training for foster carers, adoptive 
parents, leaving care workers and residential care staff. 

 
o Safeguarding training. 

 
4.32.  Bringing together the various aspects of this community based multi-disciplinary 

service, the referral processes, the work to support referrers and clients, and 
relationship with other services, the process is illustrated below: 
 
Figure 11 – Community Eating Disorder Pathway 

 
 

4.33. The development of the local eating disorder service should create some 
mainstream capacity in CAMHS with the current workload of 80 -100 young people 
being taken out of generalist CAMHS (some will continue to need mainstream 
CAMHS support).  This will allow CAMHS resource to be redeployed to increase 
response to other referrals.  Self-harm pathways are being developed and the 
capacity freed up will support longer term support, but it is anticipated that the 
majority of capacity freed up will be deployed to Crisis Intervention.  At this stage, as 
the actual time spent with the ED cohort on the current CAMHS service is not 
quantified it is then difficult to quantify the benefit for self-harm patients and those 
requiring Crisis Intervention. 

Universal: 
e.g. GP, 

School Nurse, 
School 

Targeted:  
e.g. Youth 

Counselling 

Specialist 
Community 

CAMHS 

Referral Management Centre 

Children and Young People’s Community Eating Disorders Service:  All 
levels of service will involve some or all of the MDT and needs led 

Community 
Eating 

Disorder 
Outpatients 

Hospital 
Education 
Outreach 

WK/Delapre 

Day Unit  

CHIT – Crisis 
Home 

Treatment 
Team 

Inpatient 
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4.34. The experience of practitioners and commissioners in Northamptonshire is that 

without change in pathways, more eating disorder inpatient beds are needed.  
However the development of the dedicated community based service model with a 
day unit and an outreach team will reduce length of stay and perhaps avoid 
admission although may also identify un-seen/un-met demand and so some of the 
increased pressure on inpatient services may be relieved.  This will, however, be 
monitored and included in the benefits being gained. 
 

4.35. The issue of procurement needs to be addressed.  As there is a small service 
currently within mainstream CAMHS, the new local service would be established with 
an existing (albeit very small) provider and so there would not necessarily be need 
for a full procurement process. The existing provider would need to submit a full 
business case that would then need to be agreed. Should that view prevail, the 
bespoke Eating Disorder Service will be implemented early in 2016-17. 

 



   

  

 
 

5. Finance and Costs 
 
5.1. A pooled budget arrangement exists for CYP mental health and emotional wellbeing. 

Local Transformation Plan funding would be added to the pool. 
 

CAMHS Pooled Fund 
     

 
2014/15 

 
2015/16 

 
2016/17 

 
£000's 

 
£000's 

 
£000's 

Income / Resources 
    

DRAFT 
NHS Nene Clinical Commissioning Group 5,049,565 

 
5,091,060 

 
5,091,060 

NHS Corby Clinical Commissioning Group 586,130 
 

590,927 
 

590,927 
NHS Cambridgeshire & Peterborough CCG 18,320 

 
18,320 

 
18,320 

Northamptonshire County Council 1,137,470 
 

1,137,470 
 

1,137,470 

 
6,791,485 

 
6,837,777 

 
6,837,777 

      Local Transformation Funds 
     Eating Disorders (Nene and Corby) 0 

 
374,768 

 
374,768 

Additional Funding (Nene and Corby) 0 
 

938,082 
 

938,082 

 
0 

 
1,312,850 

 
1,312,850 

      Total Resource Allocation 6,791,485 
 

8,150,627 
 

8,150,627 

      

      Committed Expenditure 
     CAMH's Tier 3 5,635,675 

 
5,681,987 

 
5,681,987 

Specialist CAMHS (Therapeutic Workers) 110,049 
 

180,000 
 

180,000 
Anti-Stigma 90,000 

 
110,000 

 
110,000 

Youth Counselling 355,322 
 

294,033 
 

294,033 

Other Targeted Services 335,000 
 

265,000 
 

265,000 
Grants 26,688 

 
50,000 

 
50,000 

Joint Commissioner 62,088 
 

62,088 
 

62,088 
Education 27,299 

 
20,000 

 
20,000 

Workforce Development 12,500 
 

50,000 
 

50,000 
Stigma & Participation 135,500 

 
124,669 

 
124,669 

      Future in Mind Expenditure 
     Eating Disorder 
  

375,000 
 

375,000 
Development of Children’s ASD/ADHD 

  
470,000 

 
478,000 

Health Watch 
  

17,850 
 

17,850 
General MH Waiting Times 

  
275,000 

 
275,000 

Referral Management Centre Development 
  

156,481 
 

156,570 
Contingency 

  
18,519 

 
10,430 

 
  

 
  

 
  

Total Expenditure 6,790,120 
 

8,150,627 
 

8,150,627 
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5.2. The plan has been costed.  More detailed cost breakdown are at appendices 3a – 3e.  
Much of the expenditure for 2015-16 is non-recurrent with a recurrent plan for 
2015-16 moneys for 2016-17 and beyond.  A high level summary is set out below: 
 
Community Eating Disorder Service 
 

 Funding Allocation 
o Corby CCG      £41,307 
o Nene CCG    £333,461 
o Total     £374,768 

 

 Non-Recurrent (Set up Costs 2015-16) 
o Physical set up costs –  

 Premises    £125,000  
 Equipment     £35,000 

o Staffing –  
 Training/development    £25,000 
 Salary/backfill    £165,000 
 Non-Pay      £25,000  

o Total     £375,000 
 

 Recurrent Costs 2016-17 
o Pay     £315,000 
o Non-Pay       £59,400 
o Total     £374,400 

 
More detail including staffing cost breakdown is in Appendix 3a 
 
Additional Funding 
 

 Funding Allocation 
o Corby CCG    £103,396 
o Nene CCG    £834,686 
o Total     £938,082 

 
Development of Children’s ADHD & ASD Service 

 Non-Recurrent Costs 2015-16 
o Waiting List Initiative  

 Locum Consultants  £250,000  
 Other Salary/backfill  £150,000 
 Training/development    £40,000 
 Non-Pay      £30,000  

o Total     £470,000 
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 Recurrent Costs 2016-17 
o Pay     £408,000 
o Non-Pay       £70,000 
o Total     £478,000 

 
More detail including staffing cost breakdown is in Appendix 3b 
 
General Mental Health Waiting Time Reductions 
 

 Non-Recurrent Costs 2015-16 
o Waiting List Initiative  

 Locum CAMHS posts  £105,000  
 Youth Counselling    £80,000 
 Other Salary/backfill    £55,000 
 Training/development    £10,000 
 Non-Pay      £25,000  

o Total     £275,000 
 

 Recurrent Costs 2016-17 
o Pay     £215,000 
o Non-Pay       £60,000 
o Total     £275,000 

 
More detail including staffing cost breakdown is in Appendix 3c 
 
Development of the Referral Management Centre for Specialist Community Health 
Services for Children and Young People 
 

 Costs for expanding the RMC to include youth counselling et al in 2015-16 
o Dual running Costs     £16,567  
o Staffing      £57,984  
o Training/development    £10,000 
o Non-Pay      £33,349 
o Set up costs 

 IT/Equipment     £28,581  
 Communication/Feedback   £10,000 

o Total     £156,481 
 

 Recurrent Costs 2016-17 
o Pay       £99,401 
o Non-Pay      £57,169 
o Total     £156,570 

More detail including staffing cost breakdown is in Appendix 3d 
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Healthwatch Proposal to Lead Engagement Proposal for Children & Young People 
 

 Annual Cost (inc 2015-16)     £35,700 

 Less 50% Healthwatch contribution   £17,850 

 Total Cost       £17,850 
The Healthwatch proposal is at Appendix 3e 
 
Total Additional Costs 
 

 Non-recurrent 
o Children’s ADHD & ASD Service £470,000 
o General Waiting Time Reductions £275,000 
o Development of the RMC  £156,481 
o Healthwatch proposal     £17,850 
o Total     £919,331 

 

 Non-recurrent 
o Children’s ADHD & ASD Service £478,000 
o General Waiting Time Reductions £275,000 
o Development of the RMC  £156,570 
o Healthwatch proposal     £17,850 
o Total     £927,420 

 
5.3. The financial plan has been carefully drawn up so as to match income and 

expenditure and to ensure all funds will be properly spent in 2015-16.   
 

5.4. The CCGs are giving greater priority and greater scrutiny to the mental health 
agenda. NHS England has set out in its planning guidance,  “Forward View into action 
for 2015-16)”, the expectation that mental health spend will rise in real terms in 
every CCG and grow at least in line with each CCG’s overall allocation growth to fulfil 
these ambitions. This is being assured robustly through financial plan submissions. 
We are working hard to ensure that the CCGs deliver on the parity of esteem 
commitment.  Submission of commissioner plans at the start of the year showed an 
overall 3.7% increase on mental health spend.  At a regional level further work is 
continuing with regional and local teams to assess validity of commissioner 
justifications or steps required to increase comparative investment.  NHS England 
seek the delivery of financial parity and expect CCGs to achieve such. 
 

5.5. IAPT 
Northamptonshire is part of the Oxford and Reading IAPT Collaborative.  The costs for 
2015-16 and 2016-17 are below (and are in Annex 3) 

Staff Group 15-16 Total 16-17 Total 

CBT,SFP, Parenting 
Therapist 

6 Staff @ £7,500 £45,000 6 staff @ £22,500 £135,000 

Supervisors 3 staff @ £10,000 £30,000 3 staff @ £10,000 £30,000 

Other  £51,500  £133,750 

Total  £126,500  £298,750 
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6. Publication of Plan 
 
6.1. The Northamptonshire Local Transformation Plan details have been published on the 

web-sites for the CCGs, the county council and major provider of services.  
 

6.2. The links are provided below: 
 

 NHS Nene CCG web-link 
http://www.neneccg.nhs.uk/future-in-mind/  

 NHS Corby web-link 
http://www.corbyccg.nhs.uk/future-in-mind-declaration/ 

 Northamptonshire County Council web-link 
http://www3.northamptonshire.gov.uk/councilservices/children/young-
northants/health/Pages/Emotional-wellbeing.aspx 

 Northamptonshire Healthcare Foundation Trust 
http://www.nhft.nhs.uk/main.cfm?type=CONTENTCAMHS&objectid=2703 

 Asknormen web-link 
Please insert 

 
6.3. The web-declaration is a summary plan – written to aid understanding –  

And the following declaration: 
 
Future in Mind 
 
Promoting, protecting and improving our children and young people’s mental 
health and wellbeing 
 
‘Future in mind’ is a government report that sets out the case for change in delivery 
of mental health services for children and young people. It makes recommendations 
around improving early intervention and prevention; simplifying structures and 
improving access; sustaining a culture of evidence-based service improvements; and 
better joining up of services. 
 
NHS Nene Clinical Commissioning Group (CCG) is working together with local 
partners across the NHS, local authority public health, children’s services, education 
and youth justice sectors and voluntary and community sectors to develop Local 
Transformation Plans for delivering improvements in children and young people’ s 
mental health and wellbeing in Northamptonshire over the next 5 years. 
  
The CCG will take guidance and approval from NHS England Specialised 
Commissioning and the local Health and Wellbeing Board in developing a vision for 
the future - to ensure that every child or young person gets the help they need when 
and where they need it. 
 
 

  

http://www.neneccg.nhs.uk/future-in-mind/
http://www.corbyccg.nhs.uk/future-in-mind-declaration/
http://www3.northamptonshire.gov.uk/councilservices/children/young-northants/health/Pages/Emotional-wellbeing.aspx
http://www3.northamptonshire.gov.uk/councilservices/children/young-northants/health/Pages/Emotional-wellbeing.aspx
http://www.nhft.nhs.uk/main.cfm?type=CONTENTCAMHS&objectid=2703
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Mental_Health.pdf
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Northamptonshire’s Transformation Plans 
 
Our draft local transformation plans cover the whole spectrum of services of children 
and young people’s health and wellbeing.   In line with national guidance, our plans 
also contain a clear focus on specific deliverables where additional funding has been 
allocated, i.e. Eating Disorder Services. 
 
The draft strategy will be submitted to NHS England in September 2015 for approval 
and sign off in October 2015.  Local councillors and officers have already given their 
support.   A copy of our draft report can be downloaded here.  
 
In developing a comprehensive and transparent local offer, we are publishing an 
annual declaration of our current investment and the needs of the local population 
across the full range of provision of services.  
 
These plans are also interdependent with the Crisis Care Concordat Action plan 2015, 
the development of the Autism/ADHD Strategy and Action Plan 2016 and the 
Northamptonshire Children and Young People Community Health Transformation 
programme. 
 

 

http://www.neneccg.nhs.uk/resources/uploads/files/Appendix%20Future%20in%20Mind%20Northamptonshire%20Transformation%20Plan%20draft%202.pdf
http://www.neneccg.nhs.uk/resources/uploads/files/addendum7a%20CAMHS%20Pooled%20Budget%20-%20as%20at%2031-03-15.pdf
http://www.neneccg.nhs.uk/resources/uploads/files/addendum%206a%20-%20Childrens_JSNA_Northamptonshire_profile_FINAL_Feb_2015.pdf


   

  

 
 

7. Building on Best Practice 
 
Priorities for Northamptonshire 

 
7.1. Our emotional wellbeing and mental health local transformation plan puts children, 

young people and their families at the centre of everything the services deliver, with 
a greater emphasis on prevention and early intervention. This is based on NICE 
compliance and lessons learnt from Neuroscience research29, coupled with the 
research by Professor Jonathan Campion in Northamptonshire30 We have followed a 
natural progression building on 13 years of comprehensive Child and Adolescent 
Mental Health Service (CAMHS) strategies in Northamptonshire, and our 
transformation plan is built on that foundation. We continue to assert the imperative 
that mental health is everybody’s business as a central tenet in our approach, 
continuing to:  
 

 Strengthen the key principle in the promotion of collaborative working across 
agencies and services to ensure that appropriate provision is in place to support 
the healthy emotional development and emotional resilience of our children 
and young people.  
 

 Further align services across the partnership to ease access where and when it 
is needed  

 

 To collaborate and to build partnerships and networks around our children and 
young people and to think systemically about the associated family needs in all 
our endeavours.  

 
7.2. Working in consultation with our stakeholder groups, coupled with public health 

data, we have undertaken a review of the Risk and resilience factors (Appendix 7) 
and analysing the population and individual needs of our population (Appendix 8), 
there are a number of needs that are common for all, with the need for appropriate 
targeted and specialist interventions to meet their needs as well. But ultimately we 
start from a basis that we treat children and children first and endeavour to have a 
holistic approach to fulfilling their needs. 
  

7.3. Therefore, our priorities are underpinned by 4 priority outcomes for all of the 
children and young people:  
 
1. All children will grow up in a safe environment  

 

                                            
29

 There are many examples, but the work carried out by KCA and their Five to Thrive methodology 
has driven much of our thinking, not just with early years positive attachment, but also relating to 
secondary attachment in adolescence for looked after children for example 
http://www.cevi.org.uk/docs2/My_Baby's_Brain_final_executive_summary_February_2014.pdf  
30

 JSNA Report 2013 Mental Health and Wellbeing  

http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=555 

http://www.cevi.org.uk/docs2/My_Baby's_Brain_final_executive_summary_February_2014.pdf
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=555
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2. We will enable children and young people to achieve their best in education, to 
be ready for work and to have skills for life  

 
3. We will help children to grow up healthy, and have improved life chances  

 
4. We shall improve outcomes for children who are looked after  
 
Therefore our plan seeks to build on the lessons learned locally, based on work with 
NICE and the Department of Health and the foundations of Future in Mind. Our 
transformation priorities include:  
 
1. The promotion of positive emotional wellbeing and early intervention  

 
2. Improved integration in targeted and specialist services including a single point of 

access  
 

3. Better support for children and young people who are chronically or acutely 
unwell (including Eating Disorders)   

4. Strengthened thresholds and pathways for behavioural and neurological 
developmental issues  
 

5. Focus on key groups of vulnerable children and young people to prevent poor 
emotional wellbeing outcomes and ensure there are appropriate interventions 
when they require additional support  

 
7.4. The principles that will underpin the development of comprehensive CAMH services 

in Northamptonshire are that they will be:- 
 

 Accessible to all children and young people from birth to age 18 with 

equitable access across the county and irrespective of race, ethnicity, 

disability, gender, religion, culture, class or sexual orientation.31 

 

 Accessible in a timely way with 24 hours, 7 days a week access at times of 

emergency. 

 

 Available in locally accessible and appropriate settings. 

 

 Involve children and young people in the processes and decisions that affect 

them. 

 

 Based upon best practice and be evidence based.  

                                            
31

 Our intentions are to review the pathway for 18-25 year olds. SEND and Learning Difficulties 
cohorts are covered in this age range. We hope to learn from the work in Birmingham and Norfolk, 
and develop a local plan in more detail in Northamptonshire as a later phase of our transformation 
programme. 
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 Proactively target those children and young people who may be more 

vulnerable to poor mental health outcomes. 

 

 Delivered in a holistic way and where possible in a multi- agency context.  

7.5. In recognition of the lessons learned from the national IAPT pilots where Professor 
Peter Fonagay32 demonstrated the latest evidence base in joint working at the 
National CAMHS Conference at University of Northamptonshire 2014, it was agreed 
that  the Northamptonshire Young Healthy Minds Partnership (YHMP) should 
continue and be strengthened by partners. The YHMP is underpinned by a section 75 
agreement with a pooled budget arrangement between Nene (NCCG) and Corby 
Clinical Commissioning Groups (CCCG) and Northamptonshire County Council (NCC) 
with input from providers.33  
 

7.6. Our Local Transformation plan is a natural extension of our “Northamptonshire’s 
Strategy for the Emotional Wellbeing and Mental Health of Children and Young 
People 2014-17”, our work with the Northamptonshire Improvement Board and our 
Children’s Community Health Transformation Programme. Many of our intentions 
and ambitions are currently in a trial phase with existing providers, and they will 
continue to develop as we go to market in 2016/17 with further innovations to be 
built in right until 2020 and beyond. 
 

Building on our Local Strategy 
 

7.7. Emotional wellbeing and mental health for children and young people covers a wide 
range of issues. 1 in 10 children are expected to have additional mental health needs 
before the age of 18. A very small proportion are statistically attended to in the UK 
(about 2%-5% dependent on sources). The prevalence of mental health needs of 
children and adolescents in Northamptonshire is estimated at c17,000. In 2014/15, 
roughly 11,000 (6.5%) children and young people received direct support from the 
YHMP commissioned services; c7,000 (4%) in Youth Counselling and c3,500 (2%) in 
clinical services. With demand and complexity increasing, coupled with a changing 
social landscape marked with large scale public sector change, our strategy seeks to 
prioritise 5 key areas.  
 
Prevention and Early Help  
 

7.8. Our key long term goal is to promote positive emotional wellbeing and to ensure 
there are mechanisms for early intervention through:  
 

 Continued reduction of stigma and promotion of positive wellbeing in schools 
and communities in line with the Health and Wellbeing board lifelong 
Wellbeing Strategy  
 

                                            
32

 http://camhs-northampton.com/resources/CAMHS%20Booklet%202014.pdf  
33

 Refer to section 2 Engagement and Partnership for further details. 

http://camhs-northampton.com/resources/CAMHS%20Booklet%202014.pdf


  

 
Page 57 of 242 

 Using neuroscientific principles for early intervention and positive parenting 
including the use of Five to Thrive  

 
 

 Ensuring there are joined up pathways for vulnerable parents and particularly in 
the areas of post natal depression (PND) and families with experience of 
interpersonal violence (IPV)  
 

 Strategic partnership to help continue building resilience; supporting young 
people to manage their mood, anxiety and self-image; and improving overall 
improved emotional outcomes  

 

 Provision of self-support tools to assist professionals, families and young people 
to better understand behaviours and concerns, and the thresholds and 
pathways associated with them with training provided across the workforce  

 

 Ensuring there are knowledgeable and confidential people for children to be 
able to talk to who are able to give support in a safe manner whether they are 
peer support, voluntary or professional  

 

 Continued campaigns to reduce the risk in key areas of concern raised by 
children and young people such as anxiety, depression, body image, self-harm 
and suicidal ideation Many of the activities above are already in place.  
 

To further improve prevention, the YHMP will also work towards the following:  
 

 Explore and develop good “Digital Hygiene” in recognising the impact of 
technology on wellbeing and mental health through a strategy for promoting 
positive use and reduce the impact on cyberbullying  
 

 Offer appropriate prevention measures at key age milestones such as:  
 

 Promotion and support of perinatal mental health and positive attachment 
 

 Enhancing the early years emotional wellbeing in preparation for school  
 

 Developing resources and interventions in primary settings to develop 
resilience and a nurturing environment at home and school o Enhancing the 
preparation of transitions to secondary school by working with partners to 
embed the promotion of positive emotional wellbeing as a part of the process  
 

 Create resources for targeted groups e.g. foster parents and children looked 
after to promote positive wellbeing  
 

 Work with partners to develop pathways and resources to re-enable young 
people stepping down from specialist services to try and reduce the potential 
for repeat episodes. 
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Key Projects for Prevention and Early Intervention  
 

7.9. There are a number of projects and programmes within the YHMP that should play a 
key role in enabling improved outcomes relating to prevention and early 
intervention.  
 
Self Help 
 

7.10. To aid Self-Help, the Ask Normen website www.asknormen.co.uk the input of over 
40 stakeholders to transition it from a service directory to an information, advice and 
guidance website. The aim of our website is to support professionals and families 
understand:  

 Behaviours and Concerns  

 Conditions  

 Emotional Wellbeing themes  

 National and Local Policies  

 Child Development & Parenting Support  

 Links to services  

 Training Directory  

 News stories and newsletters  

 Referral pathways  
 

7.11. Our website helps support people working with families in universal, early help, and 
targeted areas, or to better understand conditions after receiving a diagnosis. 
Further investment has enabled the site to be used on smart phones and tablets, and 
to translate into 80 languages and being compatible with adaptive technologies for 
disabled users. Since redeveloping the website, utilisation has dramatically increased 
with 769 users reading a story within 48 hours of publication on average. There is a 
monthly newsletter that also works thematically to share case studies, research and 
best practice as well as delivering news about emotional wellbeing and mental 
health. It is important that throughout the course of the transformation programme, 
Ask Normen continues to serve as the central repository for all content related to 
emotional wellbeing and mental health for children and families, working in 
collaboration with NCC’s local offer of services in the area and social media as their 
usage evolves.  

 
7.12. There is a need to continue keeping the content up to date and not only inform users 

of thresholds and pathways for service, but also seek to be a centre of learning and a 
forum to share best practice through case studies etc. There also needs to be a 
continued push to raise awareness of the website and ensure it is used 
appropriately. 

 

7.13. The longer term ambition is to learn from the IAPT lessons of self-referral and look at 
the potential as to whether the website could service as a referral alternative for 
self-referral. Also there are considerations being made as to whether there should be 
a young adult section. This has not been formalised yet. 
 

http://www.asknormen.co.uk/
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Youth Engagement 
7.14. The voice of young people are essential to shape our services we provide and how 

we provide them. Peer campaigns can also yield improved results when trying to 
spread messages and improve a common understanding. Our “Talk Out Loud” 
Group was the national runner up in the “Children and Young People Now” awards 
2013, and is shortlisted in the HSJ Awards 2015. “Talk Out Loud” is a participation 
programme of work for young people, by young people. It is designed to increase 
awareness of emotional wellbeing and mental health issues in secondary schools, 
enabling young people to talk more openly about concerns and understand where 
to go if they or their peers have any concerns. Our group also serves as a major part 
of governance along with the Children and Young People Partnership Shadow 
Board and other young leadership groups). The “Talk Out Loud” programme offers:  
 

 PHSE and core subject lesson plans for schools34 

 A young people website35 

 A mental health awareness day across the county town centres, schools and 
media36 

 An Art’s competition to raise awareness of positive emotional wellbeing 
practices including a touring Arts exhibition to raise awareness across 
2014/1537 

 A secondary schools accreditation programme to enhance how schools can 
promote positive emotional wellbeing, destigmatise mental health issues, 
and better support students with special requirements.38 

 A regular forum for the 23 volunteer young people across the county to come 
together to help shape our commissioning and campaigns, while also 
developing their own skills.  

 
7.15. In accordance with Public Health England’s 2015 Promoting children and young 

people’s emotional health and wellbeing  - A whole school and college approach39, 
the programme needs to continue to develop with a new focus on primary age 
children as well as continuing to develop the partnership with schools and their 
pupils to reduce the stigma associated with mental health issues and promote 
positive emotional wellbeing, resilience and happiness. 

 
  

                                            
34

 http://talkoutloud.info/who-canhelp/talk-out-loud/aqa-unit.aspx 
35

 http://www.talkoutloud.info/  
36

 http://talkoutloud.info/who-can-help/talk-out-loud/mental-healthawareness-day.aspx  
37

 http://talkoutloud.info/information/mhsp-art-competition-2014.aspx  
38

 http://talkoutloud.info/information/secondary-schools-accreditation.aspx  
39

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/414908/Final_EHWB_draft
_20_03_15.pdf  

http://talkoutloud.info/who-canhelp/talk-out-loud/aqa-unit.aspx
http://www.talkoutloud.info/
http://talkoutloud.info/who-can-help/talk-out-loud/mental-healthawareness-day.aspx
http://talkoutloud.info/information/mhsp-art-competition-2014.aspx
http://talkoutloud.info/information/secondary-schools-accreditation.aspx
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/414908/Final_EHWB_draft_20_03_15.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/414908/Final_EHWB_draft_20_03_15.pdf
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Resources and training including:   
 

 Self-Harm 

 Child Sexual Exploitation 

 Eating Disorders 

 Behaviour vs. ASD/ADHD 

 Mental Health First Aid 

 Domestic Violence 

 Parental Mental Health  
 

7.16. Given the national and local concerns regarding self-harm, there was a need for the 
partnership to work together especially across health, education and social care. 
According to our young people focus groups, there is a concern that self-harm is 
seen by some young people as a behaviour that is socially acceptable, and some 
schools are estimating as many as 50% of students in the older years are self-
harming.  

 
7.17. This kind of self-harm is often confused with acute self-harm where someone tries 

to take their life. International evidence suggests that this happens in less than 4% 
of cases, and the acute self-harm levels are largely higher due to the adherence of 
National Institute for Health and Care Excellence (NICE) guidance to assess all 
Accident & Emergency presentations as well as the presence of inpatient provision 
having some impact. 

 
7.18. Current prevalence rates 

 

 72% of people who seek help for depression are female 
 

 75% of people who take their own lives are men. 
 

 National rates of self-reported self-harm are 7% for 11-16 year olds but several 
times higher in those with:  

 
o emotional disorder (28%) 
o conduct disorder (21%)  
o ADHD (18%) 

 

 Applying national rates to Northamptonshire would mean that 2940 11-16 year 
olds would report self-harm. Our actual figure is lower, though in schools 
anecdotal evidence suggests the rates could be as many as 50%. 

 

 287 Children and Young People have presented at A&E for self harm. Highest 
prevalence was 17-19, however the 11-16 year olds continue to rise  
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 Child and adolescent admissions for self harm per 100,000 (2010/11): 
Northamptonshire 169.9 compared to England 124.8 (although we adhere to 
the NICE guidelines) 

 

 A number of young people present to Youth Counselling with self harm as an 
issue - Within Northampton alone there have been 23 young people discussing 
self harm or suicide (or both) with counsellors over the Q1 of 2013 in youth 
counselling sessions.  

 
Figure 12: A&E Admission Rates for Self-Harm 
 

Locality 

Inpatient 
Admissions 
of 0-19's in 
2009-10 

Inpatient 
Admissions 
of 0-19's in 
2010-11 

Inpatient 
Admissions 
of 0-19's in 
2011-12 

Inpatient 
Admissions 
of 0-19's in 
2012-13 

Western 
Northampton 

51 60 64 55 

Kettering 35 51 40 49 

East/Southern 
Northampton 

30 48 55 40 

Central  
Northampton 

44 43 55 28 

East Northants 15 19 20 26 

Daventry North 28 30 23 23 

Corby 29 28 24 25 

Wellingborough 15 21 14 20 

Daventry South 14 17 18 17 

Oundle & 
Wansford 

1 0 1 4 

Not coded 19 15 23 12 

Total 281 332 337 299 

 
Figure 13: A&E Admission Rates for Self-Harm Graph 
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7.19. Many of the A&E presentations and referrals can be behavioural presentations, but 

our 2 acute hospitals admit every under 18 with self-harm presentations for a 
CAMHS assessment40. It was essential that our colleagues were aware of the most 
appropriate pathways. 
 

7.20. Our YHMP are developed a resource to improve local knowledge on both 
behavioural self-harm and acute self-harm41 We produced a series of resources 
that serve as a template for future development support. These included: 

 

 A clear guide to the referral pathways and thresholds (not all self-harm cases 
are appropriate for CAMHS and need to be signposted appropriately)  

 A refresh of the Universal Self Harm Guidance notes, to include not only 
schools, but also GP surgeries, community groups etc. The guide also looks at 
new elements such as cyber self-bullying. It explores alternatives and 
highlights opportunities to cope with anxiety and depression 

 A series of tools and interventions people can use in universal, early help and 
targeted settings including looking at the link to risk taking behaviours, for 
example within the Sexualised Behaviours that challenge group working on 
developing the model further. 

 A training video to support staff who could not attend 
 

It is our future intentions to:  
 

 Monitor the impact of the guidance 

 Produce a guide for young people from young people  

 Survey CYP admitted into hospital to better understand their reasons for 
presentation  

 A better aligned approach with the 2 acute hospitals, the crisis and home 
intervention team and universal settings with a designated project to reduce 
A&E admissions; as well as a review to better understand the issues when we 
have multiple admissions of the same child or adolescent.  

 Develop our acute liaison and A&E triaging to appropriately support young 
people, both the behavioural self-harmers as well as very vulnerable or 
repeat visitors. 

 
7.21. The key aim is to reduce instances of self-harm through addressing the causes and 

ensuring there is a multidisciplinary workforce who are able to support children 
and young people who self-harm in the most appropriate manner.  

 

                                            
40

 This is in line with NICE guidance, of CCGs surveyed, Northamptonshire appear to be one of the 
very few areas who follow the guidance.  
41

 http://www.asknormen.co.uk/self-harm-and-suicidal-ideation-conference-resources/  

http://www.asknormen.co.uk/self-harm-and-suicidal-ideation-conference-resources/
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7.22. A similar approach was used to create resources and videos to support staff who 
can prevent incidences of or work with children who are survivors of child sexual 
exploitation42 This was based on multi-agency evidence and working with national 
best practice including lessons learned from Rotherham. 

 
7.23. Eating Disorders and issues account for about 80 children and young people per 

year in the county. However, there are some schools that have acute episodes due 
to late detection. Therefore, in addition to the detailed Eating Disorder service we 
seek to establish as outlined in section 4 of this submission, there is also a need to 
train the universal and targeted workforce on how to identify and better support 
children and young people with an eating disorder. Therefore we intend to develop 
training and tools similar to those for Self Harm or Child Sexual Exploitation. 
 

7.24. Behaviour vs. ASD/ADHD is perhaps the largest challenge in Northamptonshire. 
Referrals where there are concerns of possible ASD/ADHD accounts for more than 
25% of all health referrals (physical as well as emotional). However the positive 
diagnosis accounts for less than 20% of children assessed. The waiting times are the 
longest in the county with sometimes an 18 month wait for assessment (compared 
to 8 weeks for Tier 3 CAMHS) due to the demand and complexity. The focus in the 
county is largely on diagnosis with little support elsewhere.43 Therefore we have 
established the referral management centre and an ASD/ADHD team to improve 
the appropriate allocation and support to families with additional needs. However 
there is a need to review the model further with co-commissioning with schools; 
looking at the thresholds and pathways for parenting services, and demedicalising 
the model as much as possible.  This is a core focus for Northamptonshire given the 
numbers of presentations are far greater than the national epidemiology rates. 
Resources will be developed to support this further.  

 
7.25. The majority of feedback received via our Talk Out Loud Anti Stigma Group, GP, 

school and social care events, is around a lack of knowledge on how people with 
emotional wellbeing needs can best be supported, the risks, the self-help and 
universal help they can support, and the support that can be stepped up, with 
management of expectation of what is available and the waiting times. We 
produced a detailed mapping document for the Improvement Board44 and will be 
developing induction and training tools to better signpost all staff and volunteers 
on how they can better help children, young people and their families. 

 
7.26. These approaches will also be used for working on issues that are poor 

determinants of Mental Health45, starting with the areas of the so-called “Toxic 
Triangle” of families that experience domestic violence, drugs and alcohol, and/or 
parental mental health issues. Working with adult services and partners in the 

                                            
42

 http://www.asknormen.co.uk/cse-toolkit-launch-video-s-and-presentations/  
43

 We are more than 80% compliant with the NICE guidance for supporting neurological 
developmental delays, with a group seeking to make us 100% compliant by 2017. 
44

 Do we wish to put this in as an appendix? 
45

 WHO Social Determinants of Mental Health 2014 

http://www.asknormen.co.uk/cse-toolkit-launch-video-s-and-presentations/
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police, communities and the voluntary sector, we will work together to raise 
awareness and to ease access to appropriate services. 

 

Building emotional resilience through common language  
 

7.27. In recognition that good mental health starts pre-birth with the early years being 
crucial, there is a need to try to give families the best start for positive attachment 
and build emotional resilience. “Five to Thrive” (Talk, Play, Relax, Engage/Cuddle, 
Respond) http://www.fivetothrive.org.uk/ aims to achieve that. Vulnerable young 
people e.g. looked after children, young offenders etc., can also benefit from 
similar principals. We have launched a local “Five To Thrive” initiative to embed the 
same principals across disciplines in ensuring the best way to assist neurological 
brain development or try to repair damage, this is to include:  
 

 Personal Health and Social Education (PHSE) in preparing teens who will one 
day become parents  

 Midwifery services to educate parents of the considerations to help their 
baby  

 Health visiting and early years  

 Disability support  

 Foster Carers  

 Youth Justice workers  
 

7.28. Between 2015 and 2020, we will make a concerted effort to build a movement so 
that that the concepts are fully embedded across the workforce and complement 
the existing tools and concepts used by professionals. Further ‘Early Years’ 
Interventions In addition to Five to Thrive, a number of Early Years pilots are taking 
place to try to improve prevention and early intervention, and the partnership are 
developing our approaches.  

 
7.29. Across Northamptonshire we are seeking to promote secure and healthy 

relationships between parents and their children, supported in a range of different 
settings in the community from family friendly and breast feeding friendly 
businesses, to libraries and children centres as well as specialist settings. The focus 
is on creating positive attachment and attunement between children and their 
family through providing support to organisations to create baby friendly 
environments. Where targeted and specialist support is required, we will work with 
families to assist in improving attachment for example with families where post 
natal depression, disability, interpersonal violence, drugs or alcohol use impedes 
the bonding the promotes positive emotional wellbeing.  

 
7.30. Modelling therapeutic interventions including play, creativity, video monitoring and 

analysis in individual and group based settings have proven to improve outcomes 
and will continue to be a part of the offer within the county. Over the course of the 
development of the Children’s Community Health Transformation programme, we 
will make improvements to our early year’s engagements working particularly with 
public health, midwives, health visitors, and early year’s settings. The Enhancing 
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Early Years Board as a part of the CYPPB will be a key partner in the development of 
enhancing integrated early years provision. Targeted Mental Health in Schools 
(TaMHS) The Northamptonshire Targeted Mental Health in Schools (TaMHS) is a co-
ordinated multi-agency programme for building capacity within schools through 
training, support and introducing new programmes and approaches to better meet 
the mental health needs of all children: at universal, targeted and more specialist 
levels, including through systemic work with parents, staff and locality agencies.  

 
7.31. By meeting mental health needs in this way, sustainable positive impact on 

children’s mental health, attainments, bullying, attendance and exclusions can be 
achieved. 85% of schools use at least one intervention from the team. The Social 
Emotional Aspects of Learning (SEAL) programme is embedded across the county, 
utilising the Solihull Approach model to understanding behaviour approaches. This 
is a good foundation for the children in Northamptonshire and the partnership will 
continue to develop integrated working to support schools through both statutory 
and traded services to support the workforce and the children they serve. 
Partnership working to prevent and reduce offending.  

 
7.32. Our YHMP will continue working with NCC and the Police Commissioners on their 

re-provision to help achieve alignment with Support Services, Early Years, Drugs 
and Alcohol, Sexual Health and Conduct Disorder. This should help to reduce the 
gaps between services thresholds and pathways, with much more work to be done 
as new contracts come on line within NCC and the health transformation 
programme transitions into operation.  

 
7.33. Our partnership will undertake a mapping regarding conduct disorder and work 

together to develop a strategy and action plan to reduce the incidences for children 
and young people. Where children and young people use alcohol, novel 
psychoactive substances (so called “Legal Highs”) or illegal drugs, the YHMP will 
continue to bring drugs and alcohol services and mental health services together as 
they often overlap with the substances causing psychotic symptoms or indeed the 
substances being used as a coping mechanism for deeper underlying issues.  

 
7.34. Access and Experience of Targeted and Specialist Services Where children and 

young people require targeted and specialist services, the strategy will seek to 
provide:  

 

 A reduction in stigma so that children and young people seek appropriate help 
sooner  
 

 More accessible services to cater to local needs e.g. counselling, educational 
psychology, social interventions and clinical services available locally to families 
where practicable o A single point of access for professionals to request advice, 
support and where necessary for extra assistance for children and young 
people with emotional wellbeing and mental health needs.  
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 Clear visibility of what support may be provided, and how long they can expect 
to wait  

 

 A joined up approach to treating physical health needs with multi-agency 
engagement to support the holistic needs of a child, young person and their 
family  

 

 An Education Health Care Plan and personal health budget where it is 
appropriate to better meet the child or young person’s needs  

 

 Advice and guidance while awaiting an assessment, and recommendations of 
alternative interventions e.g. via Ask Normen  

 

 To continue to develop evidence based practice and multi-systemic approaches 
for treating mental health issues including psychosis, comorbid behavioural 
issues and neurological developmental delays and disorders.  

 
Key projects for the journey through targeted and specialist services  

 
7.35. There are a number of projects and programmes within the YHMP that will play a 

key role in enabling improved outcomes relating to prevention, early intervention, 
through to assessment, interventions and discharge. Our Transformation 
Programme will be the key mechanism to improve the experience of children, 
young people and their families, while ensuring we have the right resources 
deployed at the right place and the right time.  

 
7.36. While many children and young people within the specialist CAMHS services or 

receiving Youth Counselling seem to benefit and enjoy their experiences, there are 
frustrations regarding access to services, confused pathways and a number of 
myths regarding the service.  

 
7.37. In 2013, Healthwatch undertook a consultation which highlighted CAMHS as being 

an area for continued improvement, this was in addition to the findings of the 
YHMP needs assessment and service review in 2013. Therefore, it is essential that 
our partnership continue to improve the outcomes for children and young people, 
the service and reputation within CAMHS. The key areas that should be addressed 
through the transformation programme:  

 

 Young people have requested services that are more accessible to minimise 
time spent on public transport. Feedback indicates that some young people 
spend two hours on public transport to attend clinic appointments.  

 Communication has room for improvement with families and agencies being 
updated on waiting times, alternative interventions while awaiting an 
assessment/service and when discharged/stepped down.  

 Single Point of Access with support provision required for non-traditional 
CAMHS pathways has gone live in September 2015 for professionals, but it 
needs to be extended for self-referral 
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 Consistency of approach and terminology for pathway planning with the 
Integrated Working Group, Early Help and Targeted Prevention as well as the 
pathway to access Specialist Education.  

 Improve the impact of transitions  

 There needs to be a managed approach to step up and step down (Inc. where 
appropriate bringing CYP back into the county where placed outside)  

 Eased pathways with a greater awareness of issues, services and access 
pathways across the tiers  

 Need to further reduce waiting lists and nonattendance at appointments. We 
have a 4.5 in 1000 prevalence for CAMHS referrals. National average is 4.11 
and we are median across 140 comparators. We have some of the lowest 
DNA figures (national average is 21.24%) – our CAMHS is c <10% (though 
closer to 20% in counselling), but there is still room for improvement 

 Need to ensure there are no provision gaps during the school holidays  

 Waiting lists only tell a part of the story, there is a need to review support in 
the time between waiting and commencing interventions. However waiting 
times receive the greatest complaints, so we are currently working to reduce 
waiting times and the additional funding coupled with service redesign and 
training should reduce the waiting times as our recent pilot with youth 
counselling agencies has demonstrated46 

 Ensure the Integrated Working Guidance and the Special Educational Needs 
(SEND) ‘Local Offer’ are understood by all agencies and targeted provision is 
accessed prior to a request for specialist EWB&MH services.  

 Ensure principles of CAF/TAF and early intervention contained within the 
integrated work force are fully utilised prior to accessing specialist MH 
services 

 Manage and evaluate the Improving Access to Psychological Therapies (IAPT) 
pilot linking youth counselling and Tier 3 CAMHS.  

 Providers and contracts need to be financially sustainable especially to be 
able to be able to support individual budgets  

 There needs to be transparent and easy to access data across children 
services. 

 Respond to the changing commissioning environment where – schools, early 
years centres and GP’s are also commissioners who may commission services 
over and above what is available as the ‘core offer’ for the EWB &MH 
pathway 

 Build greater engagement and shaping of the community and voluntary 
sector to respond to the changed commissioning environment  

 
The New Model of Care  

 
7.38. As a result of our needs assessment and our recent service review, it was agreed 

the best way to resolve many of the challenges and improve services would be to 
redesign the children’s community health services. This should enable us to:  

                                            
46

 An additional investment in youth counselling provision for the summer 2015 to reduce waiting 
times lowered the waits from 6-8 weeks down to 2 weeks. 
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 Put children at the centre of everything we do  

 Improve practice and service outcomes for children and young people  

 Promote positive emotional wellbeing and destigmatisation to enhance 
prevention and early intervention opportunities  

 Respond to national and local drivers  

 Reduce the impact of having a northern and southern model of delivery  

 Reduce the gaps between the service models  
 

An opportunity to improve cohesion with NCC/Police and Communities There will 
be one main provider to ensure:  

 

 Multi-disciplinary expertise where required  

 Equity and continuity across the county  

 Clinical governance across all the lots  

 A joined up infrastructure across Children Services  

 Consistency of reporting across services  
 

7.39. There are three key interdependent areas that will be encompassed within the 
transformational programme.  

 
7.40. Our single point of access, also referred to as the Referral Management Centre 

(RMC), for all referrals that will encompass specialist and targeted services, will be 
open to the public to seek advice and guidance, as well as self-referral. 

 

 It will enable more robust triaging to appropriate services  

 Improve the opportunity for specialists to support in early help locality areas  

 Support targeted interventions  

 Create multi-agency and multi-disciplinary specialist assessments and 
interventions Services will be delivered in local community locations 
wherever possible. 

 There will be a key professional identified where there are multiple needs 
Managed ‘Step up’ and ‘Step down’ will be put in place across all levels of the 
pathway Specialist services will be responsible for developing the skills, 
knowledge and competencies across the pathways  

 Clinical oversight/responsibility in place where appropriate, with NHFT having 
clinical governance over all the other health partners.  

 
7.41. CYP Drug and Alcohol Specialist Service will integrate with health services to reduce 

the gap between traditional Drug and alcohol and CAMHS referral conflicts. There 
will be a county-wide service providing (National Institute for Health and Care 
Excellence (NICE) and Public Health England (PHE) approved) specialist 
interventions for CYP presenting with substance misuse and related mental health 
problems. It will provide training in the identification, advice and referral pathway 
for substance misuse and develop an appropriate strategy for all Looked After 
Children (LAC) and support for those who have substance misuse problems.  
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7.42. The pathways will align with the county council thresholds and pathways47 as well 

as the locality areas. Once completed, the pathways should be simplified and 
clearly documented with some of the functions working across the levels of needs. 
The Common Assessment for Families (CAF) is going to be promoted as the best 
way to access services as it enables specialist practitioners to have a better view of 
a child and their family’s needs. There is a need for all disciplines to improve the 
utilisation of CAFs. Currently there are very few CAFs received by health, or created 
by health.  

 
7.43. Our intention is to provide better mapping and integration within the Early Help 

and Targeted areas. This will include working with the locality forums and 
community based settings. Where possible, there may be clinics in local rural areas.  

 
7.44. When specialists are required, our referral management centre has a multi-

disciplinary team engaged to meet the holistic needs of a child. 18  
 
7.45. The anticipated benefits of our new RMC and the extension of self-referrals are to:  

 

 Reduce duplication or stop children and young people falling through the 
gaps  

 Ensure there is an appropriate team around the child and their families  

 Continue to provide safeguarding support working with the Multi-Agency 
Safeguarding Hub (MASH)  

 Reduce waiting times  

 Provide advice and guidance while awaiting assessments and/or 
interventions  

 Ensure a managed step up and step down between the levels of 
intervention  

 Provide a greater quality and transparency of data to inform patient, 
workforce, strategic, commissioning and operational plans  

 Develop intelligence where targeted interventions or initiatives may be 
required on a larger scale “Improving Access to Psychological Therapies” 
(IAPT)  
 

7.46. We will improve the standardisation of outcomes based monitoring to better 
understand the impact our interventions have on young people and their families, 
while also evaluating whether we are doing using appropriate interventions for the 
individual children. 
  

7.47. By implementing the national learning from the “Improving Access to Psychological 
Therapies (IAPT)”, we will continue to standardise the practice of counselling using 
cognitive behavioural therapies (CBT) and help manage step up and step down 

                                            
47

 NCC Thresholds and Pathways http://www3.northamptonshire.gov.uk/councilservices/children/help-
and-protection-for-children/protecting-children-information-for-professionals/Pages/report-concern-
about-child-professionals.aspx  

http://www3.northamptonshire.gov.uk/councilservices/children/help-and-protection-for-children/protecting-children-information-for-professionals/Pages/report-concern-about-child-professionals.aspx
http://www3.northamptonshire.gov.uk/councilservices/children/help-and-protection-for-children/protecting-children-information-for-professionals/Pages/report-concern-about-child-professionals.aspx
http://www3.northamptonshire.gov.uk/councilservices/children/help-and-protection-for-children/protecting-children-information-for-professionals/Pages/report-concern-about-child-professionals.aspx
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through the tiers. Most of the youth counselling agencies, as well as Tier 4 CAMHS 
service have been trained and have now embedded the practice in their 
organisations.  

 
7.48. As a part of our small pilot of the training and principles, initial feedback from 

service users, providers and the evaluators has been positive. These experiences 
will help to inform how our YHMP can better integrate the provision of youth 
counselling and specialist clinical services with a standardised code of practice with 
robust clinical governance, and an outcomes framework to inform an evidence 
based practice approach to working with children and young people. We currently 
follow BACP, NICE and NHS England guidance, but by working with the Oxford 
Consortia, we should be able to standardise care & review the outcomes achieved. 

 
7.49. The Northamptonshire Adult Mental Health approaches include the development 

of self-management recovery college principals  and new models that may include 
technology enabled interventions such as video conferencing and new ways of 
working. The recovery college is a series of coproduced courses and a support 
network for adults with additional mental health needs to help people to develop 
their skills and understanding, identify their goals and ambitions and give them the 
confidence and support to access opportunities. There is potentially scope to create 
a whole family approach where required to help adults with mental health issues 
cope with parenting when unwell, or to better enable children to understand their 
parents’ needs and vice versa. Over the course of the transformation programme, 
the YHMP will continue to monitor, transform and review targeted and specialist 
interventions and ensure a continuity of care while maximising on the local/cultural 
differences of providers and the areas they support.  

 
7.50. With our support in Acute and Chronic Circumstances and Times of Crisis For 

children and young people who present to A&E, enter hospital or have chronic long 
term conditions complicated by comorbid mental health issues there will be:  

 

 A continuation of our crisis and home intervention service to try to reduce 
admissions to hospital or minimise the length of stay48  

 Appropriate targeted programmes to reduce the likelihood for 
admissions/offences (e.g. self-harm, highly sexualised behaviours, work with 
colleagues preventing the use of Novel Psychoactive Substances (NPS) or so-
called legal highs etc.)  

 A managed step up and step down to ease transitions across the levels of 
service o Consideration of emotional wellbeing needs when treating acute 
and chronic physical conditions  

 Hospital education outreach to support transition back into mainstream 
settings In our crisis service, the aspiration is to provide services for physical 
and mental health services across the county, working with all the other out 
of hour’s surgeries.  

                                            
48

 Northamptonshire has the only Tier 3+ team in the East Midlands. Their returns suggest the reduce 
admissions currently by about 50% per annum. 
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7.51. While our Crisis Team performs well with limited resources, there are concerns 

from GPs and Hospitals that there is not enough provision. 86% of England have a 
24/7 provision, while in Northamptonshire the service is available from 8am to 9pm 
7 days a week with an on call duty rota with acute liaison for out of hours. Working 
together with the multi-agency services hub, the out of hours teams and reviewing 
acute duty cover provision would likely improve the perceptions greatly as there 
are very few presentations when the Crisis Team is closed. We are unique in having 
a crisis team that works in the community to maintain children and young people in 
their own homes. Very few areas have such a provision and it is estimated that they 
have prevented 50% of their case load from becoming in-patients. Our use of the 
crisis team is a part of the national strategy to keep people out of hospital where 
ever possible.  

 
7.52. Challenging behaviour accounts for the largest number of referrals to Paediatrics 

and the largest number of inappropriate referrals. Challenging behaviour does not 
always meet the threshold for accessing Tier 3 CAMHS Challenging behaviour can 
take many forms from self-harm, aggression, sleeplessness, risk taking behaviours, 
anti-social behaviour and may lead to poor outcomes such as school and social 
exclusion.  

 
7.53. Support for children and young people (including their parents, grandparents and 

siblings) may take many forms, but can be fragmented and difficult to access. 
Parenting support is required for all age groups from pre-birth and especially in 
teenage years. 

 
7.54. The partnership will work together to make support more clear from parenting 

support advisory services, to earl help and prevention and group work with 
specialist services. There has been a variation in the waiting times for Neurological 
Developmental Delay (NDD) assessments dependent on the professional disciplines 
involved. A number of inappropriate referrals are often made for specialist services 
due to a lack of awareness of how to assess or alternative provisions are the early 
help and targeted level. There is a need to develop whole system 22 approaches to 
supporting behavioural concerns, and if there is a need to undertake further clinical 
assessments, it should be offered as one of many options to support families 
affected by NDD. A whole system approach to supporting children and young 
people with traits of ASD/ADHD/Asperger’s prior to diagnosis and post diagnosis – 
not simply traditional educational support, but also supporting issues around 
isolationism and loneliness, school exclusions, dangerous sexualised behaviour, 
hate crimes, youth offending issues etc. A new approach is being developed as a 
part of this strategy. 

 
7.55. We will develop a special provision for behavioural issues and neurological 

developmental delays and disorders such as Autism Spectrum Disorder, Aspergers, 
ADHD etc. that include:  
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 A de-medicalised model of support prior to diagnosis; that help families and 
the professionals that work with them including goal based outcomes  

 A multi-disciplinary, multi-agency support team that works across Universal, 
Early Help, Targeted, Specialist and Highly Specialist tiers to support families 
with identified concerning behavioural or neurological development delays 
and/or disorders  

 Peer support for children, young people and their families  
 

7.56. Based on the international research about groups of children and young people 
who are susceptible to poor mental health, there are a number of groups who the 
partnership will develop action plans to improve outcomes. There are a range of 
vulnerable groups of children and young people whose needs require additional 
consideration and where there are implications for joined-up working to better 
support them and their families (this list is not exhaustive):  
 

 Looked After Children (LAC)/Post Adoption/Special Guardianship/Connected 
Placements and Care Leavers  

 Young offenders  

 Conduct disorder  

 Children who have been involved or witnessed Interpersonal Violence (IPV)  

 Drugs and Alcohol Integration  

 Lesbian, Gay, Bisexual, Transgender Questioning (LGBTQ) families 

 Early Years support  

 Learning Disabilities (LD) support with the integration of LD into community 
children’s health  

 Children with complex health needs  

 Post Sexual Abuse Counselling  

 Post Traumatic Syndrome Disorder  

 Specialist cultural support where appropriate e.g. unaccompanied asylum 
seekers, gypsy traveller communities, BME, Eastern European targeted 
interventions  

 
7.57. All of the vulnerable groups may require additional support for managed transitions 

at key milestones from prebirth, to preschool, to starting in primary school, 
transitioning to secondary school and then into adulthood. 

 
7.58. The intentions as a part of our local transformation programme are to develop 

upon our existing provision and develop strategies and plans with appropriate 
provisions in these areas. Some are very mature in their offer (e.g. Post Sexual 
Abuse Counselling, Children Looked After services), others require a broader reach 
or greater integration with allied services. 

 
Current Provision 

 
7.59. Currently there are 34 services delivered by 14 providers across emotional 

wellbeing and mental health services. 
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Figure 14: Overview of CYP Emotional Wellbeing Services in Northamptonshire 

 

 
 

7.60. Universal services are available to all children and young people, which are 
provided by Primary Care and service professionals e.g. General Practitioners, 
Health Visitors and School Nurses. These services offer; general advice and 
treatment for less severe problems; promote good mental health; aid the early 
identification of problems and refer to more targeted or specialist services. Schools 
and Libraries have a vital role to play at this level. 

 
7.61. Inpatient CAMH services are commissioned by NHS England for children and young 

people with the most serious mental health problems. NHS England is responsible 
for commissioning inpatient services for all children in the country that may require 
intensive inpatient support. These are highly specialised services with a primary 
purpose of the assessment and treatment of severe and complex mental health 
disorders in children. 

 
7.62. These services are part of a highly specialist pathway and provide for a level of 

complexity that cannot be provided for by comprehensive secondary, moderate 
community services. It is generally the complexity and severity rather than the 
nature of the disorder that determines the need for specialist care.  
Northamptonshire continues to work with NHS England to use our Crisis Team 
services to reduce the number of C&YP requiring Tier 4 placements and to support 
those C&YP in Tier 4 units back into the community as a matter of priority. NHFT’s 
Burrows, Sett and St Andrews are 3 in-patient facilities in our borders that cater to 
in-patient, high dependency and medium secure needs.  
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7.63. Nene and Corby CCG's and NCC Adults Services currently commission the majority 
of local mental health services for those aged 18 and over and a Joint Mental 
Health Sub Group of the Health and Wellbeing Board has been established to 
review and improve services in the future. There needs to be significant work 
looking at transitions as well as young adult pathways as a part of the 
transformation plan. 

 

Performance Measures 
 

7.64. The performance of the existing CAMHS contract is closely monitored. There is a 
need to increase the measurements, but given the number of providers and the 
knowledge that we are going to market, we will develop the measures for a go live 
not later than 2017.49 We currently measure a number of areas that are set out in 
appendix 10 

 
  

                                            
49

 Refer to section 9 for our proposed future measures. 
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8. Meeting Population and Individual Need 
 
8.1. At appendix 8, there is an overview of the demography of Northamptonshire and a 

table (at para 21 in Appendix 8) with a composite report from a number of sources to 
ascertain need and priority, and address inequality.  These include 
 

 the JSNA for Children and Young people 
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=758 

 Specific needs assessment work undertaken for the Northamptonshire 
Improvement Board (below) 

 

BIPI Report.pdf

 
8.2. The composite report at appendix 8, paragraph 20, has then been applied to set out 

actions that will support a number of hard to reach groups and start to address 
inequality.  These are summarised in 8.3 – 8.8 below.  
 

8.3. Black and Minority Ethnic (BME) Groups 
 

 Ensure services are accessible (plan reference – 7.2) 
 

 Ensure communications includes reaching out to groups with protected 
characteristics (plan reference – 5.1) 

 

 Ensure evidence-based practice that achieves outcomes for all clients (plan 
reference – 20.1, 20.2) 

 

 Ensure those who disengage or are DNA are followed up in appropriate and 
effective manner (plan reference – 12, 12.1) 

 
In particular we will ensure that the single point of contact and self-referral route 
considers the needs of hard-to-reach groups not only in communication strategies 
but in shaping of the service. 
 

8.4. Refugees and Asylum Seekers 
 

 Ensure there is clear information about services and how to access them 
available in a number of languages (plan reference – 5.1) 
 

 Ensure communications includes reaching out to groups with protected 
characteristics (plan reference – 5.1) 

 

 Ensure those who disengage or are DNA are followed up in appropriate and 
effective manner (plan reference – 12, 12.1) 

http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=758
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8.5. Gypsy and Traveller Communities 

 

 Ensure services are accessible (plan reference – 7.1, 7.2) 
 

 Ensure communications includes reaching out to groups with protected 
characteristics (plan reference – 5.1) 

 

 Ensure evidence-based practice that achieves outcomes for all clients (plan 
reference – 20.1, 20.2) 

 

 Ensure that address the stigma of mental health in targeted community groups 
(plan reference – 5.1) 

 
In particular we will ensure that the single point of contact and self-referral route 
consider the needs of hard-to-reach groups not only in communication strategies but 
in shaping of the service. 
 

8.6. Looked After Children and Young People who are Care Leavers 
 

 Ensure assessments consider the emotional wellbeing and health of LAC in an 
integrated fashion (plan reference – 5.5, 8, 8.1, 16.1) 
 

 Ensure services for LAC are accessible and joined up (plan reference – 5.5, 8, 8.1, 
8.2, 16.1) 

 

 Support the stability of placements as far as possible to limit further negative 
impact to children and young people (plan reference – 16.1)  

 
In particular we are developing an Integrated Health and Wellbeing Service for LAC. 
This will: 
 

 include support for children and young people at edge of care, in care, adopted, 
leaving care or returning home; the social worker, and; the foster carer / 
adopter / potential adopter / parent / residential worker. 
 

 review mental health support via CAMHS for care leavers and looking at the 
specifications required for a service offer to assist care leavers in their transition 
between systems. 

 
8.7. Children with Disabilities (including Learning Disabilities - LD) 

 

 Ensure there is clear information about services and how to access them 
available in a number of formats including easy read and for those with visual 
impairment (plan reference – 5.1, 5.2) 
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 Ensure assessments consider co-morbid conditions in an integrated and 
accessible way (plan reference – 8, 8.1, 8.2) 

 
In particular we will ensure that the single point of contact being developed 
maximises the integration of mental health and physical health services provided by 
NHFT (the Referral Management Centre receives and triages referrals for a range of 
services including CAMHS but also Children's Community Nursing, Community 
Paediatrics, Community Team for People with Learning Disabilities, Physiotherapy 
and Speech and Language amongst others). 

 
8.8. Young people in the criminal justice system 
 

 Ensure services are accessible (plan reference – 7.1, 7.2) 
 

 Ensure there is clear information about services and how to access them 
available in a number of formats (plan reference – 5.1, 5.2) 

 

 Ensure communications includes reaching out to vulnerable groups (plan 
reference – 5.1) 

 

 Ensure those who disengage or are DNA are followed up in appropriate and 
effective manner (plan reference – 12, 12.1) 

 
8.9. Equality and inequality impact assessments have been completed for the four major 

schemes that will be pursued with 2015-16 transformation plan funds.  These are 
attached at Appendices 9a – 9d: 
 

 Community Eating Disorder Services (Appendix 9a) 

 ASD/ADHD Service development (Appendix 9b) 

 General mental health waiting times (Appendix 9c) 

 Development of the single point of referral and referral management centre 
(Appendix 9d) 

 
8.10. The EQIA assessments have been completed using the Northamptonshire County 

Council format as that offers a much greater level of detail.  These are currently in an 
official draft state. Once the Northamptonshire Local Transformation Plan is agreed 
and fully signed off.  This is a requirement of Northamptonshire County Council and 
increases the level of transparency. 
 

8.11. Service design will focus on improving the access for all sections of the community 
including ‘hard to reach’ groups.  Several approaches are being employed: 
 

 Establishment of a single point of access and referral management centre.  This 
has two benefits: 
o The process of referral is simple (assisting the referrers) and allows all the 

needs of the person being referred to be considered and addressed. 
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o Therefore the right service to support the person can be offered in the 
right order at the right time. Where no service exists, but there may be 
other help, the referrer will be sign-posted to that other help.  This “No 
wrong door” approach is central to the transformation of services. 
 

 A professional advice line has been established allowing a referrer or 
professional with an interest to telephone for advice.  The line is hosted by the 
referral management centre.  This will be extended to offer advice to patients 
and their families. 
 

 Self-referral is being developed and will be offered in 2016-17.  Drop-in 
services exist in several (but not yet all) youth counselling agencies and this will 
become the norm. 

 

 The “Talk-out loud” programme has been nominated for an HSJ award for the 
anti-stigma work for CYP mental health.  This is a programme that is steered by 
a group of young people facilitated by professional support.  The group now 
wants to develop peer support for CYP and to launch such on mental health 
awareness day 2016.  The peers will be available to listen to CYP in schools and 
help steer them towards help where necessary.  The peers will not take on 
responsibility for their fellow young person.  Youth counselling agencies have 
been asked to consider how they may work with the peer support programme.  
The programme will dovetail with the school’s lead initiative that will come 
following the evaluation of work of the 15 CCG pilot areas. 

 
8.12. There are further common points that will be followed across all fours schemes to 

achieve equity: 
 

 Identification and support for children and young people with both physical and 
mental health needs so as to improve the total quality of life 

 

 Implementation of the “Your Welcome” standards across services 
 

 There will be primary care representation on working groups to ensure 
promotion of the referral pathway from primary care 

 

 Education and awareness sessions  to be provided to  primary care, social care, 
education and community services  

  
Promotion of feedback systems (comment cards; surveys; FFT/”I want great 
care”)   

 

 Workforce having the courage to advocate for this client group as well as 
supporting young people and their families to speak out when care falls below 
expectation. 

 
 



   

  

 
 

9. Measuring Outcomes 
 
Contract Management 

 
9.1. Our quarterly contract management meetings are designed to share and exchange 

information that will support continuous improvement of service provision and 
ensure the placement is meeting its contractual obligations and providing positive 
outcomes for C&YP. Currently there are multiple contracts, this will be reduced when 
we go to market on the 1st April 2016 where we envisage one prime provider who 
may work in consortia, it is envisaged this will create greater efficiencies. 
 

9.2. The contract management process leads to integrative and collaborative partnership 
learning and offers opportunities to share good practice.  Contract management is 
undertaken utilising CCG standard contract processes (do we want to detail?).  We 
review the data and any qualitative issues together. Once an integrated system is 
place by 2017/18, we will have a balanced scorecard approach to manage the 
performance and risks of contracted services delivered; evaluating the quality of 
service provided against the associated costs to assist Children’s Services in 
determining if the service provides value for money and improves outcomes for 
children and young people. As part of the balanced scorecard approach to contract 
management, all contracts within Children’s Services will be performance graded as 
risk rated each month to provide an overview of the success of the contract and to 
inform areas for development. 
 

9.3. Contract management is carried out jointly between the CCG and NCC 
Commissioning teams, Contracts, and the Provider (Head of service, head of 
information, service leads as required). In addition to reviewing the quality of the 
provision and progression of C&YP, there is proactive dialogue regarding future 
market development intentions and requirements and discussion concerning existing 
constraints in the system which may impact services.  Key points and matters are 
subsequently fed back to senior management to help influence and shape future 
strategies. 
 

9.4. Our primary clinical provider reports on 80 key performance indicators. Should they 
breach their agreed service level, they must write a formal report and plan. Our 
acute colleagues do not currently submit data unless we agree audits. Our voluntary 
sector and county council provision produce various reports. A key deliverable of the 
local transformation programme will enable us to standardise reporting where 
appropriate 
 

9.5. Our main provider has recently migrated their users onto Systmone, and are 
validating their data. 2015/16 has had indicators that are largely transactional in 
their nature, looking in particular at referral rates, waiting times, and time in the 
service as well as returning service users. Youth counselling has provided some 
outcome measurement as a part of their data submissions. We will be moving to 
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improve our recording of outcome measures, with IAPT providing a framework to do 
so. 
 

9.6. Do we want to talk about the Improvement Board and priorities? 
 

Key Performance Indicators 
 

9.7. Utilising the Contract management process identified above, our emotional 
wellbeing and mental health services will have specific, measurable, achievable, 
realistic and time focused targets. We have listed the metrics that will be measured 
as part of the contract; please note at this stage, the metrics are indicative and 
could be subject to change in line with our transformation and local needs. Some 
of these have not yet been trialled in practice and will require a phased 
implementation. These represent a huge ask compared to now. We may wish to 
say that here? 
 

Figure 15: Indicative Performance Measures  

 

Measure Target 
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OUTCOMES & STAKEHOLDER FOCUS 

NHS Outcomes 
Framework 
 

The supplier can evidence conformance with, and improvement 
aligned with the relevant objectives set out within the NHS Outcomes 
Framework. The NHS Outcomes Framework for Children and Young 
People will be referred to throughout the KPIs where another KPI 
relates to them. NHS1) More children and young people will have 
good mental health 
 
NHS2) More children and young people with mental health problems 
will recover 
 
NHS3) More children and young people with mental health problems 
will have good physical health, and more children and young people 
with physical ill-health will have better mental health  
 
NHS4) More children and young people will have a positive 
experience of care and support 
 
NHS5) Fewer children & young people will suffer avoidable harm 
 
NHS6) Fewer children and young people and families will experience 
stigma and discrimination 
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Timely 
Complaints 
Resolution 
(NHS4, NHS5) 

 Widely disseminated complaints policy available to professionals 
and service users and is written in such a way that it is appropriate 
and accessible for all children, young people and their families 

 100% complaints resolved in line with the supplier’s Complaints 
Policy timelines 

 Areas for improvement are identified and acted upon  

 Year on year reduction in complaints (as a percentage of service 
users) 

 Complaints are reported monthly, grouped into themes with 
tracking of improvement and actions taken  
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Formal 
Compliments 
Received 
(NHS4) 

 The supplier can evidence a cumulative year on year increase in 
the number of formal compliments received during a contract 
year (as a percentage of service users) 

 Compliments are reported monthly, grouped into themes Q
u
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Annual 
Stakeholder 
Survey 

 The Supplier completes an annual stakeholder survey (to be 
included within the annual Supplier Performance Report) 

 The supplier conducts a regular, planned programme of service 
evaluation 

 The supplier provides evidence of systematic and continuing 
process of consultation with a broad range of stakeholders, 
including service users 

 Areas for improvement are identified and acted upon "you said, 
we did" approach 
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Voice of the 
Service User 
(NHS4) 

 The supplier provides evidence of systematic and continuing 
process of involvement with children & young people regarding 
areas for service improvement & adding value (including a cross 
section of all key service use groups e.g. LLDD, LAC etc.) 

 The supplier is to demonstrate how key stakeholder feedback 
from children and young people has been utilised in improving the 
service delivered 

 The supplier is to empower young people to provide feedback on 
their experiences through suitable language and mediums, such as 
child and young person friendly versions of key documentation  

 Parent and Carer and Children and Young People questionnaire 
results to be presented along with Performance Information. 
Results should be tracked to enable identification of trends 

 Questionnaires should show 100% of service users have received  
a copy of their care plan 
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Demonstrable 
Commitment 
to the 
Participation 
Charter 
(NHS4) 

The supplier is to demonstrate commitment to the four key principles 
of the Participation Charter: 

1. Children have equal opportunity to be involved 
2. Children are valued 
3. The involvement of children is a visible commitment which is 

properly resourced 
4. The involvement of children is monitored, evaluated, reported 

and improved 
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Standards for 
the Service 
(NHS4) 

The service will establish reporting processes for feedback to 
commissioners on achievement of appropriate service standards. 
These will include: 

 You’re Welcome 

 QNCC 
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The Supplier 
has a model in 
place to 
measure how 
users 
outcomes have 
been achieved 
 
(NHS2, NHS4) 

 Model to measure progression of outcome is in place, which 
includes recording of outcome measures for each child/young 
person 

 Desired outcome is identified at start of engagement and 
evaluated at point of transition – and recorded at both points 

 Routine use of Patient Rated Outcome Measures (PROMS). These 
should include, as a minimum Goal Based Outcomes; session by 
session monitoring and symptom trackers. 

 Results of outcomes measures will be shared with children, young 
people and their families (where appropriate) to involve them in 
understanding their progress, to empower the service users and 
to help service users and their families understand and decide 
what further intervention they need 

 Symptom trackers will be linked to the Care Clusters to enable 
effectiveness of care clusters to be monitored 
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Average 
aggregated 
improvement 
in service user 
mental health 
outcomes from 
start of 
provision to 
discharge 
(NHS1, NHS2, 
NHS4) 

 100% of service users outcomes reported on at first appointment, 
discharge and any measure-specific time-intervals 

 Aggregated score shows improvement in outcomes for service 
users 

 CHI-ESQ Report action plan is agreed with commissioners and 
recommendations are implemented (bi-annual reporting) 
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Outcome 
measures 
evidence 
improvement 
in mental 
health risk 
(NHS1, NHS2) 

The supplier will use an accepted risk assessment scoring tool. 
The supplier can evidence that mental health risk scores are being 
captured for 100% of individuals at assessment, 1st contact and 
discharge (excluding discharges due to service user disengagement) as 
a minimum. 
80% of risk scores show a measurable improvement in the mental 
health of the service users at the point of discharge. 
The supplier can evidence that staff are trained and have the required 
competencies to undertake risk assessments. 
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INPUTS & OUTPUTS  

Contract 
Performance 
Monitoring 
System 
Effectiveness 

There is a performance monitoring system in place for recording and 
reporting contract related management information. 

 Monitoring information is provided in line with the measures 
agreed and is to schedule 

 100% of Performance Reports are accurate & are provided within 
15 working days of the contract management meeting* 

 Significant over or under-achievement of measures required are 
to be highlighted 

*excluding significant changes or requests made by the Commissioner 
– alternative timescales will be agreed where this occurs 
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Delivery of 
Service 
Specification 

Prior to the signing of the new contract, the supplier shall conduct a 
gap analysis on current services versus the requirements detailed 
within this service specification. The supplier shall develop an action 
plan with key dates, milestones and acceptable tolerances for the 
transition of services to the required specification that is agreeable to 
the commissioner. 
The supplier shall ensure 100% of agreed actions are completed 
within the agreed timescales and to the required quality. 
The progress of change against this agreed action plan shall be 
reviewed on a monthly basis with the commissioner. 
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Response 
Rates 
(Urgency) 
 
NB: There are 
two response 
rate targets 
(Service and 
Presentation 
Type, and 
Urgency). The 
service user 
should always 
be subject to 
the quicker of 
the two 
response 
targets, based 
on their 
individual 
need. 
 
(NHS2, NHS5) 

95% of service users (assessed as requiring clinical  
CAMHS) receive the following response within the target timescales 
(below) based on the urgency of their need: 
 
Emergency 

 CAMHS telephone response within 4 hours 

 Face-to-face emergency response within 13 hours (24/7) 
Urgent 

 Face to face within 72 hours 
Routine 

 Face to face within 6 weeks 
Although a target of 95% has been set for whole service response 
rates, it is the view of the commissioner that 100% of service users 
should receive a response within the targets set. Therefore all waits 
for a response that exceed target should be reported as an exception, 
regardless of whether they push the overall service response rate 
below 95% 

 Community Eating Disorder Service Treatment start, maximum of 
1 week for emergency/ urgent maximum of 4 weeks for routine 
eating disorder classification. 
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2nd Screening 
Response 
Speed 
(NHS2, NHS5) 

The supplier shall deliver high quality consistent prioritisation of 
children and young people’s mental health needs through the Referral 
Management process for new referrals. 
95% of all 2nd screenings are conducted and an accept/reject response 
given within 4 hours of initial referral where before 1pm that day 
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Booking onto 
1st 
Appointment 

95% of service users are booked onto their 1st appointment during 
the 2nd screening process, if the 2nd screening process assesses the 
user as requiring  
 M
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n
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Response 
Rates (service 
& presentation 
type) 
 
NB: There are 
two response 
rate targets 
(Service and 
Presentation 
Type, and 
Urgency). The 
service user 
should always 
receive the 
quicker of the 
two response 
targets, based 
on their 
individual 
need. 
 
(NHS2, NHS5) 

95% of service users (assessed as requiring CAMHS) receive an 
appointment within the following timescales: 
Need to critically look at these 
24 hours 

 Self-Harm Assessment and Intervention Service 
3 weeks 

 Youth Offending/CAMHS Nurse Specialist Service 
4 Weeks 

 Specialist CAMHS Support to LAC 

 Community Eating Disorder Service 
6 Weeks 

 Targeted CAMHS Support to Universal Services and Local 
Integrated Teams 

 Therapeutic Services Post Abuse 

 Therapeutic Services Harmful Behaviours 

 Targeted CAMHS Support to Universal Services and Local 
Integrated Teams 

 (GP referral) 

 Specialist CAMHS Community Forensic Psychology Service 

 Specialist CAMHS 

 Learning Disability Service 

 Input to Diabetes Service 
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Care Pathways 
(NHS2, NHS3, 
NHS4, NHS5) 

The supplier shall support the development, creation and 
maintenance of effective key multi-agency pathways based on best 
evidence by agreeing the emotional wellbeing part of the pathway 
and ensuring adherence to this is monitored and reported to 
commissioners.  
The supplier will establish pathways, in partnership with other 
agencies, for the following presentations within 3 months of the 
contract start date: Self-Harm and Transitions to Adult Services; 
Children and young people with dual diagnosis (substance misuse and 
mental health concerns). The emotional wellbeing element of the 
pathway will be reflected in their ‘care clusters’. 
The supplier shall play a key role as highlighted in the Behaviour 
Pathway (currently under development)  
The supplier will report any issues with these developments in the 
contract review meeting. 
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Booking 1st 
‘Core’ 
appointment 

95% of service users who are booked onto a 1st ‘Core’ intervention 
appointment, are booked onto it during their 1st ‘Assessment’ 
appointment 
 M
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n

th
ly

 

Community 
Eating 
Disorder 
Service 

 Emergency telephone response in 4 hours followed by an 
emergency face to face assessment in 13 hours 

 Urgent face to face assessment in 72 hours 

 Treatment start, maximum of 1 week for emergency/ urgent, 
maximum of 4 weeks for routine eating disorder classification. 

*95% of all cases accepted receive a NICE concordant treatment 
package by 2018. 
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DNA Rates The supplier will actively manage DNA rates for all subsets of its 
services and service users (including YOS DNA rates) and deliver a 
cumulative year on year reduction in DNAs rates (towards a target of 
less than 2% within the life of the contract): 

Year 1: less than 5% 
Year 2: less than 4% 
Year 3: less than 3% 
Year 4: less than 2% 

Where DNA rates are high (whole service or subset of service and 
service users) the supplier will seek to understand the root cause and 
initiate an appropriate solution. 
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Inappropriate 
Referrals 

The supplier works with referrers into the service to achieve a year on 
year reduction in inappropriate referrals and referrals that do not 
ultimately receive an intervention (as a percentage of total annual 
referrals) Q
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Re-admission 
Rates 

Less than 15% of all admissions are re-admissions from children and 
young people previously discharged from clinical services within the 
previous 6 months 
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Open cases 95% of all open cases (excluding medication-only cases) should 
receive a face-to-face contact each month (as a minimum). This is to 
avoid non-active caseloads remaining open and drives focus on 
effective discharge. 
NB: The once a month measure is used in this KPI to distinguish 
between active and inactive open cases, and is in no way a target for 
intervention frequency 
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Disengage 
Rate 
(NHS4) 

Less than 15% of all discharges are as a result of the service user 
becoming ‘disengaged’. 

Q
u

ar
te

rl
y 

CAMH Young 
Offender 
Service 
discharges 
(NHS4) 

All disengaged YOS cases where discharge has been agreed by YOS 
Service are to be reported by exception 
 
All YOS cases transitioned to AMHS are to be reported by exception Q
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Wide Access to 
Services 
(NHS1) 

The supplier can demonstrate improvements to access to service for 
children with additional needs by virtue of their circumstances (e.g. 
children and young people with LD & or from deprived areas etc.) and 
for children from traditionally hard to engage cultures and ethnicity. 
Ethnicity is recorded for 100% of children and young people who 
access the service. 
All staff are trained in cultural competence. 
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Mental Health 
Training 
Delivery 
(NHS1, NHS5, 
NHS6) 

The supplier can evidence the delivery of a rolling programme of 
training to universal services based on a training needs analysis.  
Training on how to make an effective and appropriate referred to the 
referral management centre will be delivered to named staff, who will 
act as the named referral contact, within schools and colleges. These 
staff will also be training in low level interventions and how to 
monitor improvements using goals-based outcomes. 
Service who work with children and young people in targeted services 
who are at greatest risk of mental health services will receive training 
in mental health. The supplier will provide up to 177 training days per 
year to the LA’s social workers, fosters carers, residential care home 
staff, leaving care workers and adoptive parents (pre-adoption). 
This provision of training will include promoting mental health, 
recognising and supporting children and young people with mental 
health problems, referrals and priorities of the integrated emotional 
wellbeing services, including an introductory module, followed by 
access to more advanced training around specific mental health 
problems and support strategies that can be used in 
Universal/Targeted Services. 
Numbers of universal staff trained will be included in the monthly 
performance report. 
An audit will take place bi-annually (i.e. every two years) of a sample 
of universal staff to demonstrate evidence of ability to recognise and 
influence psychological well-being and early signs of distress. 
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Care Cluster 
Development 
(NHS2, NHS4, 
NHS5) 

The supplier shall develop ways of working that support the creation, 
maintenance and on-going development of effective evidence-based 
Care Clusters. 
The supplier shall evidence that a minimum of 50% of its caseload is 
being supported using a care cluster approach within 6 months of the 
contract beginning. 
The supplier shall evidence that a minimum of 80% of its caseload is 
being supported using a care cluster approach within 12 month of the 
contract beginning. 
The use of which PROMS, particularly symptom trackers, and when, 
will be identified in the care clusters in order to measure the 
effectiveness. 
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T3+ Home 
Treatment 
Package 
response rates 
(Crisis Team) 
(NHS5) 

95% of all ‘intensive home treatment packages’ by the Crisis and 
Home Intervention Team are to commence within 24 hours of 
acceptance by the service. M
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3rd Quartile 
Core Sessions 

No more than 25% of all service users should receive more than 8 
‘core’ face-to-face sessions before discharge. 
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KPI Reporting 100% of Performance Reports are accurate & are provided within 15 
working days of the contract management meeting* 
*excluding significant changes or requests made by the Commissioner 
– alternative timescales will be agreed where this occurs Q
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Effective 
granular 
reporting that 
enables 
effective data 
driven decision 
making 

As a minimum, the supplier will monitor, measure and report the 
following KPIs as part of the monthly Contract Management Review 
Meetings (taking remedial/improvement action where necessary): 

• Number of referral received (1st screening) 
• Number of referrals accepted (1st Screening) 
• Number of referrals rejected (1st screening) 
• Number of CYP who were accepted onto a 2nd screening 
• Number of CYP whose referral was rejected in the month 
• Number of referrals accepted onto a service(2nd screening)  
• Number of referrals rejected (2nd screening) 
• Number of CYP whose referral was rejected in the month 
• Number of referrals by urgency 
• Total number of CYP who are on a waiting list (snapshot) 
• Total number of CYP joining a waiting list in a given month 
• Total number of CYP leaving a waiting list in a given month 
• How many people joined a  service 
• How long have they been waiting 
• Caseload 
• F2F Contacts(CYP seen) 
• F2F Contacts (Appointments booked) 
• F2F Contacts (Total Conducted) 
• F2F Contacts (No presenting Problem recorded) 
• DNAs (numbers & rates) 
• Total number of F2F contacts cancelled by clinician or service 
• Case complexity 
• Number of CYP whose cases were discussed/affected by an 

indirect contact in the month 
• Total number of indirect contacts conducted in the month 
• Number of CYP discharged from a service within a month 
• Reason for discharge from service (other not acceptable) 
• Average number of appointments received at time of 

discharge (to 1 decimal place) 
• Average time in service at point of discharge (weeks to 1 DP)  
• Average number of F2F contacts for all individuals currently 

within the service (all individuals & all contacts – not just 
individuals who received a Face to Face contact in that month) 

• Average time (in weeks to 1 decimal place) of all individuals 
currently within the service– not just individuals who received 
a Face to Face contact in that month) (Snapshot) 

• Total number of paid staff hours in a month (shown to 1DP) 
• Total cost of staff in a month (shown to the nearest pound) 
• Number of universal and targeted staff trained in the month 

All of the above will be able to be broken down by: Whole Service; 
Locality; Service Specific; Source; Severity; Presentation type; Reason 
etc. where appropriate 
The Provider shall clarify the operational definition of terminology 
used in performance monitoring data.   
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CONTINUOUS IMPROVEMENT 
 

Annual Self-
Review of 
Safeguarding 
Arrangements 
in line with 
Section 11 of 
Children Act 
1989. 
(NHS5) 

 The supplier is able to demonstrate and evidence compliance with 
Section 11 of Children Act 1989. 

 The supplier is able to evidence that where areas for improvement 
are identified they are acted upon in a timely and appropriate 
manner 

 The supplier shall complete a self-review of Safeguarding 
Arrangements annually 

 The supplier shall use either the NSCB website as a means to 
evidence compliance and best practice 

 The Supplier shall ensure 100% of staff have undertaken 
Safeguarding training 
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Supplier 
actively 
manages 
delivery 
utilising an up 
to date risk 
register, to 
include a 
business 
continuity 
plan. 
 
(NHS4) 

 Risk Report: Any risks identified are managed and actions to 
mitigate risk are identified and implemented 

 Supplier to manage, maintain and report by exception on 
contracts risk register 

 Business continuity plans are in place and available for review 

 Business continuity arrangements are in place and are regularly 
reviewed to ensure they remain fit for purpose.  These could 
include: 

o Staff Shortage - illness, industrial action, severe weather 
o Loss of premises - flood, fire, gas leaks 
o Key Resources - loss of ICT, communications, data 
o Supply Chain - loss of key supplier, service provider or 

partner 

 The supplier is able to evidence when BC arrangements have been 
tested? 

 The supplier can evidence that staff are aware of their roles and 
responsibilities during an incident or disruption? 
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Breadth of 
Skills Base 
(NHS2, NHS4, 
NHS5) 

The supplier can evidence the provision of a clinical workforce that 
are trained, certified and able to offer a wide range of evidence based 
interventions in line with local need and NICE Guidance 
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The Supplier 
can 
demonstrate 
continuous 
improvement 
in the 
development 
of their 
workforce. 

The supplier can evidence that the following systems are in place and 
are operational and effective: 

 Induction training is provided to all new starters 

 All employees receive regular supervision 

 All employees are subject to an annual appraisal with associated 
personal development plan 

 Training, development and support standards are met and plans 
are in place and monitored to ensure that specific competencies 
for the various roles are achieved  

 All employees are in receipt of all appropriate accreditation 

 Supplier to identify appropriate practitioners from existing staff 
base and develop these to reach IAPT accreditation 

 Numbers of IAPT accredited staff should be monitored and 
reported at contract management  
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Friends and 
Family Test 
 
(NHS4) 

The supplier is to gather User Feedback scores from all service users 
at discharge from the service (in line with NHS England guidance) 
based on the following statement: 
‘How likely are you to recommend our Child and Adolescent Mental 
Health Service to friends and family if they needed similar care or 
treatment?’ 
Scores shall be reported monthly for both ‘Recommended’ and ‘Not 
Recommended’ rates. 
The supplier shall deliver a year-on-year improvement in 
‘recommended’ responses and a year-on-year decrease in ‘not 
recommended’ rates. 
Low ‘recommended’ response rates or high ‘not recommended’ 
response rates at a service, location, or service user group level shall 
drive further investigation and inform the continuous improvement of 
the service. 
NB: A response of ‘extremely unlikely’ will be captured as the default 
for any service users that are discharged from the service without 
completing the ‘Friends and Family Test’. 
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Type of 
presenting 
problem 

Type of presenting problems to be recorded in line with CAMHS 
minimum data set. 
The recording of a presenting problem as ‘other’ shall be addressed 
and rectified internally prior to reporting, or reported and discussed 
as an exception within the monthly meetings where the supplier 
deems ‘other’ to be the most appropriate category. 
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Completed 
annual 
Contract 
Performance 
Report 

The supplier is to provide the commissioner with an annual Contract 
Performance Report that includes the following: 

 A review of the year's performance, including any centrally 
imposed targets/expectations 

 The annual stakeholder survey results and subsequent 
improvement actions taken 

 Evidence that objectives, actions, tasks within the plan have led to 
actual service improvements 

 The impact of the service outcomes is demonstrated and 
benchmarked against other services locally, regionally & nationally 

 A service user engagement plan for the forthcoming year 

 Evidence of the effective engagement of other services  

 Value for money is demonstrated 

 Areas for improvements that have been identified and acted upon 

 Findings from Quality Assurance audits have resulted in positive 
changes to services (where needed) 

 Demonstrable Outstanding delivery in line with Ofsted grade 
descriptors (where applicable) 

 A forward look at how to improve service delivery during the 
following year including acting upon suggestions from 
children/young people  
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Safeguarding 
Vulnerable 
Adults and 
Children ' 
Markers of 
Good Practice' 
RAG rating 
 
(NHS5) 

85% of staff are trained in safeguarding according to the levels and 
competencies set out by the NCSB. 
CAMHS are represented on the NCSB and attend 75% of meetings. 
85% of staff have received training in safeguarding vulnerable adults 
according to the levels set out in the Safeguarding Adults Board. 
85% of staff have received training in line with the Mental Capacity 
Act 2005/Deprivation of Liberty Safeguards. 
 
The supplier is able to provide the following: 

 Written evidence of implementation of local policies and 
procedures are in place 

 Evidence that a designated Child Protection Nurse and a named 
Doctor are funded and in post 

 All DBS checks have been conducted and assurance received for all 
employees and volunteers 

 The process for flagging children who miss appointments 

 The system for flagging children for whom there are safeguarding 
concerns 

 Evidence that there is role clarity and sufficient time and support 
for named professionals 

 Safeguarding is led from Board & Executive level 

 The board review of safeguarding occurs annually 

 Robust and appropriate performance monitoring systems in place 
NB: Reporting does not need to be completed in years when S11 
Assessments are completed. 
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FINANCE & PRODUCTIVITY  

Demonstrable 
Financial Stability 

The Supplier can demonstrate financial stability and shall 
operate Open Book Accounting in relation to the Agreement 
and will provide as a minimum: 

 Detailed financial information and reports that are 
submitted on time as per agreed schedule. 

 a breakdown of Direct, Indirect and Non-staffing costs 
- Direct staffing costs (e.g. number of positions, 

vacancies, FTE status, NI/ Pension contributions, 
consultant costs etc.) including team and service 
managers 

- Indirect staffing costs (e.g. travel, training, mobile 
phones etc.) 

- Non-staffing costs (e.g. premises costs, rates, utilities,    
corporate overheads, contribution to surplus etc.) 

 The name of the Identified Budget Holder 

 Details of any assets purchased with contract funding 
(identified and recorded) 

The structured management and sharing of costing 
information between the supplier and the commissioner, will 
enable both parties to work together to jointly manage and 
ultimately reduce costs 
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Unit Costs 

The Supplier can demonstrate the unit cost of delivering the 
service and how it has worked with to bring added value to 
the contract and improved value for money: 

 Unit costs are established, in line with care clusters 

 Benchmarking data is established and comparisons are 
made  and analysed against a relevant comparator group 

 Supplier can demonstrate delivering added value to the 
service 

 Efficient, Effective, Economic service is provided 

 Supplier can demonstrate delivering added value to the 
service 
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Vacant Posts 

The supplier provides the number of days that posts are 
vacant during the year (Cumulative) and percentage of full 
capacity workforce that is vacant on a month by month and 
annual basis. 
Details of each vacancy are to be provided through contact 
management. 
The supplier ensures vacancies are filled quickly to reduce the 
reliance on agency staff and to minimise the impact on service 
The supplier ensures any negative impact to the service user 
while a role is vacant is minimised 

M
o

n
th

ly
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Clinical Staff as a 
percentage of Budget 

A minimum of 68% of the overall budget shall be spent on 
clinical staff 

Q
u

ar
te

rl
y 

Absence 

Number of Days and % of contract time lost to sickness kept 
to a minimum (Cumulative). 

 The data shall be presented as a percentage and shall 
be contract specific, not overall sickness of the Trust 

 The % shall be tracked against target of the overall 
target of the Trust so that trends can be identified 

Q
u

ar
te

rl
y 

Out of area LAC 
provision 

The supplier is to provide timely and accurate information in 
relation to provision of services to Looked After Children from 
other Local Authorities (monthly) to enable recharge to other 
services for this provision. Q

u
ar

te
rl

y 

Risk Report The supplier is to manage, maintain and report by exception 
on contract risks, including contingency plans. 

Q
u

ar
te

rl
y 

 



   

  

 
 

 
 

 Detailed Action Plan Appendix 1 

Local 
Ref 

National Ref Theme Recommendation Readiness Local Priority 
Delivery 
Lead 
(Org) 

Delivery 
Date 

1 FiM Ref 1 Early Help Promoting and driving 
established requirements 
and programmes of work 
on prevention and early 
intervention  

Not 
ready/anticipate 
some barriers to 
change 

  

    

1.1   Early Help Promoting and driving 
established requirements 
and programmes of work 
on prevention and early 
intervention  

  Embed emotional wellbeing and 
mental health outcomes in 
Prebirth to 5 Enhancing Early 
Years strategy 

NCC Apr-16 

1.2   Early Help Promoting and driving 
established requirements 
and programmes of work 
on prevention and early 
intervention  

  Continued roll out of Five to 
Thrive 

NHFT 2016/17 

1.3   Early Help Promoting and driving 
established requirements 
and programmes of work 
on prevention and early 
intervention  

  Domestic abuse theraplay pilot 
evaluation and roll out 

NCC 2016/17 
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1.4   Early Help Promoting and driving 
established requirements 
and programmes of work 
on prevention and early 
intervention  

  Link emotional wellbeing and 
mental health pathway to early 
help pathway 

NCC Dec-15 

1.5 

  

Early Help Promoting and driving 
established requirements 
and programmes of work 
on prevention and early 
intervention    

Promotion of tier 2 and 3 
services via Referral 
Management Centre expansion 

NCC / 
CCG 

Apr-16 

2 FiM Ref 11  Early Help Extending use of peer 
support networks for 
young people and parents  

Not 
ready/anticipate 
some barriers to 
change 

  

    

2.1   Early Help Extending use of peer 
support networks for young 
people and parents  

  Map and evaluate local CYP and 
parenting peer support offers 

NCC Jan-16 

2.2   Early Help Extending use of peer 
support networks for young 
people and parents  

  Maximise peer support 
provision for parents through 
Supporting Services and 
Children’s Centre contracts 

NCC Jan-16 

2.3   Early Help Extending use of peer 
support networks for young 
people and parents  

  Explore extension of local peer 
support opportunities  

NCC / 
CCG 

Mar-16 

2.4   Early Help Extending use of peer 
support networks for young 
people and parents  

  Explore the opportunity to 
create robust infrastructure for 
peer support 

NCC / 
CCG 

Apr-16 

3 CSIB Report Early Help Investment in resources 
when children and young 
people do not meet the 
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clinical threshold for 
Specialist CAMHS 

3.1 CSIB Report Early Help Investment in resources 
when children and young 
people do not meet the 
clinical threshold for 
Specialist CAMHS 

  Explore further the balance of 
funding for different levels of 
need 

NCC / 
CCG 

Apr-16 

3.2 CSIB Report Early Help Investment in resources 
when children and young 
people do not meet the 
clinical threshold for 
Specialist CAMHS 

  Undertake more work on what 
schools purchase and what the 
VCS provide would provide a 
more complete view of services 
available 

NCC Apr-16 

4 FiM Ref 4 Perinatal and 
Parental 

Enhancing existing 
maternal, perinatal and 
early years health services 
and parenting programmes  

Changes agreed but 
not started 

  

    

4.1   Perinatal and 
Parental 

Enhancing existing 
maternal, perinatal and 
early years health services 
and parenting programmes  

  Develop a business case to 
improve our perinatal response 

CCG Feb-16 

4.2 FiM ref 1.2 Perinatal and 
Parental 

Enhancing existing 
maternal, perinatal and 
early years health services 
and parenting programmes  

Changes agreed but 
not started 

Provide birthing unit access to a 
specialist perinatal mental 
health clinician  

CCG 2016/17 

4.3   Perinatal and 
Parental 

Enhancing existing 
maternal, perinatal and 
early years health services 
and parenting programmes  

  Develop parenting services in 
Children’s Centres; identify and 
add value to  parental & peri-
natal mental health responses 

NCC Apr-16 



  

 
Page 97 of 242 

4.4   Perinatal and 
Parental 

Enhancing existing 
maternal, perinatal and 
early years health services 
and parenting programmes  

  Identifying significance of 
perinatal mental health in 
Health Visitor commissioning 

NCC 2016/17 

4.5   Perinatal and 
Parental 

Enhancing existing 
maternal, perinatal and 
early years health services 
and parenting programmes  

  Identifying significance of 
perinatal mental health within 
the 1001 Critical Days Manifesto 
launch 

NCC Dec-15 

4.6   Perinatal and 
Parental 

Enhancing existing 
maternal, perinatal and 
early years health services 
and parenting programmes  

  Pathway for linked family 
approaches where there are 
parental mental health issues 

NCC 2016/17 

4.7 FiM Ref 4.1 Perinatal and 
Parental 

Enhancing existing 
maternal, perinatal and 
early years health services 
and parenting programmes  

Changes agreed but 
not started 

Implement access and/or 
waiting standard for rapid 
access to mental health services 
for women in pregnancy or in 
the postnatal period with a 
known or suspected mental 
health problem, when 
developed nationally (Achieving 
Better Access to Mental Health 
Services by 2020)  

CCG 2016/17 

5 FiM Ref 8 Communication 
and Links 

Improving communication 
about service changes and 
service availability 

Not 
ready/anticipate 
some barriers to 
change 

  

    

5.1   Communication 
and Links 

Improving communication 
about service changes and 
service availability 

  Develop communication plan 
children & young people mental 
health & emotional wellbeing 

NCC / 
CCG 

Oct-15 

5.2 FiM Ref 5 Communication Improving communication Changes agreed but Development of new apps and CCG Apr-16 
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and Links about service changes and 
service availability 

not started digital tools including the 
development of “Asknormen” 
site and the Young Leaders’ app 
development 

5.3 FiM Ref 8.1 Communication 
and Links 

Improving communication 
about service changes and 
service availability 

Changes agreed but 
not started 

Named point of contact in 
specialist services for all schools 
and GPs 

NHFT Mar-16 

5.4 FiM Ref 8.2 Communication 
and Links 

Improving communication 
about service changes and 
service availability 

Not 
ready/anticipate 
some barriers to 
change 

Named lead on mental health to 
be nominated in schools 

NCC 2016/17 

5.5 FiM Ref 10.2 Communication 
and Links 

Improving communication 
about service changes and 
service availability 

Partially 
Implemented 

Involvement, where necessary, 
of mental health professionals 
in co-ordinated assessment and 
planning (for children and 
young people with and without 
Education, Health and Care 
Plans) 

NCC / 
CCG 

Apr-16 

6 FiM Ref 7.1 Communication 
and Links 

One point of contact for a 
wide range of universal 
services to access a team of 
children and young 
people’s mental health 
professionals for advice, 
consultation, assessment 
and onward referral 

Partially 
Implemented 
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6.1   Communication 
and Links 

One point of contact for a 
wide range of universal 
services to access a team of 
children and young people’s 
mental health professionals 
for advice, consultation, 
assessment and onward 
referral 

  Evaluation and development of 
liaison (advice and consultation) 
line within the RMC 

NCC / 
CCG / 
NHFT 

Apr-15 

7 FiM Ref 7 Access to 
Services 

Enabling single point of 
access and One-Stop-Shop 
services  

Partially 
Implemented 

  

    

7.1   Access to 
Services 

Enabling single point of 
access and One-Stop-Shop 
services  

  Development of RMC as single 
point of access for professionals 
(expanded to include access to 
voluntary sector services, drugs 
& alcohol services; educational 
psychology;) 

NCC / 
CCG / 
NHFT 

Jan-16 

7.2 FiM Ref 7.4 Access to 
Services 

Enabling single point of 
access and One-Stop-Shop 
services  

Not 
ready/anticipate 
some barriers to 
change 

Self-referral pilot to be 
implemented, extended and 
launched to include young 
people and parents  

CCG 2016/17 

8   Access to 
Services 

Assessments and processes 
ensure that cases are 
appropriately prioritised 
and have their needs met 

     

  

8.1 FiM Ref 7.2 Access to 
Services 

Assessments and processes 
ensure that cases are 
appropriately prioritised 
and have their needs met 

Partially 
Implemented 

Initial risk assessment to ensure 
children and young people at 
high risk are seen as a priority 

NHFT Oct-15 
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8.2 FiM Ref 7.3 Access to 
Services 

Assessments and processes 
ensure that cases are 
appropriately prioritised 
and have their needs met 

Partially 
Implemented 

Prompt decision-making about 
who can best meet the 
child/young person’s needs  

NHFT Oct-15 

8.3 FiM 12.3 Access to 
Services 

Assessments and processes 
ensure that cases are 
appropriately prioritised 
and have their needs met 

Partially 
Implemented 

Supporting a child or young 
person in a crisis includes 
ensuring that there is a swift 
and comprehensive assessment 
of the nature of the crisis 

CCG Dec-15 

9 FiM Ref 12.2 Access to 
Services 

There is an out-of-hours 
mental health service for 
children and young person 
experiencing a mental 
health crisis 

Partially 
Implemented 

  

    

9.1   Access to 
Services 

There is an out-of-hours 
mental health service for 
children and young person 
experiencing a mental 
health crisis 

  Purpose and deployment of 
existing service and team to be 
evaluated 

CCG Feb-16 

9.2   Access to 
Services 

There is an out-of-hours 
mental health service for 
children and young person 
experiencing a mental 
health crisis 

  Develop link with new 
psychiatric liaison service 

CCG Apr-16 

10 FiM Ref 44 Access to 
Services 

Roll out of CYP IAPT Not 
ready/anticipate 
some barriers to 
change 

  

    

10.1   Access to 
Services 

Roll out of CYP IAPT   Development of IAPT service 
based on pilot work locally 

CCG 2016/17 
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11 FiM Ref 15 Access to 
Services 

Promoting implementation 
of best practice in 
transition, including ending 
arbitrary cut-off dates 
based on a particular age 

Not 
ready/anticipate 
some barriers to 
change 

  

    

    Access to 
Services 

Promoting implementation 
of best practice in 
transition, including ending 
arbitrary cut-off dates 
based on a particular age 

  Identify and review current 
practice 

NCC / 
CCG 

Feb-16 

11.1   Access to 
Services 

Promoting implementation 
of best practice in 
transition, including ending 
arbitrary cut-off dates 
based on a particular age 

  Develop agreements and 
processes that allow for 
streamlined pathways that 
minimise ‘hand-offs' and 
transfers 

NCC / 
CCG 

2016/17 

12 FiM Ref 20 Access to 
Services 

Making sure that children, 
young people or their 
parents who do not attend 
appointments are not 
discharged from services 

Not 
ready/anticipate 
some barriers to 
change 

  

    

12.1   Access to 
Services 

Making sure that children, 
young people or their 
parents who do not attend 
appointments are not 
discharged from services 

  Current practice to be reviewed  CCG Apr-16 

13 FiM Ref 36.1 Access to 
Services 

Introduction of  waiting 
time standards in respect 
of early intervention in 
psychosis  

Not 
ready/anticipate 
some barriers to 
change 
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13.1   Access to 
Services 

Introduction of  waiting 
time standards in respect of 
early intervention in 
psychosis  

  Benchmark all current waiting 
times 

CCG Apr-16 

13.2   Access to 
Services 

Introduction of  waiting 
time standards in respect of 
early intervention in 
psychosis  

  Where standards not met 
implement remedial action 

CCG 2016/17 

13.3   Access to 
Services 

Introduction of  waiting 
time standards in respect of 
early intervention in 
psychosis  

  Develop and implement  
outcome measure for all 
commissioned services 

CCG 2016/17 

13.4 CSIB Report Access to 
Services 

Introduction of  waiting 
time standards in respect of 
early intervention in 
psychosis  

  Review waiting times for Sleep 
Services 

NCC Mar-16 

13.5 CSIB Report Access to 
Services 

Introduction of  waiting 
time standards in respect of 
early intervention in 
psychosis  

  Monitor demand for youth 
counselling provision across the 
county 

NCC / 
CCG 

Dec-15 

13.6 CSIB Report Access to 
Services 

Introduction of  waiting 
time standards in respect of 
early intervention in 
psychosis  

  Address waiting times for 
ADHD/ASD  

NCC / 
CCG 

Apr-16 

14 FiM Ref 17 Access to 
Services 

Putting in place a 
comprehensive set of access 
and waiting time standards 
that bring the same rigour to 
mental health as is seen in 
physical health services 

Not 
ready/anticipate 
some barriers to 
change 
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14.1   Access to 
Services 

Putting in place a 
comprehensive set of access 
and waiting time standards 
that bring the same rigour to 
mental health as is seen in 
physical health services 

  Establish a dedicated 
community based Eating 
Disorder Service which includes 
a day unit offering 
multisystemic family therapy as 
well as work with individual 
children and young people, EDS 
outreach teams and hospital 
outreach education. This should 
reduce hospital admissions and 
reduce the average length of 
stay at EDS inpatient units (co-
commissioning with NHS 
England specialist teams). 

NHFT Apr-16 

14.2   Access to 
Services 

Putting in place a 
comprehensive set of access 
and waiting time standards 
that bring the same rigour to 
mental health as is seen in 
physical health services 

  Develop and expand the local 
CYP Crisis and Home 
Intervention Team (CHIT) so as 
to prevent inpatient admission 
and to bring children back to 
their home. This should reduce 
the average length of stay in 
Tier 4 beds (and so will be 
planned and delivered jointly 
with NHS England Specialist 
Teams). 

CCG 2016/17 

15 FiM Ref 43.4 Workforce 
Development 

Develop a comprehensive 
workforce strategy and 
training programme 

Partially 
Implemented 
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15.1 

 

Workforce 
Development 

Develop a comprehensive 
workforce strategy and 
training programme 

Partially 
Implemented 

Skills gaps in the training of staff 
working with children and 
young people with Learning 
Difficulties and Autistic 
Spectrum Disorder to be 
identified and addressed 

NCC / 
CCG / 
NHFT  

Feb-16 

15.2 FiM Ref 43.5 Workforce 
Development 

Develop a comprehensive 
workforce strategy and 
training programme 

Partially 
Implemented 

Counsellors working in schools 
and the community will receive 
further training to improve 
evidence-based care 

CCG 2016/17 

15.3 FiM Ref 44 Workforce 
Development 

Develop a comprehensive 
workforce strategy and 
training programme 

Not 
ready/anticipate 
some barriers to 
change 

Extending competencies based 
on the CYP IAPT’s principles to 
the mental wellbeing 
workforce, as well as providing 
training for staff in schools 

NCC / 
CCG / 
NHFT 

2016/17 

16 FiM Ref 22 Specific 
Pathways 

Making multi-agency teams 
available with flexible 
acceptance criteria for 
referrals concerning 
vulnerable children and 
young people 

Partially 
implemented 

  

    

16.1   Specific 
Pathways 

Making multi-agency teams 
available with flexible 
acceptance criteria for 
referrals concerning 
vulnerable children and 
young people.   

  Development of an integrated 
health and wellbeing team for 
looked-after and adopted 
children  

NCC / 
NHFT 

Sep-15 
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16.2 MHCCC 3.7a Specific 
Pathways 

Making multi-agency teams 
available with flexible 
acceptance criteria for 
referrals concerning 
vulnerable children and 
young people.   

  As part of Approved Mental 
Health Practitioner (AMHP) 
review, develop, agree and 
implement an all age AMHP 
workforce strategy 

  Oct-15 

16.3 MHCCC 3.10 Specific 
Pathways 

Making multi-agency teams 
available with flexible 
acceptance criteria for 
referrals concerning 
vulnerable children and 
young people.   

  Review and make 
recommendations relating to 
the effectiveness of mental 
health social workers within the 
CAMHS service 

NCC Aug-15 

17 FiM Ref 25 Specific 
Pathways 

Specialist services for CYP 
mental health should be 
actively represented in the 
MASH 

Partially 
implemented 

  

    

17.1   Specific 
Pathways 

Specialist services for CYP 
mental health should be 
actively represented in the 
MASH 

  Establish and develop the links 
between MASH and RMC  

NCC / 
NHFT 

Dec-15 

17.2   Specific 
Pathways 

Specialist services for CYP 
mental health should be 
actively represented in the 
MASH 

  Robust mental health input to 
identify CYP in the MASH 
needing support for mental 
health issues 

NCC / 
NHFT 

Feb-16 

18 CSIB Report Specific 
Pathways 

Improvements to ASD and 
ADHD pathways 

    
    

18.1   Specific 
Pathways 

Improvements to ASD and 
ADHD pathways 

  Introduce a consistent process 
and diagnostic tool for ASD 
diagnosis 

NHFT Dec-15 
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18.2   Specific 
Pathways 

Improvements to ASD and 
ADHD pathways 

  Increase county professionals 
able to undertake ADOS 
assessments via Educational 
Psychology Service 

NCC / 
NHFT 

Oct-15 

18.3   Specific 
Pathways 

Improvements to ASD and 
ADHD pathways 

  Audit on 50-100 cases to be 
undertaken 

CCG Dec-15 

18.4   Specific 
Pathways 

Improvements to ASD and 
ADHD pathways 

  Develop links to Early Help 
Pathway for those with non-
diagnosis 

NCC Oct-15 

18.5   Specific 
Pathways 

Improvements to ASD and 
ADHD pathways 

  Develop Early Help offer at the 
beginning of the process whilst 
families are waiting for 
diagnosis  

NCC / 
CCG 

Oct-15 

18.6   Specific 
Pathways 

Improvements to ASD and 
ADHD pathways 

  Develop 2 clear “contracts” or 
offers – one for those with 
diagnosis and one where there 
is no diagnosis 

NCC / 
CCG 

Apr-16 

18.7   Specific 
Pathways 

Improvements to ASD and 
ADHD pathways 

  Current waiting list to be 
reviewed and all those waiting 
to have Early Help Assessments 
undertaken 

NHFT Sep-15 

19 CSIB Report Specific 
Pathways 

Self harm pathway 
improvement 

Partially 
implemented 

  
    

19.1   Specific 
Pathways 

Self harm pathway 
improvement 

  Clarification of the admission 
criteria to a paediatric ward 
following self-harm in under 
18’s 

CCG Oct-15 

19.2   Specific 
Pathways 

Self harm pathway 
improvement 

  Re-visit the mid-day cut off for 
same day CAMHS assessment 
for Self Harm 

CCG Oct-15 
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19.3   Specific 
Pathways 

Self harm pathway 
improvement 

  Link the CSE and self-harm 
pathways locally 

NCC / 
CCG 

Nov-15 

19.4   Specific 
Pathways 

Self harm pathway 
improvement 

  Amend local approach to NICE 
guidance regardless of 
circumstances for Self Harm 

CCG Oct-15 

19.5 CSIB Report Specific 
Pathways 

Self harm pathway 
improvement 

  Self Harm audit to be repeated CCG 
  

20 FiM Ref 35.1 Data and 
Performance 

CAMHS Minimum Dataset 
to be established 

Not ready/ 
anticipate some 
barriers to change 

  

    

20.1 CSIB Report Data and 
Performance 

CAMHS Minimum Dataset 
to be established 

  Ahead of the CAMHS Minimum 
Dataset, identify gaps in data 
monitoring and fill. In particular 
about the quality or evidence 
base of the services delivered 

NCC / 
CCG 

Apr-16 

20.2 CSIB Report Data and 
Performance 

CAMHS Minimum Dataset 
to be established 

  Establish joint commissioning 
group and joint commissioning 
arrangements for monitoring 

NCC Sep-16 

21 CSIB Report Data and 
Performance 

Map the risk factor data to 
establish where the ‘hot 
spot’ areas might be in 
order to target child mental 
health intervention 
programmes 

    

    

21.1 CSIB Report Data and 
Performance 

Map the risk factor data to 
establish where the ‘hot 
spot’ areas might be in 
order to target child mental 
health intervention 
programmes 

  Work with BIPI to enable 
further analysis of data 
available to help target services 
(building on needs analysis 
completed) 

NCC Apr-16 
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21.2 CSIB Report Data and 
Performance 

Map the risk factor data to 
establish where the ‘hot 
spot’ areas might be in 
order to target child mental 
health intervention 
programmes 

  More detailed understanding of 
the prevalence, manifestation 
and impact of mental ill health 
on those children who become 
involved with safeguarding 
services is required 

NCC Apr-16 
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EARLY HELP THEME 
     

       Local 
Ref 

Local Priority Actions Delivery 
Lead 
(Rep) 

Delivery 
Date 

Update RAG 

1. Promoting and driving established requirements and programmes of work on prevention and early intervention  

1.1 Embed emotional wellbeing and 
mental health outcomes in Prebirth 
to 5 Enhancing Early Years strategy 

Establish more robust links between 
strategy groups (Enhancing Early Years 
group and Youth Health Minds 
Partnership) 

DM Oct-15     

    Ensure CYP emotional wellbeing and 
mental health is embedded in the 
Enhancing Early Years strategy 

DM Nov-15     

    Formalise the co-dependencies and joint 
working between action plans 

DW / RS Apr-16     

1.2 Continued roll out of Five to Thrive Map training that has been delivered in 
the county         

    Map funding available for further training         

    Clarify leads in each organisation and 
capacity to coordinate roll out 

    

    

    Develop proposal business case for roll out         

    Implement roll out if agreed   Apr-17     

1.3 Domestic abuse theraplay pilot 
evaluation and roll out 

Evaluate outcomes achieved and value for 
money of the last round of families 
receiving a service 

MB /RS Apr-16 

    

    Compare result to initial pilot MB /RS Apr-16     
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    Dependent on result, build business case 
for continued funding and expansion to 
the rest of the county 

MB /RS Apr-17 

    

    Build business case to extend to other 
vulonerable groups such as those affected 
by grooming or child sexual exploitation 

RS Apr-17 

    

1.4 Linking emotional wellbeing and 
mental health pathway to early help 
pathway 

Scope and map processes for both 
pathways 

RS / BW Aug-15 

    

    Develop and implement robust links 
between the two pathways 

RS / BW Aug-15 

    

    Review and amend any barriers arising RS / BW Dec-15     

    Additional review to ensure ongoing best 
practice 

RS / BW Mar-16 

    

1.5 Promotion of tier 2 and 3 services via 
Referral Management Centre 
expansion 

Linked to phases 1 to 4 of RMC expansion - 
see 7.1 

RS / AJ Sep-15 

    

    Regular and accurate communication to 
partners regarding service offers and 
promotion of the Emotional Wellbeing and 
Mental Health pathway - linked to 
"Communication and Links" theme (5.1) 

DLH Oct-15 

    

2. Extending use of peer support networks for young people and parents 

2.1 Map and evaluate local CYP and 
parenting peer support offers 

Scope and map all peer support 
opportunities for parents and for young 
people in the county   

Nov-15 

    

    Develop a collective approach for models 
of peer support   

Dec-15 
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2.2 Maximise peer support provision for 
parents through Supporting Services 
and Children’s Centre contracts 

Scope peer support offer through the 
Children's Centres and Supporting Services 
contracts 

RS Dec-15 

    

  

  

Propose opportunities for peer support 
development and extension in CC and SS 
contracts 

RS Jan-16 

    

2.3 Explore extension of local peer 
support opportunities  

Develop proposals paper with 
recommendations for delivery 

  Feb-16 

    

    Generate business case where additional 
funding or resource required 

  Mar-16 

    

2.4 Explore the opportunity to create 
robust infrastructure for peer 
support 

Scope any national projects or examples 
where a successful infrastructure has been 
developed  

  Feb-16 

    

    Liaise with VIN to look at peer support as a 
theme in their volunteering strategy 

  Mar-16 

    

    Implement infrastructure plans   Apr-16     

3. Investment in resources when children and young people do not meet the clinical threshold for Specialist CAMHS 

3.1 Explore further the balance of 
funding for different levels of need 

    

      

              

3.2 More work on what schools 
purchase and what the VCS provide 
would provide a more complete view 
of services available 

    

      
  



  

 
Page 112 of 242 

PERINATAL & PARENTAL THEME 
    

       Local 
Ref 

Local Priority Actions Delivery 
Lead (Rep) 

Delivery 
Date 

Update RAG 

4. Enhancing existing maternal, perinatal and early years health services and parenting programmes  

4.1 Develop a business case to 
improve our perinatal response 

Scope best practice nationally in 
perinatal mental health responses 

HA Jan-16     

    Map current responses and pathways HA Jan-16     

    Develop proposals for improvement 
and business case 

HA Feb-16     

4.2 Provide birthing unit access to a 
specialist perinatal mental health 
clinician  

Explore logistics of provision required RB Apr-17 

    

    Generate business case for perinatal 
mental health resource 

RB Apr-17 

    

4.3 Develop parenting services in 
Children’s Centres to identify and 
add value to perinatal and 
parental mental health responses 

Scope and map current offer for 
parents through Children's Centres 

DM Mar-16 

    

    Develop proposal to extend delivery 
where required and embed links to 
perinatal mental health pathways 

DM Apr-16 

    

4.4 Identifying significance of 
perinatal mental health in Health 
Visitor commissioning 

Emotional wellbeing and mental 
health to be specifically identified in 
the upcoming specification of Health 
Visiting  

DM 2016/17 
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4.5 Identifying significance of 
perinatal mental health within the 
1001 Critical Days Manifesto 
launch 

Emotional wellbeing and mental 
health to be specifically identified in 
the draft manifesto  

DW Dec-15 Awaiting approval for the 
Manifesto and agreement 
to proceed 

  

4.6 Pathway for linked family 
approaches where there are 
parental mental health issues 

Contact to be made with 
commissioners and providers for adult 
mental health services 

RB Apr-17 

    

    Provision and pathways for adult 
mental health to be identified and 
scoped 

RB Apr-17 

    

    Develop proposals and 
recommendations for improved 
coordination and pathway design 
between mental health services for 
adults and children; and family 
services 

RB Apr-17 

    

4.7 Implement access and/or waiting 
standard for rapid access to 
mental health services for women 
in pregnancy or in the postnatal 
period with a known or suspected 
mental health problem, when 
developed nationally (Achieving 
Better Access to Mental Health 
Services by 2020)  

Develop proposal for rapid access to 
adult mental health services for 
perinatal mental health issues that 
arise 

RB Apr-17 
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COMMUNICATION & LINKS THEME 
    

       Local 
Ref 

Local Priority Actions Deliver
y Lead 
(Rep) 

Deliver
y Date 

Update RAG 

5. Improving communication about service changes and service availability 

5.1 Develop a communication plan 
for children and young people's 
emotional wellbeing and mental 
health 

Communications subgroup to develop 
refreshed communication plan 

DLH Oct-15     

    Plan to include regular and accurate 
communication to partners regarding 
service offers and promotion of the 
Emotional Wellbeing and Mental Health 
pathway 

DLH Oct-15     

    Plan to include comms required for 
promotion of self-referral when this is 
introduced  

DLH Apr-17     

    Communication plan to be reviewed by 
Promoting Emotional Wellbeing Group 

RS Nov-15     

    Communication plan to be approved by 
Young Healthy Mind Partnership 

MB Nov-15     

5.2 Development of new apps and 
digital tools inc. development of 
“Asknormen” site and the Young 
Leaders’ app development 

Development of website to be included in 
the communications plan and linked 
across to other themes where 
appropriate 

DLH Apr-16 

    

    Support Young Leaders where needed to 
develop their funded app for young 
people  

DLH Apr-16 
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5.3 Named point of contact in 
specialist services for all schools 
and GPs 

Development of list of named point of 
contact for schools in each area via 
Specialist CAHMS (Community and Early 
Intervention Team) 

SR Feb-16 

    

    Notification to all schools of their 
designated point of contact 

SR Mar-16 

    

5.4 Named lead on mental health to 
be nominated in schools 

Scope options for implementation 
including alignment to the Young Leaders' 
Mental Health Charter, involvement of 
EPS and EES etc. 

  Apr-17 

    

    Define role / expectations of each schools 
contact - including providing a link to 
expertise and support to discuss concerns 
about individual children and young 
people, identify issues and make effective 
referrals  

  Apr-17 

    

    Implement a pilot with schools in an area 
to assess best approaches and any 
relevant training likely for staff 

  Apr-17 

    

    Establish plan to engage all schools and 
recruit named contacts in schools 

  Apr-17 

    

5.5 Involvement of mental health 
professionals, as needed, in co-
ordinated assessment & planning 
(for children & young people 
with & without Education, Health 
and Care Plans) 

Identify established processes for 
assessment and planning for children and 
young people WITH Education, Health 
and Care Plans 

  Mar-16 

    



  

 
Page 116 of 242 

    Design and implement processes to 
ensure mental health input into EHC 
planning if not already in place 

  Apr-16 

    

    Design and implement processes to 
ensure mental health input into Early 
Help planning if not already in place 

  Dec-15 

    

    Link to 1.4 RS Mar-16     

    Link also to 17.2         

    Link also to 16.1          

6. One point of contact for a wide range of universal services to access a team of children and young people’s mental health professionals for 
advice, consultation, assessment and onward referral 

6.1 Evaluation and development of 
liaison (advice and consultation) 
line within the RMC 

Consultation with referrers and 
professionals regarding current liaison line 
and development opportunities 

SR Mar-16 

    

    Review and evaluation of current practice SR Mar-16     

  

  
Proposals for development and related 
business case to be completed 

SR Apr-15 
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ACCESS TO SERVICES THEME 
    

       Local 
Ref 

Local Priority Actions Deliver
y Lead 
(Rep) 

Deliver
y Date 

Update RAG 

7. Enabling single point of access and One-Stop-Shop services  

7.1 Development of RMC as single 
point of referral for professionals 
(with expansion to include access 
to voluntary sector services, 
educational psychology and 
drugs and alcohol services) 

Phase 1 of RMC expansion - to add youth 
counselling and supporting services 
(commissioned services) 

RS / AJ Sep-15     

    Phase 2 of RMC expansion - to add NGH 
services into pathway 

SR / AJ Sep-15     

    Phase 3 of RMC expansion - to test Ed 
Psych role in RMC process 

RS / 
MB 

Oct-15     

    Phase 4 of RMC expansion - to add 
pathways to additional "thematic" 
organisations e.g. drug and alcohol, and 
domestic abuse organisations 

RS / AJ Nov-15     

    Phase 4 of RMC expansion - go to wider 
voluntary sector and offer referral 
pathway through RMC 

RS / RB Jan-16     

7.2 Self-referral pilot to be 
implemented, extended and 
launched to include young 
people and parents  

Proposal from NHFT & CCG for self-
referrals  

NHFT / 
CCG 

Dec-15 

    

    Project plan for pilot and roll out to be 
drafted 

  Jan-15 
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    Pilot to be implemented    Feb-15     

    Pilot to be evaluated   Apr-16     

    Self-referral process to be rolled out   2016-
17     

    Link to 5.1 DLH Apr-17     

8. Assessments and processes ensure that cases are appropriately prioritised and have their needs met 

8.1 Initial risk assessment to ensure 
children and young people at 
high risk are seen as a priority 

Risk assessment processes to be 
embedded in RMC screening process in 
RMC 

SR / AJ Oct-15 

    

8.2 Prompt decision-making about 
who can best meet the 
child/young person’s needs  

RMC staff and clinicians to have up-to-
date "directory" of options that can be 
used as a basis for decision making and 
brokerage 

RS / CN Oct-15 

    

    Standard operating procedures to be 
developed that include standardised 
timescales for all parts of the pathway 

SR / AJ Oct-15 

    

8.3 Supporting a child or young 
person in a crisis includes 
ensuring that there is a swift and 
comprehensive assessment of 
the nature of the crisis 

    Dec-15 

    

9. There is an out-of-hours mental health service for children and young person experiencing a mental health crisis 

9.1 Purpose and deployment of 
existing service and team to be 
evaluated 

Crisis team to be reviewed and 
evaluated, including consulting with the 
team members,  clients and related 
professionals  

RB / SR Jan-16     

    Any learning or improvements to be 
incorporated into team development  

RB / SR Feb-16     
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9.2 Develop link with new 
psychiatric liaison service 

Scope new psychiatric liaison service RB    Apr-16 

    

    Design and implement appropriate 
linkages between crisis response team 
and the liaison service 
 

RB    Apr-16 

    

10. Roll out of CYP IAPT 

10.1 Development of IAPT service 
based on pilot work locally 

Through and with the MOU with NHS 
England, support the backfill of staff 
being released by Northamptonshire 
Healthcare NHS Foundation Trust to 
develop CYP IAPT skills. 

CCG 
(with 
NHSE) 

1st April 
2016 

    

    Support Northamptonshire Healthcare 
NHS Foundation Trust in developing a 
CYP IAPT programme by:                                                                       
• Including feedback and engagement of 
children,  young people and families  
• Agreement on access criteria 
• Agreement on the range of services 
and how CYP and their families will 
choose such 
This will be achieved through the 
Northamptonshire Healthwatch 
programme that has been agreed.      

CCG 
(with 
H/W) 

2016-
17 

    

11. Promoting implementation of best practice in transition, including ending arbitrary cut-off dates based on a particular age 

1.1 Identify and review current 
practice 

Scope offer and gaps within emotional 
wellbeing and mental health provision 
for CYP and adults 

RB / RS Feb-16     

    Develop proposals for  streamlining 
transition between services 

RB / RS Mar-16     
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    Develop proposals and business case for  
improving service provision and hand 
over at transition stage 

RB / RS Apr-16     

    In particular include proposals regarding 
transitions for LAC in this business case 
(link to 16.1) 

RB / RS Apr-16     

11.2 Develop agreements and 
processes that allow for 
streamlined pathways that 
minimise ‘hand-offs' and 
transfers 

Scope transitions between services more 
widely and identify gaps and barriers 

RB / RS Apr-17 

    

    Develop case studies and examine the 
journey of clients in the system to 
identify transitions that need 
improvement 

RB / RS Apr-17 

    

12. Making sure that children, young people or their parents who do not attend appointments are not discharged from services 

12.1 Current practice to be reviewed  Review current practice for CYP who do 
not attend appointments 

SR Mar-16     

    Scope practice in other areas for best 
practice and innvoative practice 
examples 

SR Mar-16     

    Proposals for implementation to ensure 
CYP do not fall through the gap 

SR Apr-16 

    

13. Introduction of  waiting time standards in respect of early intervention in psychosis  

13.1 Benchmark all current waiting 
times 

As part of the joint commissioning group 
establish all data available for 
performance monitoring of services 
funded by the CAMHS pooled budget 
(linked to 20.1) 

DM / 
RB 

Jan-16     
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    Identify the waiting times for all services 
commissioned via the CAMHS pooled 
budget and jointly monitor 

DM / 
RB 

Mar-
16 

    

    Identify realistic targets for all services 
commissioned via the CAMHS pooled 
budget 

DM / 
RB 

Apr-
16 

    

13.2 Where standards not met 
implement remedial action 

Where below target for any service, 
develop plan to address the wait time 
(and add to transformation plan) 

RS / RB Apr-
17 

    

13.3 Develop and implement  
outcome measure for all 
commissioned services 

Add outcome measure to KPIs for all 
commissioned services (to be developed 
from baseline data) 

RS / RB Apr-
17 

    

13.4 Review waiting times for Sleep 
Services 

Identify waiting times for Sleep Services   Jan-16 
    

    Identify good practice and national 
standards 

  Feb-
16     

    Where below locally agreed target, 
develop plan to address the wait time 
(and add to transformation plan) 

  Mar-
16 

    

    Report back results to the joint 
commissioning group 

  Mar-
16     

13.5 Monitor demand for youth 
counselling provision across the 
county 

Each service to work on their own 
waiting list initiative utilising ood 
practice formulae and support from 
NHFT 

YC orgs Oct-
15 

    



  

 
Page 122 of 242 

    Proposal to be developed to explore 
collaborative approach by youth 
counselling organisations, standardised 
provision and training, locations for 
delivery and mental health promotion 

YC orgs Nov-
15 

    

    Monitor all referrals for youth 
counselling across the county closely 

RS / RB Dec-
15     

    Monitor all wait times for youth 
counselling across the county 

RS / RB Dec-
15     

    Report back results to the joint 
commissioning group 

RS / RB Dec-
15     

13.6 Address waiting times for 
ADHD/ASD  

Wait times for ASD diagnosis to be 
reviewed (link to 18.7) 

NHFT / 
NGH 

Aug-
15     

  

  

Additional resource to be identifed to 
clear the backlog of cases - in particular 
those waiting over 6 months, but 
particularly targeting those waiting 12+ 
months and then those 9-12 months 

NHFT / 
NGH 

Oct-
15 

    

  

  

Develop Early Help offer at the beginning 
of the process whilst families are waiting 
for diagnosis (link to 18.5) 

NHFT / 
NGH 

Apr-
16 
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14. Putting in place a comprehensive set of access and waiting time standards that bring the same rigour to mental health as is seen in 
physical health services 

14.1 Establish a dedicated community 
based Eating Disorder Service 
which includes a day unit 
offering multisystemic family 
therapy as well as work with 
individual children and young 
people, EDS outreach teams and 
hospital outreach education. This 
should reduce hospital 
admissions and reduce the 
average length of stay at EDS 
inpatient units (co-
commissioning with NHS England 
specialist teams). 

Develop a pathway with acute hospitals, 
LA, NHSE, primary care, SN, HV & public 
health 

NHFT Nov-
15 

    

    T & F group to be established chaired by 
CCG commissioner to map pathway and 
processes 

CCG Nov-
15 

    

    Develop service line and specification CCG Dec-
15     

    Develop business case which explores 
the impact on other trusts and Tier 4 

NHFT Dec-
15     

    Identify key service clinicians/people NHFT Dec-
15     

    Develop a training and development plan NHFT Jan-15     

    Implementation of service and pathway NHFT Apr-
16     
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14.2 Develop and expand the local 
CYP Crisis and Home 
Intervention Team (CHIT) so as 
to prevent inpatient admission 
and to bring children back to 
their home. This should reduce 
the average length of stay in Tier 
4 beds (and so will be planned 
and delivered jointly with NHS 
England Specialist Teams).   

CCG 2016/
17 
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WORKFORCE DEVELOPMENT THEME 
    

       Local 
Ref 

Local Priority Actions Delivery 
Lead 
(Rep) 

Delivery 
Date 

Update RAG 

15. Develop a comprehensive workforce strategy and training programme 

15.1 Develop a joint training plan 
and programme of work to 
support professionals across 
the county 

Scope, plan and conduct a training 
needs analysis to incorporate a 
range of professionals 

RS / 
DLH 

Jan-16     

    Identify generic programme of 
"induction" training required for 
new starters 

RS / 
DLH 

Feb-16     

    Identify specific skills gaps in the 
county  

RS / 
DLH 

Jan-16     

    Develop targeted and multi-
disciplinary training programmes to 
cover specific and generic training 
needs 

RS / 
DLH 

Feb-16     

15.2 Skills gaps in the training of 
staff working with children and 
young people with Learning 
Difficulties and Autistic 
Spectrum Disorder to be 
identified and addressed 

As part of 15.1 include specific query 
regarding skills gap and training 
requried for LD and ASD 

HD / 
MA 

Feb-16 

    

15.3 Counsellors working in schools 
and the community will receive 
further training to improve 
evidence-based care 

Refresh training plans to include 
skills gap for counsellors in schools 

RB Apr-17 
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15.4 Extending competencies based 
on the CYP IAPT’s principles to 
the mental wellbeing 
workforce, as well as providing 
training for staff in schools 

Refresh training plans to include CYP 
IAPT competency training to mental 
health staff 

SR Apr-17 

    

    Refresh training plans to include 
skills gap for school staff 

RS Apr-17 
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SPECIFIC PATHWAYS THEME 
    

       Local 
Ref 

Local Priority Actions Delivery 
Lead 
(Rep) 

Delivery 
Date 

Update RAG 

16. Making multi-agency teams available with flexible acceptance criteria for referrals concerning vulnerable children and young people 

16.1 Development of an integrated health 
and wellbeing team for looked-after 
and adopted children  

Review current mental health 
resources and pathways for 
Looked After and Adopted 
Children 

RS / CT Sep-15     

    Redevelop offer with existing 
resources to include a more 
integrated & streamlined 
delivery to Looked After and 
Adopted Children 

RS / CT Sep-15     

16.2 As part of Approved Mental Health 
Practitioner (AMHP) review, develop, 
agree and implement an all age AMHP 
workforce strategy 

Review, develop and agree an 
all age AMHP workforce 
strategy 

  Oct-15 

    

    Consolidate plan and 
implementation of the AMHP 
workforce strategy within the 
joint training plan and 
programme (at 15.1) 

  Oct-15 

    

16.3 Review and make recommendations 
relating to the effectiveness of mental 
health social workers within the 
CAMHS service 

Review and make 
recommendations relating to 
the effectiveness of mental 
health social workers within 
the CAMHS service 

RS / CT Aug-15 
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    Incorporate, as appropriate, 
into refreshed response to 
LAC and other vulnerable 
groups 

RS / CT Sep-15 

    

17. Specialist services for CYP mental health should be actively represented in the MASH 

17.1 Establish and develop the links 
between MASH and RMC  

Scope and map processes for 
both pathways 

RS / TB Aug-15 

    

    Develop and implement 
robust links between the two 
pathways 

RS / TB Sep-15 

    

    Review and amend any 
barriers arising 

RS / TB Dec-15 
    

    Additional review to ensure 
ongoing best practice 

RS / TB Mar-16 

    

17.2 Robust mental health input to identify 
CYP in the MASH needing support for 
mental health issues 

Identify and review current 
input from CYP mental health 
services into the MASH 

RS / RB Jan-16 

    

    Where additional linkages 
required, develop 
recommendations and a 
corresponding business case 

RS /RB Feb-16 

    

18. Improvements to ASD and ADHD pathways 

18.1 Introduce a consistent process and 
diagnostic tool for ASD diagnosis 

Organise and run countywide 
multi-disciplinary diagnostic 
workshop to discuss tools and 
agree common approach 

KvR Aug-15     
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    Re-introduction the monthly 
Diagnostic Dilemma Clinic  

KvR Sep-15     

    Standardised letter to be 
drafted and agreed to go out 
with all assessment 
appointments, outlining the 
process and what is and is not 
available through health  

SS Sep-15     

    New process (and map) to be 
designed and agreed 

SR Dec-15     

18.2 Increase county professionals able to 
undertake ADOS assessments via 
Educational Psychology Service 

Agreement and 
implementation of 
Educational Psychologists to 
undertake ADOS assessments 
with  nursing / other 
professionals 

MB Oct-15     

    Additional resource to be 
considered and to help 
reduce backlog of clients on 
waiting list 

RB Sep-15     

18.3 Audit on 50-100 cases to be 
undertaken 

Task and finish group to be 
established and terms of 
reference developed 

EC Oct-15     

    Audit and summary of results 
to be completed 

EC Dec-15     

18.4 Develop links to Early Help Pathway 
for those with non-diagnosis 

Develop links to Early Help 
Pathway for those with non-
diagnosis 

RS Oct-15     
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18.5 Develop Early Help offer at the 
beginning of the process whilst 
families are waiting for diagnosis  

Design and implement 
process for Early help input 
into cases referred for 
diagnosis (link to 1.4 and 7.1) 

RS / RB Oct-15     

  

  

Establish process for referrals 
to be redirected by RMC into 
Universal / Targeted services 
when it is clear that there will 
not be a diagnosis 

RS / RB Oct-15     

18.6 Develop 2 clear “contracts” or offers – 
one for those with diagnosis and one 
where there is no diagnosis 

Design and implement two 
offers for cases referred for 
diagnosis 

RS / RB Apr-16     

  

  

Autism Outreach Team to be 
approach to see if their remit 
could be extended to support 
those who have needs but 
have not received a diagnosis 

DM Sep-15     

18.7 Current waiting list to be reviewed 
and all those waiting to have Early 
Help Assessments undertaken 

Current waiting list to be 
reviewed and all those 
waiting to have Early Help 
Assessments undertaken 

SR Sep-15 

    

19. Self harm pathway improvement 

19.1 Clarification of the admission criteria 
to a paediatric ward following self-
harm in under 18’s 

Admission criteria to be 
reviewed 

DLH Oct-15     

    Admission criteria to be 
amended and communicated 
to professionals 

DLH Oct-15     
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19.2 Re-visit the mid-day cut off for same 
day CAMHS assessment for Self Harm 

Review the mid-day cut off 
for same day CAMHS 
assessment for Self Harm 

DLH Oct-15     

    Amend standard operating 
procedure and communicate 
to professionals 

DLH Oct-15     

19.3 Link the CSE and self-harm pathways 
locally 

Review pathways for both 
issues 

DLH Nov-15     

    Develop appropriate linkages 
between the pathways and 
communicate to partners / 
relevant practitioners 

DLH Nov-15     

19.4 Amend local strict adherence to the 
NICE guidance regardless of individual 
circumstances for Self Harm 

Review local implementation 
of NICE guidance 

DLH Oct-15     

    Amend standard operating 
procedure and communicate 
to professionals 

DLH Oct-15     

19.5 Self Harm audit to be repeated Conduct self harm audit RB Feb-16     

    Compare findings to previous 
review 

DLH 
Mar-16 

    

    Consider recommendations 
for improvement from results 
of audit 

DLH Mar-16 
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DATA & PERFORMANCE THEME 
    

       Local 
Ref 

Local Priority Actions Delivery 
Lead 
(Rep) 

Delivery 
Date 

Update RAG 

20. CAMHS Minimum Dataset to be established 

20.1 Ahead of the CAMHS Minimum 
Dataset, identify gaps in data 
monitoring and fill. In particular about 
the quality or evidence base of the 
services delivered 

As part of the joint commissioning 
group establish all data available 
for performance monitoring of 
services funded by the CAMHS 
pooled budget  

DM / RB Dec-15     

    Identify gaps in data and plan 
remedial action to fill these gaps 

DM / RB Jan-16     

    Delegate remedial actions to 
commissioners to address 

DM / RB Jan-16     

    Commissioners to report back 
findings to the joint commissioning 
group 

RS / 
DLH 

Apr-16     

20.2 Establish joint commissioning group 
and joint commissioning arrangements 
for monitoring 

Set up joint commissioning group 
with appropriate terms of 
reference 

DM Sep-16 

    

21. Map the risk factor data to establish where the ‘hot spot’ areas might be in order to target child mental health intervention programmes 

21.1 Work with BIPI to enable further 
analysis of data available to hep target 
services (building on needs analysis 
completed) 

Research proposal to be drafted 
for implementation 

PK Apr-16 
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21.2 More detailed understanding of the 
prevalence, manifestation and impact 
of mental ill health on those children 
who become involved with 
safeguarding services is required 

Research proposal to be drafted 
for implementation 

PK Apr-16 

    
 
 



   

  

 
 

  Appendix 2a 
The Children and Young People Joint Commissioning Group - Terms of Reference 

 
1. Constitution  

 
1.1 The Children and Young Peoples Joint Commissioning Group is a sub group of the Health 

and Social Care Commissioning Executive (HSCE) that has been established by the 
Governing Bodies of NHS Nene CCG, NHS Corby CCG, NHS Cambridgeshire and 
Peterborough CCG and the Cabinet of Northamptonshire County Council as a “Working 
Group” under S75 (NHS Act 2006) for the discharge of joint commissioning 
arrangements carried out under S 75 of the NHS Act 2006.  
 

1.2 The Health and Social Care Commissioning Executive (HSCE) operates within the 
delegated powers relevant to each partner organisation’s governance arrangements.  
 

2. Purpose  
 
2.1 The Purpose of the Children and Young Peoples Joint Commissioning Group is to:  
 

e) Commission, monitor and evaluate Children and Young Peoples services which are 
commissioned through partnership flexibilities under Section 75 of the NHS Act 
2006. This includes responsibility for any pooled budgets hosted by one of the 
partners in furtherance of partnership arrangements.  
 

f) To oversee the Future in Mind Transformation plan & subsequent developments  
 

g)  To consider and oversee other areas where aligned commissioning impacts on the 
health, early help and social services economy and to promote the integration of 
services. 

 
h) The Group will also ensure that the views of children, young people and their 

families are integral to the planning and implementation processes and will ensure 
effective links to other strategic multi- agency partnerships.  

 
3. Objectives  
 
3.1 The Children and Young Peoples Joint Commissioning Group has the following 

objectives:  
 

a)  To monitor joint commissioning arrangements for the existing contracts for CAMHS 
and Short Breaks. 
  
b) To discuss and consider operational issues identified by the member organisations 
with a view to resolving these speedily.   
 
c) To monitor service delivery and performance of providers of service.  



  

 
Page 135 of 242 

 
i) To agree remedial action where required. 

  
j) To agree and manage the delivery of services in line with key performance 

indicators.  
 

f) To monitor progress of the Future in Mind Transformation Plan 
 
4. Principles of working 
 
4.1 Shared learning approach to be adopted with a focus on outcomes for children and their 

families 
 
4.2 Tasks groups to be convened if required 
 
4.3 The membership of the group will commit to attending all scheduled meetings and if 

necessary nominate a deputy.  Please note all designated deputies must have the 
authority to make decisions on behalf of their organisation. 

 
4.4 Wholeheartedly champion the partnership within and outside of work areas 
 
4.5 To provide information to all members in a meaningful and relevant format 
 
4.6 Make timely decisions and take action so as to not hold up agreed actions 
 
4.7 Notify members, as soon as practical, if any matter arises which may be deemed to 

affect the development of the partnership 
 
4.8 Open and honest discussions 
 
4.9 Prepare and present monitoring reports to HSCE as required.  
 
5. Accountability 
 
5.1 The C&YP Joint Commissioning Group is accountable to the Health and Social Care 

Commissioning Executive.  
 
5.2 The Health and Social Care Commissioning Executive (HSCE) is accountable to the 

Governing Bodies of the NHS CCG partners and to the Cabinet of Northamptonshire 
County Council.  

 
5.3 The C&YP Joint Commissioning Group will also prepare reports as required to:  
 

 The Early Help Partnership 

 NSCB 

 Improvement Board 
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6. Core Membership (all meetings)  
 

6.1 The Membership of the C&YP Joint Commissioning Group is as follows 
 

 NCC Children and Families Commissioning  

 Nene CCG Children and Young Peoples Commissioning 

 Corby CCG Children and Young Peoples Commissioning  

 NCC Public Health Children and Families Commissioning 

 Office of Police and Crime Commissioner 
 
6.2 Deputising Arrangements.  It is expected that members will ensure their personal 

attendance at each meeting. Where necessary, deputies will attend on the basis that 
they are able to fully represent their organisation and carry decision making authority. 

  
6.3 Chair and Vice –Chair. 6 month rotation between Council and CCG lead officers to 

provide continuity. 
  
6.4 Quorum.  Where representation from each of the CCGs and NCC is not possible through 

attendance of members or deputies, the meeting will be deemed non-quorate.  
 
6.6 Agendas.  Agendas will be circulated ahead of each meeting with papers as required. The 

Chair will be responsible for ensuring continuity between meetings and will agree the 
draft notes of the meeting with the note taker. The minutes will be circulated to a wider 
group of colleagues to ensure all agreed actions are taken forward within the specified 
timescales.  

 
6.7 Other Attendees.  Where required, the Chair will ensure that other colleagues including 

from provider organisations are invited to attend for specific items on the agenda.  
 
6.8 Frequency of Meetings.  Meetings to take place on a monthly basis  
  
7. Monitoring of Effectiveness  
 
The overall effectiveness of the C&YP Joint Commissioning Group will be reviewed annually. 
Any changes identified through this process, if considered necessary, will be recommended 
to partner organisations governing bodies / Boards.  

 
8. Review  

 
The C&YP Joint Commissioning Terms of Reference will be reviewed in March 2016 and 
annually thereafter, unless required to be sooner.  



   

  

 
 

  Appendix 2b 
Young Healthy Minds Partnership - Terms of Reference 

 
  

Northamptonshire Young Healthy Minds Partnership 

Vision 
 
 

Achieve a sustained and measurable improvement in the mental health and 
emotional wellbeing of all children and young people in Northamptonshire 
by ensuring full and meaningful collaboration between parents, carers, 
children, young people and professionals 

Purpose  To ensure effective co-ordination and implementation of services to 
promote emotional wellbeing and mental health for all children and 
young people in Northamptonshire. 

 To ensure the integrated planning, development and delivery of 
emotional wellbeing and mental health services for children and young 
people delivered in their local community, home, school and  health 
settings across Northamptonshire 

 To ensure that all services provided to meet emerging and identified 
mental health needs for children and young people within 
Northamptonshire are effectively coordinated, evidence based and in 
line with implementation of Northamptonshire’s Strategy for 
Emotional Well Being and Mental Health (2014-2017) 

 To ensure that the views of children, young people and their families 
are integral to the planning and implementation processes. 

 To monitor emotional health and wellbeing outcomes for all children 
and young people in Northamptonshire and amend service delivery 
according to trends and needs identified through the monitoring 
process. 

 To ensure effective strategic links to other strategic multi- agency 
partnerships in particular the SEN and Disabled Children and Young 
People ‘s Working Group(DCYPWG), and Enhancing Early Years Board 

 
Governance 

 
The YHMP will report on progress in delivering co-ordinated emotional 
health and wellbeing services to the following forums:- 
 
o Northamptonshire’s Joint Commissioning Board – Formal 

Governance requirements  
o C&YP Partnership Board  
o Northamptonshire’s Health and Well Being Board via the CYPPB 
o LSCBN as required 
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Frequency 
 

 
Meetings of the Group will be six times per year, alternate months.  

 
Chair  

Vice Chair:  

 
Mike Brooks- Principal Educational Psychologist – NCC C&YPS 
 
Sharon Robson – Head of Specialist Children’s Health Services - NHFT 

 
Quoracy 

 

The meeting will be quorate if at least 5 people in attendance, including 1 
member from NCC, 1 member from CCG and 1 member from NHFT.    
 
If a member of the YHM partnership is unable to attend they should 
delegate this responsibility to a colleague who can fulfil the responsibility 
and take decisions. 
 
Where members fail to attend three meetings within any one year their 
membership will be reviewed at the end of the year. 
 

 
Working 
Groups 

 
Current working groups comprise of the following:- 
 

o Universal / Targeted Mental Health Prevention and Early 
Intervention working group bring together representatives across 
education, social care, targeted prevention, early help, health, 
police, libraries and other universal/targeted services to identify 
key issues; shape the agenda and tools, and develop solutions to 
support emotional wellbeing. This group is chaired by a 
representative from NCC. 
 

o Talk out Loud Anti Stigma Group is a group of young people 
across the county who serve as champions in the their school to 
raise awareness and destigmatise mental health issues, create the 
PHSE toolkits, evaluate schools joining the mental health 
framework, and provide the voice of children and young people. 
This group is chaired by a young person elected by their peers. 
 

o ASD Strategy Board is a small group of voluntary sector, clinical 
and education leads working with commissioners to develop and 
monitor an ASD Strategy and provide direction to the ASD/ADHD 
Network of services. This group is chaired by a CEO from an allied 
voluntary sector agency. 
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Decision 
Making and 
Voting 

 

Decisions will be made on a majority view at the meeting. 

 
Meeting 
Arrangements 

 
The responsibility to organise the meetings, send out the agenda, take 
and circulate minutes will be the Children and Young People’s Joint 
Commissioning Team. 
 
Apologies should be sent no later than 24 hours before the morning of 
the meeting, by email or phone to the Children and Young people Joint 
Commissioning Team on 01604 651280. 
 
Agendas to be sent to the chair two weeks before the meeting, to allow 
time for circulation of the agenda. Pre meets between the Chair and 
commissioner to be held a week before each meeting. 
 
AOBs can be declared at the beginning of each meeting, 

 

 
Role of the 
Board 
members 

 
 

Board 
members are 
required to: 

 To ensure all agreed actions are owned by the appropriate working 
group and all project areas (work streams) to deliver the Emotional 
Wellbeing and Mental Health  strategy are set up as needed with an 
identified lead and a project plan in place. 

 

 To receive regular feedback from all NYHMP workstreams to enable 
effective performance management and monitoring on the progress 
in each of the workstream/project areas set up to deliver the 
Emotional Wellbeing and Mental Health  strategy 

 

 To provide on-going monitoring and evaluation of progress with 
implementing the Emotional Well Being and Mental Health strategy, 
with a focus on the outcomes for all children and young people 
across Northamptonshire.  

 

 To ensure that families, including the children and young people 
themselves, are fully involved in the process of planning for service 
delivery 

 

 To promote creative and flexible solutions to removing barriers for 
implementation of the 2014-2017 strategy.  
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Board 
members are 
required to: 

 For members to act as champions of emotional wellbeing and mental 
health and to take this back into their  operational areas.  

 

 To ensure two- way communication between contributing NYHMP 
partnership  members  and the staff teams they represent  who are 
engaged in service delivery 

 

 To provide an overview of issues relating to workforce development 
in the county necessary to deliver the agenda. 

 

 To contribute to the strategic decision making at this group, on behalf 
of the agencies represented through its membership. 

 

 To encourage the implementation of national agendas, guidance and 
best practice at a county and local level. 

 

 To agree quality standards for services to promote emotional health 
and wellbeing and to intervene early. 

 

 To promote co-ordination of clinical governance and clinical care 
across organisations where this pertains to emotional wellbeing and 
mental health. 

 

 
Review 

 
These Terms of Reference will be reviewed annually in April. 

 
Membership 

 
Representation from the range of professional groups, community 
sector organisations and service users .Membership will include key 
representatives from each of the local organisations as well as the leads 
for each of the work plan areas and CAMHS work streams as described 
below. 
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Name 
 

Organisation 

Alison Shipley SEN and Disability Manager, NCC 

Sachin Sankar Children Services, Clinical Director, NHFT 

Lalith Chandrakantha Consultant Community Paediatrician, NGH 

Deborah Mahon Policy & Partnership Manager, Early Help & Prevention, NCC 

Katy Warren Operational Lead, Complex & Continuing Care Mental 
Health Nene CCG 

Katharine Parker Talk Out Loud – Representing the Voice of CYP 

David Loyd-Hearn 
(Coordinator) 

CYP Commissioning Manager, Nene CCG 

Mike Brooks (Chair) Principal Educational Psychologist  

Mike Hodgson Area Manager – Youth Offending Service 

Mikesh Kotak Service Manager  - LAC North, NCC 

Sharon Robson (Vice Chair) 

 

Head of Specialist Children's Services, NHFT 

Anne Wakeling Northamptonshire's Parent Partnership Service, NCC – 
Representing the voice of parents and carers 

Kate Holt Healthwatch Officer, Healthwatch 

Peter Barker Public Health 

Marie Grkinic Service Manager, Community CAMHS, Paediatrics & LAC, 
NHFT 

Jane Hadley NCC Social Care 

Jane Bell Head of Nursing, Nene CCG 

Julie Ashby-Ellis Designated Nurse For Children's Safeguarding and LAC, 
Nene CCG 

Sian Heale CYP Commissioning Manager, Nene CCG 

Helen Adams CYP Commissioning Manager, Nene CCG 

Richard Ward NCC Partnership Manager 

Abigail Marsden LAC & Adoptions Service Manager 

Caroline Kingston Commissioning Lead, Adult Mental Health, Nene CCG 

Karen Cornick Health and Wellbeing Directorate, NCC 

Lindsey Bebbington Organisational Workforce Development LGSS 

 

The Group may invite attendance by others with particular expertise or experience from 
time to time.  This is to be agreed in advance. 
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Produced by David Loyd-Hearn 
Date: March 2015 
Review:  April 2015 

 
Work with other groups 

 Youth Justice Board 

 Locality Forums 

 Enhancing Early Years 

 SEN 

 DAAT 

 Domestic Abuse 

 CSE 

 Self-Harm 

 Crisis Care Concordat 

 Mental Health Sub Group  

 Recovery College Working Group 

 ASD/ADHD Network 
 
 
 



   

  

 
 

 Outline Scheme Template: Community Eating Disorder Service Appendix 3a 
 

Aims and 
Objectives 

  Establish Local Community Eating Disorder Service including the provision of a day unit 

 Meet required waiting times standard 

Scheme 
Description 

Community Eating 
Disorder Service 

 Community Service 

 Crisis Home Treatment 

 Day Unit with Education 

 Outreach Team 

 Liaison with Acute / Community  Paediatrics 

Current 
Situation 

Population/Activity 80 referrals per annum 

Key performance Indicator 
(e.g. waiting time) 

Maximum wait time from first contact with designated professional –  
Routine - 4 Weeks ; Urgent – 1 week; Emergency – 24 Hours 

Change being made  Establishment of dedicated service to support care in a more local setting.  

 Pathway to cover from Universal to Specialist in patient care. 

 Seamless step-up-step-down provision 

 Multi-agency care plan with named co-ordinator / health lead 

 Has links to regionally commissioned  in-patient ED beds 

Investment & 
Improvement 

Costs  Non-Recurrent (Set up) Costs 2015-16 

o Physical set up costs – Premises £100,000; Equipment £30,000 

o Staffing – Training/development £20,000; Salary/backfill (5 months 12 posts) = £225,000 

 Recurrent Cost (2016-17 onwards) 

o Pay 1  £315,600 

o Non-Pay £59,400 

Staffing 1 Based on 80 referrals (Total cost £596,000 – 13.78 WTE).  Supplied in the community: 
Post       WTE 
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Head of Service (Psychiatry)    0.50 
Paediatric medical treatment (Consultant)  0.16 
Senior Clinical Staff Band 8a (Psychologist)  0.68 
Eating Disorder Therapists (Band 7)   2.00 
Home Treatment Specialists (Band 6)  2.50 
Dieticians (Band 6)     1.20 
Support Staff/Assistant Psychologists (Band 4) 1.45 
Total *       8.49 
* 12 posts 

 Benefits  Keeping service closer to home 

 Working with families using a recovery model 

 Dedicated service (outside of CAMHS) 

 Would allow appropriate service intervention for level of presentation (Goldilocks theory) 

 Will help avoid admission into acute hospitals (NG feeding available in local in patient) 

 Achieve waiting time standards 

 Day unit and in patient will provide education  

 Will facilitate transition 

 Single provider able to offer full Pathway from Universal to Specialist in patient care 

Risks  Recruitment of specialist staff 

 Service readiness timescales (April 2016 may be a challenge) 

 Engagement from Acute trusts / Primary Care in developing partnerships 

Timescales Overall Timeframe  

Major Milestone Date 1 Engagement with Stakeholders October – December 2015 

Major Milestone Date 2 Building fully functional February 2015 

Major Milestone Date 3 Recruitment of staff December 2015 

Major Milestone Date 4 Training of staff March 2015 

Major Milestone Date 5 Development of clinical pathways & stakeholder comms December 2015 

Major Milestone Date 6 Service ‘Go Live’ 1st April 2015 
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Note 

1, Based on para 4.3.3 “Staffing” in “Access and Waiting Time Standard for Children and Young People with an Eating Disorder”, and based 
upon an estimated 80 referrals per annum, the entire cost of eating disorder for Northamptonshire residents is estimated as: 

Staff Description WTE Cost Estimate £ 

Head of Service (Psychiatry/Psychology) 0.95 120,000 

Specialty Doctor (Psychiatry) (Registrars) 1.30 78,000 

Paediatric medical treatment (Consultant) 0.16 16,000 

Senior Clinical Staff Band 8a 0.68 30,000 

Senior Clinical Staff Band 8b 0.68 34,000 

Eating Disorder Therapists (Band 7) 5.36 192,000 

Home Treatment Specialists (Band 6) 2.00 60,000 

Dieticians (Band 6) 1.20 36,000 

Support Staff/Assistant Psychologists (Band 4) 1.45 30,000 

Total 13.78 596,000 

This is understood to be an estimate of the entire Eating Disorder Service (above Universal) for Northamptonshire.  The community based 
service (including Day Unit) would be a proportion of that cost: 

Staff Description WTE Cost Estimate £ 

Head of Service (Psychiatry) 0.50 57,000 

Paediatric medical treatment (Consultant) 0.16 16,000 

Senior Clinical Staff Band 8a (Psychologist) 0.68 30,000 

Eating Disorder Therapists (Band 7) 2.00 71,600 

Home Treatment Specialists (Band 6) 2.50 75,000 

Dieticians (Band 6) 1.20 36,000 

Support Staff/Assistant Psychologists (Band 4) 1.45 30,000 

Total * 8.49 315,600 

* 8.49 WTE = 12 posts 
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 Outline Scheme Template: Development of Children’s ADHD & ASD Service Appendix 3b 
  

Aims and 
Objectives 

  For all referrals received regarding behaviour, regardless of ASD/ADHD diagnosis or not, supply 
required support for CYP in managing their behaviour 

 Manage the period between referral and diagnosis with support for parents 

 Longer term support for parents to meet changing needs, especially at key transitional times 

 Develop staffing establishment to accommodate swifter diagnostic process 

Scheme 
Description 

Children’s ADHD & ASD 
Waiting List reduction & 
development of 
behaviour support 
programme 

 Development of dedicated team for Neuro-developmental conditions 

 Management of significant backlog of children waiting for assessment 

 Introduction of a new multi-agency  pathway 

Current 
Situation 

Population/Activity National epidemiology is 1% of total population with ADHD/ASD.  There were 155,575 CYP aged 17 
or under (April 2013) and so approximately 1,550 Northamptonshire children have a diagnosable 
neuro-developmental condition.  Currently in excess of 1,000 children and young people are referred 
per annum but less than ¼ end up with a diagnosis.  So whilst perhaps 250 CYP are diagnosed, and 
need support, a further 750 may have traits and need some support.  As at 1st August 2015, there 
were 304 CYP awaiting assessment: 
 

Wait time No. of CYP 

0 – 3 months 49 

3 – 6 months 76 

6 – 9 months 85 

9 – 12 months 55 

12 + months 39 

 
 



  

 
Page 147 of 242 

 Key performance 
Indicator (e.g. waiting 
time) 

 Maximum wait time from first contact with designated professional (currently 65 weeks) 

 Parental satisfaction 

 Reduce long-term mental health impact (Alcohol/Drug Misuse; Self-Harm; Contact with Youth 
Offender System).  Initiate longitudinal study 

 Change being made  Fully implement newly-proposed pathway (inc. Early Help Assessment in advance of referral) 

 NICE guidelines compliance 

 National waiting time standards being met 

 Improved liaison between specialist / targeted provision 

 Support programme for all CYP referred with behavioural challenges. 

Investment & 
Improvement 

Costs  Costs 2015-16 
o Waiting List Initiative – 2 x Locum Consultant (£250,000) 
o Staffing – Training/development £20,000; Salary/backfill (5 months 4 posts) = £170,000 
o Non-pay – (5 months) = £30,000 

 Recurrent Cost (2016-17 onwards) 
o Pay 1  £408,000 
o Non-Pay £70,000 

Staffing 1 Post       WTE 
Consultant       2.00 
Psychologist/Therapists (Band 7)    2.00 
Administrative support (Band 4)    1.00 
Support Staff (voluntary/3rd Sector)  13.20 
Total *      18.20 
* 33 posts 

Benefits  Reduce maximum waiting times to 39 weeks 

 Greater satisfaction rates from patients and parents 

 25% reduction in symptomatology of people with ADHD as measured by ADHD RS 

 Reduce number of people on waiting  list by ⅓ (to 200 CYP) 

 Collecting and reviewing referral data to inform future commission decisions  

 Achieve waiting time standards 
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Risks  Recruitment/training of specialist staff 

 Service readiness timescales 

 Recruitment of staff 

 Rise of  referral rates due to success of service 

 Educational Psychology assessment ahead of diagnostic assessment may be desirable but there 
may not be enough EP capacity available and extra capacity may be difficult to source 

Timescales Overall Timeframe November 2015 – April 2016 

Major Milestone Date 1 Recruitment of staff December 2015 

Major Milestone Date 2 Development of clinical pathways & stakeholder communication December 2015 

Major Milestone Date 3 Develop parent support package February 2016 

Major Milestone Date 4 Training of staff March 2016 

Major Milestone Date 5 Waiting time down to 39 weeks (200 CYP) March 2016 

Major Milestone Date 6 Service ‘Go Live’ 1st April 2016 

 

Note 

Staff Description WTE Cost Estimate £ 

Consultant 2.00 200,000 

Psychologist/Therapists (Band 7) 2.00 71,600 

Administrative support (Band 4) 1.00 20,700 

   

Support Staff (voluntary/3rd Sector) 13.20 115,700 

   

Total * 18.20 408,000 

* 18.20 WTE = 33 posts 
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 Outline Scheme Template: General Mental Health Waiting Time Reductions Appendix 3c 
  

Aims and 
Objectives 

  To reduce the maximum wait time for first assessment for General CAMHS to 10 weeks  

 To reduce the wait for those children requiring ongoing CAMHS support & treatment 

 To reduce waits for youth counselling to 4 weeks 

 To reduce 1 to 1 waits for youth support to 6 weeks 

 To reduce group work waits for play plus and 10-19 years to 6 weeks 

 Design and develop a peer counselling/mentoring support programme 

Scheme 
Description 

General Mental Health 
Waiting Time reduction 

 Increasing work force 

 Increasing efficiency of workforce with training 

 Increase  psychology Band 8a and nursing Band 7 workforce 

 Work with impending IAPT programme 

Current 
Situation 

Population/Activity  2,948 CAMHS referrals and assessments per year and 3,056 through skills based workshop 

 1,502 in Specialist CAMHS who go on require treatment  

 1,375 referrals to youth counselling plus 7,103 drop-in and telephone contacts  

 240 CYP receive 1 to 1 support from youth counselling organisation 

 120 5-10 year olds receive play plus support 

 240 10-19 year olds receive group work support 

Key performance 
Indicator (e.g. waiting 
time) 

 Maximum referral wait for first contact with CAMHS professional (currently 13 weeks) 

 Maximum referral wait for first contact with Youth Counsellor (currently 10 weeks) 

 Parental satisfaction 

 Reduce long-term mental health impact (Alcohol/Drug Misuse; Self-Harm; Contact with Youth 
Offender System).  Initiate longitudinal study 

 Maximum referral wait for Youth Support (currently 13 weeks) 

Change being made  NICE guidelines compliance 

 National waiting time standards being met/exceeded 

 Increased youth support 

 Design of Peer counselling support in schools 
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Investment & 
Improvement 

Costs  Costs 2015-16 
o Waiting List Initiative – Locum CAMHS Posts (£105,000) + £80,000 Youth Counselling 
o Staffing – Training/development £10,000; Salary/backfill (5 months 4 posts) = £55,000 
o Non-pay – (5 months) = £25,000 

 Recurrent Cost (2016-17 onwards) 
o Pay 1  £215,000 
o Non-Pay £60,000 

Staffing 1 Post        WTE 
Psychologist/Therapists (Band 7)   2.00 
CAMHS Nurse (Band 6)    1.00 
Youth Counselling/Support(voluntary/3rd Sector   4.80 
Total *         8.80 
* 14 posts 

Benefits  Reduce maximum CAMHS waiting times to 10 weeks 

 Reduce maximum youth counselling waiting times to 4 weeks 

 Greater satisfaction rates from patients and parents 

 Reduce number of people on CAMHS waiting  list by 150 CYP 

 Work with impending IAPT programme 

 Collecting and reviewing referral data to inform future commission decisions  

 Achieve/exceed waiting time standards 

Risks  Recruitment/training/retention of staff 

 Service readiness timescales 

 Rise of  referral rates due to success of service 

 Staff burnout due to throughput 

 Possible conflict with IAPT 
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Timescales Overall Timeframe November 2015 – March 2016 

Major Milestone Date 1 Recruitment of staff December 2015 

Major Milestone Date 2 Training of staff March 2016 

Major Milestone Date 3 CAMHS Waiting time down to 10 weeks (200 CYP) March 2016 

Major Milestone Date 4 CAMHS Waiting list down by 150 CYP March 2016 

Major Milestone Date 5 Youth Counselling waiting time down to 4 weeks March 2016 

Major Milestone Date 6 Design of Peer Counselling Programme complete March 2016 

Note 1 

Staff Description WTE Cost Estimate £ 

Psychologist/Therapists (Band 7) 2.00 71,600 

CAMHS Nurse (Band 6) 2.00 60,000 

   

Youth Counselling (voluntary/3rd Sector) 4.80 83,400 

   

Total * 8.80 215,000 

* 8.80 WTE = 14 posts 
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 Outline Scheme Template: Development of the Referral Management Centre for Specialist 
Community Health Services for Children and Young People 

Appendix 3d 

  

Aims and 
Objectives 

  To establish a Referral Management Centre to receive all referrals for specialist community 
health services (inc. youth counselling and CAMHS) for Children and Young People 

 To design a programme to allow self-referral for known users 

 To design a helpline for professionals, CYP and carers. 

Scheme 
Description 

Fully Develop a Referral 
Management Centre 

 Offer a single point of access for CYP Specialist community health services 

 Clinically screen all referrals to target the correct service in the correct order 

 Where services required are not health sign-post and re-direct 

 Empower people through ability to self-refer and through a helpline 

Current 
Situation 

Population/Activity  2,948 CAMHS referrals and assessments per year and 3,056 through skills based workshop 

 1,375 referrals to youth counselling 

 Other community health services referrals for CYP (Community Paediatrics; Community 
Children’s Nursing etc.) 

Key performance Indicator 
(e.g. waiting time) 

 Daily clinical screening of referrals 

 No referral returned without an action (and wherever possible – redirect and sign-post) 

 Reduction in referral duplication.  Stage 1 revealed 21% duplication of referral 

 Right service, right order at the right time; consecutively or concurrently as appropriate 

Change being made  Single referral form and approach through a single point of access 

 Details of CYP captured once so that they do not need to keep repeating giving of information 

 Integrated clinical screening of referral and assessment where complex needs identified 

Investment & 
Improvement 

Costs 1  Costs for expanding the RMC to include youth counselling et al in 2015-16 
o Dual Running Cost (2 months) – £16,567 
o Staffing – Training/development £10,000; Salary (7 months 3.2 posts) = £57,984 
o Non-pay – (7 months) = £33,349 
o Set up – £28,581 (software/hardware/equipment); £10,000 (communication/feedback) 

 Recurrent Cost for expanding the RMC to include youth counselling et al (2016-17 onwards) 
o Pay         £99,401 
o Non-Pay £57,169 
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Staffing 1 Post        WTE 
Management (Band 8a)      0.20 
Admin (Band 3)       2.00 
Clinical Specialist Time (Band 7)      1.00 
Total *         3.20 
* Multiple posts – clinical screening rota 

 Benefits  Better support for families – consistent approach across the county. 

 Easier referral – single point of referral for mental health & emotional well-being services. 

 Enhanced clinical screening for CYP with EW&MH needs. Skilled knowledgeable practitioners 
who understand how to interpret the needs of children and what services/interventions best 
meet their needs – no child should be left without a service provision at some level of the 
EW&MH pathway. Services at the right time. 

 Consistency of Initial & Integrated screening process and of outcome after screening. 

 Flexible staffing and resource deployment. 

 Enables better intelligence gathering regarding referral numbers, types of referrals and trends 
being identified relating the EW&MH needs of CYP in Northamptonshire.  

 Fully embedded systems and protocols (consent, information sharing, governance. 

Risks  Lack of trust from other agencies for new referral process and screening process 

 IT Systems compatibility 

 Information Governance – approval for other organisations to access SystmOne RCM Module – 
which ultimately gives sight of clinical records 

 Unsuccessful recruitment for Admin & Clinical staff to enable the development. 

 Difficulty in amalgamating the Early Help assessment form into the RMC form so that onward 
referral to social services and NCC supporting services.  

Timescales Overall Timeframe September 2015 – October 2016 

Major Milestone Date 1 Recruitment of staff September 2015 

Major Milestone Date 2 Training of staff October 2016 

Major Milestone Date 3 Technical set-up October 2016 

Major Milestone Date 4 All referrals managed through RMC October 2016 
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Note 1 

RMC Development  

Staffing 

Role Grade WTE Pay On-Costs Sub Total Total 

Management Band 8a 0.20 £8,852 £2,213 £11,065   

Admin Band 3 2.00 £35,944 £7,528 £43,472 £99,401  

Clinical Specialist Band 7 1.00 £35,891 £8,973 £44,864   

  

IM&T (SystmOne)  £30,254 

  

Postage, Envelopes  etc. 
 

£3,800 

  

Other Non-Pay  £23,115 

 

Total  £156,570 



   

  

 
 

 Outline Scheme Template: Healthwatch Proposal to Lead 
the Engagement Proposal for Children and Young People 

Appendix 3e 

 

 
 
 
 

Proposal to  Nene Clinical Commissioning Group (NCCG) 

Proposal outline Healthwatch Northamptonshire (HWN) is submitting this proposal to be 
commissioned by NCCG to engage with children, young people and their 
families/carers to support the development of the Local Transformation  
Plan for Children and Young People’s Mental Health and Wellbeing. 
 
HWN will directly engage with children and young people and families using 
a variety of methods to capture their views and experiences to enable  
NCCG to assess current and planned provision to see whether changes have  
improved the experiences of children, young people and families and  
whether planned changes will address the need to ensure a quality service  
is provided. 
  

Lead Officer 
NHfT 

Richard Bailey, Deputy Head of Joint Commissioning NHS Nene CCG and 
NHS Corby CCG  

 

Lead contact  
Healthwatch 
Northamptonshire 

Kate Holt, Children’s and Young People’s Officer, Healthwatch 
Northamptonshire(HWN) 

Date 28 August 2015 

Identifying the need 

 
In March 2015 NHS England published ‘Future in Mind’ setting out the strategy and direction 
for Children and Young People’s Mental Health and Emotional Wellbeing over the next 5 
financial years. The themes of Future in Mind are: 
 

 promoting resilience, prevention and early intervention 

 improving access to effective support – a system without tiers 

 care for the most vulnerable 

 accountability and transparency 

 developing the workforce 
 
On 3 August 2015 NHS England published the detailed requirements for Local Transformation 
Plans to deliver the strategy. Agreement and sign off of the plan will then allow monies 
identified in the Government’s March 2015 Budget to be accessed. 
 
The Transformation Plan is required to involve children and young people in its development. 
More of the same is no longer an option and requires ‘evidence of effective joint working 
within and across all sectors including NHS, Public Health, LA, local Healthwatch, social care, 
Youth Justice, education and the voluntary sector’.  
 
NCCG would like to submit its Transformation Plan for regional assurance by 18 September 

“Nothing about us, without us” 
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2015, which is a tight timescale for meaningful consultation and engagement with children, 
young people and families, particularly seldom heard/listened to groups. 
 
Influencing the improvement of health and wellbeing outcomes for children and young people 
is one of HWN’s 5 strategic objectives and since its inception HWN has been active in 
engaging with children, young people, families and carers to find out their experiences of 
services and how services can be improved.  
 
It is proposed that because of the tight timescale NCCG uses existing HWN information 
gathered on Child and Adolescent Mental Health Services (CAMHS) during 2014/15 (detailed 
below) to inform the development of the current plan and commission HWN to actively 
consult and engage with children, young people and families for the future 2016/17 plan.  
 
In June 2014, HWN published ‘A report on the views and experiences of children, young 
people and families of health and social care in Northamptonshire’ (the full report can 
viewed here: http://www.healthwatchnorthamptonshire.co.uk/about/docs)  
 
Other young people’s reports include: 
 
Young People’s Health and Wellbeing Conference report February 2015 
http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/yhw_conference_report
_final_0.pdf 
 
Young People’s Wellbeing Report February 2015 
http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/young_persons_wellbein
g_report_final_2_0.pdf 
 
CAMHS Submission March 2014 
http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/camhs_submission_marc
h_2014.pdf 
 
The key themes HWN heard from previous engagement were: 
 

 people spoke about their ‘struggles’ and ‘fight’  to get services 

 CAMHS perceived as almost impossible to access, even when need is urgent/children 
are in crisis 

 limited access to counselling 

 poor consistency of care – we heard from one young woman who told us she had seen 
12 counsellors in 4 years 

 early 2015 there were 6 contacts made directly to HWN regarding the referral waiting 
times for autism and associated services 

 the Young Leaders report (link above) highlighted - stress and anxiety and 35% (of 527) 
do not know where to go for help 

 the Feb 2015 youth conference (link above) also highlighted access to services and 
local information and support 

 

http://www.healthwatchnorthamptonshire.co.uk/about/docs
http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/yhw_conference_report_final_0.pdf
http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/yhw_conference_report_final_0.pdf
http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/young_persons_wellbeing_report_final_2_0.pdf
http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/young_persons_wellbeing_report_final_2_0.pdf
http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/camhs_submission_march_2014.pdf
http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/camhs_submission_march_2014.pdf
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Scope of the work 

 
HWN is proposing that NCCG commissions HWN to engage with children, young people and 
families to ensure that they are shaping, informing and advising the implementation of the 
Transformation Plan for 2016/17.  
 
HWN will engage, listen and report back on feedback obtained to identify whether the new 
proposed service models are achieving the vision and principles set out in ‘Future in Mind’, 
what works and what requires further improvement and inform the use of existing and new 
pathways/services.   
 
Nene and Corby CCGs, NHFT and other local statutory and voluntary sector partners will guide 
and assist in identifying children, young people and families to engage in this project. HWN 
will also use its existing network of contacts, including Young Healthwatch Northamptonshire 
(which has a reach of 44 young people and 28 local organisations and youth groups) and using 
contacts made for the HWN Youth Conference held in February 2015 set up a countywide 
children and young people’s consultation and engagement forum to ensure as wide spread 
engagement and inclusivity as possible. The forum will include children and young people as 
well as key contacts and partners that HWN already works with e.g.: 
 

 Talk Out Loud 

 Shooting Stars 

 Looked After Children 

 Shadow Board 

 Northamptonshire Safeguarding Children Board 

 Service Six 

 Olympus Care 

 Young Leaders 

 Northampton Youth Forum 

 Northamptonshire Association of Youth Clubs (NAYC) 

 And other youth groups not mentioned above  
 
Key areas for consultation and engagement will be: 
 

 community eating disorder services 

 children and young people’s improving access to psychological therapies (CYP IAPT) 

 perinatal mental health  
 
HWN will deliver this work by: 
 

 scoping the project and preparing the methodology for seeking views and experiences 
on mental health and wellbeing services 

 developing a countywide children and young people’s engagement forum using 
existing children and young people’s stakeholder groups/networks and Young 
Healthwatch Northamptonshire 

 reviewing existing documentation/evidence/surveys/feedback about services prior to 
the implementation of any changes 

 capturing the views and experiences of children, young people and families who are 
currently or have recently used services.  

 engagement will be delivered individually and in focus groups 

 data analysis and report drafting 

 submission of report to Nene and Corby CCGs  
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Timings  

 
HWN will scope the project during Autumn 2015 and conduct a review of feedback on services 
prior to the changes to provide a benchmark of service provision locally.  
 
Engagement will commence from January 2016.  
 
Feedback will be delivered on an ongoing quarterly basis.  
 
This will enable children, young people and families to actively participate in the decision 
making processes that may be relevant to their lives, influence decisions taken about them 
and provide feedback on service delivery and effectiveness, drive further change where 
necessary and inform future plans.  
 
It also ensures that vulnerable children and young people from seldom heard/listened to 
groups, such as Gypsies, Travellers, asylum seekers and those with learning disabilities are 
heard in line with Transforming Care.  
 

Cost of engagement project 

 
HWN proposes to deliver this engagement on a matched funding basis with 50% from HWN and 
50% from NCCG. The emotional health and wellbeing of children and young people in 
Northamptonshire is a key priority for HWN as we have demonstrated in the past two years 
with our work. Healthwatch Northamptonshire recently won a ‘highly commended’ at the 
Healthwatch England Awards for making a difference in diversity and inclusion for promoting 
the views of children and young people to influence CAMHS. HWN is committed to ensuring 
meaningful consultation and engagement with young people and families and this 
demonstrates Nene and Corby CCG’s commitment to the transformation of services. It 
enables HWN to deliver engagement at a depth and breadth beyond core capacity and ensure 
that the voice of children, young people and families is actively heard in Northamptonshire. 
 
 

Breakdown of costs 
Project Cost Annual Cost 

£ 

Children and Young People’s Healthwatch Project Officer costs 36-40 days 7200 

Children and Young People’s Consultation and Engagement officer 30 
hours per week initial 6 month contract 

12500 

Supervision Healthwatch Manager  10 days involvement 2500 

Supervision Healthwatch CEO 5 days overview 1500 

Admin Support 1 day per week 2000 

Engagement costs to cover e.g. venue, transport, travel, refreshment, 
incentives, printing and volunteer/associate costs including setting up a 
countywide Children and Young People’s Engagement Forum 

10000 

Total Project Cost  35700 

NCCG 50% contribution  17850 



   

  

 
 

 Prevalence of mental disorders in children and young people (5-16) (percentages) Appendix 4 
 

       5 to 10 year olds 11 to 16 year olds All Children (5 to 16) 
       Boys Girls All Boys Girls All Boys Girls All 
Emotional disorders     2.2 2.5 2.4 4 6.1 5 3.1 4.3 3.7 
 Anxiety disorders    2.1 2.4 2.2 3.6 5.2 4.4 2.9 3.8 3.3 
  Separation anxiety   0.4 0.7 0.6 0.3 0.4 0.3 0.3 0.5 0.4 
  Specific phobia    0.8 0.7 0.7 0.8 0.9 0.9 0.8 0.8 0.8 
  Social Phobia    0.1 0.1 0.1 0.5 0.6 0.5 0.3 0.3 0.3 
  Panic     - - - 0.2 0.5 0.4 0.1 0.3 0.2 
  Agoraphobia    - - - 0.2 0.4 0.3 0.1 0.2 0.1 
  Post-traumatic stress   - 0.2 0 0.1 0.5 0.3 0 0.3 0.2 
  Obsessive compulsive   0.1 0.2 0.2 0.3 0.2 0.2 0.2 0.2 0.2 
  Generalised anxiety   0.2 0.3 0.3 0.9 1.6 1.2 0.6 1 0.8 
  Other anxiety    0.6 0.7 0.7 0.9 1.5 1.2 0.8 1.1 0.9 
 Depression     0.2 0.3 0.2 1 1.9 1.4 0.6 1.1 0.9 
  Depressive episode (ICD criteria) 0.1 0.2 0.2 0.8 1.4 1.1 0.5 0.8 0.6 
  Other depressive episode  0 0.1 0.1 0.3 0.5 0.4 0.2 0.3 0.2 
Conduct disorders     6.9 2.8 4.9 8.1 5.1 6.6 7.5 3.9 5.8 
 Oppositional defiant disorder   4.5 2.4 3.5 3.5 1.7 2.6 4 2 3 
 Unsocialised conduct disorder   0.9 0.3 0.6 1.2 0.8 1 1.1 0.5 0.8 
 Socialised conduct disorder   0.6 - 0.3 2.6 1.9 2.2 1.6 0.9 1.3 
 Other conduct disorder    0.9 0.1 0.5 0.7 0.8 0.8 0.8 0.4 0.6 
Hyperkinetic disorder     2.7 0.4 1.6 2.4 0.4 1.4 2.6 0.4 1.5 
Less common disorders     2.2 0.4 1.3 1.6 1.1 1.4 1.9 0.8 1.3 
 Autistic spectrum disorder   1.9 0.1 1 1 0.5 0.8 1.4 0.3 0.9 
 Tic disorders     0 0.1 0.1 - - - 0 0.1 0 
 Eating disorders     0.5 0.2 0.3 0.6 0.1 0.4 0.5 0.1 0.3 
 Mutism -     - 0.1 0 0.1 0.4 0.3 0 0.2 0.1 
            
Any disorder      10.2 5.1 7.7 12.6 10.3 11.5 11.4 7.8 9.6 
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 Prevalence of mental disorders in 17 – 24 Year Olds (percentages) Appendix 5 
 
Column A – Prevalence of Common Mental Disorders in all 16 to 24 year olds  
Column B – Prevalence of Common Mental Disorders in MALE 16 to 24 year olds  
Column C – Prevalence of Common Mental Disorders in FEMALE 16 to 24 year olds 
 
         A    B    C 
Mixed anxiety and depressive disorders 10.2% 8.2% 12.3% 
Generalised anxiety disorder   3.6% 1.9% 5.3% 
Depressive episode    2.2% 1.5% 2.9% 
All phobias     1.5% 0.3% 2.7% 
Obsessive compulsive disorder  2.3% 1.6% 3.0% 
Panic disorder     1.1% 1.4% 0.8% 
Any neurotic disorder    17.5% 13.0% 22.2% 
Probable psychotic disorder   0.4% 0.4% 0.3% 
Personality Disorder    0.9% 0.3% 1.4% 
 

 Key Policy and Programmes 
 

Appendix 6 

Social and Emotional Aspects of Learning (SEAL)  
This initiative aimed at promoting the emotional wellbeing of all pupils of primary and secondary school age has been extended to the early 
years arena. Schools now have a duty to promote the wellbeing of children and young people. Schools will be assessed by Ofsted on the 
effectiveness of their arrangements and partnerships for promoting learning and wellbeing.   
 
Targeted Mental Health in Schools programme (2008-2011) 
This is a government initiative that was piloted in 2007 with the aim of developing targeted work for children and young people at risk of or 
experiencing mental health problems. The programmes are developing a range of models of integrated early intervention and targeted 
support delivered through schools. Stronger links with specialist CAMHS are being developed for those children and families who have higher 
level of need.   
  



  

 
Page 161 of 242 

 Risk and Resilience Factors 
 

Appendix 7 

Factors that impact on child mental health: 
• Risk factors: those increasing child’s probability of developing a Problem    
• Resilience factors: those that protect the child from developing a problem 
• Resilience is considered to involve a child’s:- 

o Sense of self-esteem and confidence 
o belief in one’s own self-efficacy 
o ability to deal with change and adaptation 
o repertoire of social problem solving approaches 

Child-based Risk Factors 
• Specific learning difficulties 
• Communication difficulties 
• Genetic Influence 
• Difficult Temperament 
• Physical illness especially if chronic and/or neurological 
• Academic failure 
• Low self-esteem 

Child-based Resilience Factors 
• Secure early relationships 
• Being female 
• Higher intelligence 
• Easy temperament when an infant 
• Positive attitude 
• Good communication skills 
• Planner, belief in control 
• Humour 
• Religious faith 
• Capacity to reflect 

Family-based Risk Factors 
• Overt parental conflict 
• Family breakdown 
• Inconsistent or unclear discipline 
• Hostile or rejecting relationships 
• Failure to adapt to a child’s changing needs 
• Physical, sexual or emotional abuse 
• Parental Psychiatric illness 
• Parental criminality, alcoholism or personality disorder 
• Death and loss – including loss of friendship 
 

Family-based Resilience Factor 
• At least one good parent-child relationship 
• Affection 
• Clear, firm and consistent discipline 
• Support for education 
• Supportive long-term relationship/absence of severe discord 

Community-based Risk Factors 

 Socio-economic disadvantage 

 Homelessness 

 Disaster 

 Discrimination 

 Other significant life events 

Community-based Resilience Factors 
• High standard of living 
• School with positive policies for behaviour, attitudes and anti-bullying 
• Schools with strong academic and non-academic opportunities 

Community-based Resilience Factors (continued) 
• Wider support network 
• Good housing 
• Range of positive sport/ leisure activities 

 



   

  

 
 

Appendix 8 
Meeting Population and Individual Need 

 

1. The population of children, classified as those aged 0-19 years, is comparatively high in 

Northamptonshire, as a proportion of the population, around 25%; 1% point higher 

than the figure for England. Whilst this proportion varies across the seven districts and 

boroughs, in six of these it remains greater than the national figure.  

 

Local  East Midlands  England  

Children (Age 0 to 19 years), 2012 

174,000 (24.8%) 1,080,200 (23.6%) 12,771,100 (23.9%) 

Children (Age 0 – 19 years in 2020 projected) 

190,900 (24.9%) 1,138,000 (23.3%) 13,575,900 (23.7%) 
 

There are more children aged 0-4 as a percentage of the overall population living in 
Corby, Wellingborough and Northampton. 
 
There are more children aged 5-15 as a percentage of the overall population living in 
Corby, East Northamptonshire and South Northamptonshire. 
 
There are more children aged 16 and 17 as a percentage of the overall population 
living in East Northamptonshire. 
 
There are the least amount of children aged 16 and 17 as a percentage of the overall 
population living in Northampton 

 

2. According to the Children’s and Young People’s Mental Health and Wellbeing Profile 

(2014)50 9.2% of children aged 5-16 in Northamptonshire have some form of mental 

disorder; this compares favourably with the 9.6% estimate for England. The report 

says that the prevalence of emotional disorders in 5-16 year olds is 3.6% (England 

value 3.7%), conduct disorders 5.5% (England value 5.8%) and hyperkinetic disorders 

1.5% (England value 1.5%).  

 

3. There are 103,453 children aged 5-16 in Northamptonshire and by applying the above 

prevalence rates the following estimated numbers of children by locality could have 

different forms of mental disorders: 

 
  

                                            
50

 http://fingertips.phe.org.uk/profile-group/mental-health/profile/cypmh  

http://fingertips.phe.org.uk/profile-group/mental-health/profile/cypmh
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District  Population 
5-16  

Prevalence 
of 
emotional 
disorder  

Prevalence 
of conduct 
disorder  

Prevalence 
of 
hyperkinetic 
disorder  

Corby  9,542  344  525  143  

Daventry  11,336  408  624  170  

East Northamptonshire  13,307  479  732  200  

Kettering  13,949  502  767  209  

Northampton  31,104  1120  1711  467  

South Northamptonshire  13,030  469  717  195  

Wellingborough  11,185  403  615  168  

Northamptonshire  103453  3724  5689  1552  

 

4. The JSNA highlights information taken from social care initial assessment, which 

allows the practitioner to tick any/all factors identified at the end of the assessment, 

and shows that 11% (634) of initial assessments completed from April to November 

2014 identified mental health in the child/young person as a risk factor.51 This locally 

evidences the national view that 1 in 10 children need support with mental health 

problems. 

 

5. As indicated in Future in Mind, however, the last UK epidemiological study suggested 

that less than 25% to 35% of those with a diagnosable mental health condition 

accessed support.  

 
6. Applying this to the above estimate of the prevalence of children and young people 

with a mental disorder, we could surmise that out of the 103,500 five to sixteen year 

olds in the county that have mental health problems, there may be up to 77,625 

children and young people who are not accessing the support that would help them. 

 
7. Whilst we can identify the incidence of mental health issues in children known to 

social care, there are a number of relevant risk factors that may cause other children 

and young people to be more susceptible to mental health disorders, and who may 

not be seeking help or even know that it is available. 

 
8. Campion & Fitch, 201252 noted that in Northamptonshire a range of cost-effective 

mental health promotion interventions exist, however, recent needs assessment 

(Campion, 2013) found that very little mental health promotion is occurring in 

Northamptonshire. Only three interventions reached more than 1,000 people.  

 

                                            
51 http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=758  
52

 www.northamptonshireanalysis.co.uk/resource 

http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=758
http://www.google.com/url?url=http://www.northamptonshireanalysis.co.uk/resource/view%3FresourceId%3D611&rct=j&frm=1&q=&esrc=s&sa=U&ei=XQriVIrjDsLy7Ab8hYH4Bw&ved=0CDkQFjAG&usg=AFQjCNFsLWAebTRAZd6qEhiUo64dNmJUSg
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In 2013 CAMHS indicators showed higher numbers of children with mental ill health as 
a percentage of the overall population living in Northampton, Kettering and Corby.   
 
In 2012/13, hospital admissions for mental health and related mental health 
conditions were significantly higher in Northamptonshire than the England average. 

 
9. In March 2015, the report Health needs of children and young people in 

Northamptonshire, was produced by Dr Gillian Schiller.53 Amongst other information it 

compares the expected need for CAMHS services against caseload numbers. In terms 

of expected need, it highlights that the highest need was in Northampton, with an 

expected rate of 970 per 10,000. The lowest need was in East and South 

Northamptonshire at 943 per 10,000, but overall rates did not diverge greatly 

between districts. The estimated rate for the East Midlands as a whole was 960.  

 

10. Using CAMHS caseload numbers as a proxy for met need, not dissimilar to findings 

across the UK, it shows that estimated need is approximately three times higher than 

met need, and this is consistent across all districts.  

 
Actual rates of CAMH service use for 5-16 year olds in Northamptonshire by district 2013, compared with 
expected numbers 2011 (ONS Mid-Year population estimates only available for 2012) 

District  CAMHS 
Community 
Caseload 
Aged 5-16 
years 
October 
2013  

Population 
aged 5-16 
MYE 2012  

CAMHS 
rate per 
10,000 5 to 
16 year 
olds 2013  

Estimated 
rate per 
10,000 5-16 
year olds 
2011  

Ratio  

Corby  262  9226  284  962  0.3  

Daventry  333  11416  292  950  0.3  

East 
Northamptonshire  

275  13270  207  943  0.2  

Kettering  378  13846  273  958  0.3  

Northampton  931  30302  307  970  0.3  

South 
Northamptonshire  

431  12898  334  943  0.4  

Wellingborough  307  11054  278  953  0.3  

Northamptonshire  2917  102012  286  957  0.3  

 

11. This shows that we are still not reaching all of the children and young people 

anticipated to need a service and with increase in populations expected, this shortfall 

will only grow. 54 

                                            
53

 www.northamptonshireanalysis.co.uk/resource/view?resourceId=653 
54

 The population aged 0 to 19 is expected to increase by 14,000 between 2008 and 2020, with a 
yearly increase of around 1,000. By 2020 there is projected to be a 4,000 increase in early years 
children (0-4) and a 10,000 increase in the school age population (5-19). 

http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=653
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The modelling team at Public Health Action Support Team (PHAST) projected a 16% 
increase on average in the numbers of mentally ill children by 2021. 
 
The biggest increase in mentally ill children will be in Corby where there would be a 
30% increase in caseload.  

 

12. Whilst we can identify the incidence of mental health issues in children known to 

social care, there are a number of relevant risk factors that may cause other children 

and young people to be more susceptible to mental health disorders, and who may 

not be seeking help or even know that it is available. These young people are of 

particular focus in our transformation plan. 

 

13. Similar to the adult population whilst mental health may affect anyone, there is a 

higher tendency within specific groups at risk of exclusion including those 

experiencing deprivation, people with disabilities, and those from BME or LGBT 

communities to develop mental ill health.  

 
According to the 2009 Child and Wellbeing Index, the most deprived areas are around 

the county’s urban centres. In particular, Northampton, Kettering, Wellingborough, 

Rushden, Daventry and Corby have high levels of deprivation compared to the rural 

areas. 

 
14. According to a needs assessment report completed in February 2015,55 whilst any 

child can experience mental health problems, there are some children are more 

vulnerable to this than others. Specific risk factors that are identified are –  

 

Risk Factor 1: Children living in poverty 
Risk Factor 2: Families where parents are unemployed  
Risk Factor 3: Families where parents have low educational attainment 
Risk Factor 4: Who are looked after by the Local Authority  
Risk Factor 5: Children with disabilities (including learning disabilities)  
Risk Factor 6: From Black and other ethnic minority groups 
Risk Factor 7: Who are lesbian, gay, bisexual or transgender (LGBT)  
Risk Factor 8: Who are in the criminal justice system  
Risk Factor 9: Who have a parent with a mental health problem  
Risk Factor 10: Who are misusing substances   
Risk Factor 11: Who are refugees or asylum seekers  
Risk Factor 12: In gypsy and traveller communities  
Risk Factor 13: Who are being abused or neglected   
Risk Factor 14: Being a young carer  

                                            
55

 Needs Assessment Report: Mental Health of Children and Young People, completed in February 
2015 by the Business Intelligence and Performance Improvement division at Northamptonshire 
County Council. 
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In 2014 Mayhew Harper Associates identified and modelled risk factors which have an 
influence on mental health in children, showing Corby, Northampton and Kettering as 
places which are more likely to have children suffering from mental health disorders. 
 

15. Northamptonshire has a diverse population that is not only anticipated to increase at 

a rate higher than the national average, but also may well diversify. The 

Northamptonshire population is predicted to substantially rise not just as life 

expectancy increases and births exceed deaths, but also fuelled specifically by 

migration to the county. Northamptonshire is the largest enterprise zone in England. 

This means more jobs and therefore above average employment rates attracts people 

to the area. In addition, International (inc. EU) migration to Northants is above 

average (probably because of the growth in jobs / above average employment rates). 

 

16. Those more vulnerable and / or in minority communities frequently experience health 

inequalities. This can be for a number of reasons and involve a combination of factors.  

 
17. Social determinants of health (unequal distributions of social, environmental and 

economic conditions within societies that can be evidenced to directly determine the 

risk of people getting ill, their ability to prevent sickness or opportunities to have 

access to the right treatments) and, in particular, social gradient (a decrease in health 

relative to social position) can have a dramatic impact on wellbeing and health of an 

individual based on a range of factors such as income, level of education, geographic 

region, gender, or ethnicity .  

 
18. Example of social gradient: Death rate (all causes) per 100.000 inhabitants in 

Scotland. The numbers are divided by gender and level of deprivation of the 

area people live in 56 

 

 

                                            
56 http://www.gov.scot/Resource/Doc/226607/0061266.pdf  

http://www.gov.scot/Resource/Doc/226607/0061266.pdf
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19. However, there are also factors to consider including harassment and discrimination. 

It has been argued that racism plays a central role in ethnic inequalities in health. It is 

theorised that discrimination and social exclusion can lead to a disadvantaged 

socioeconomic position and consequent poorer health; but it is also suggested that 

racism might have a negative impact on health as a result of the psychological impact 

of either the direct experience or perceptions of racism. Hence there is some 

modelling to suggest that over and above socioeconomic effects, both experience of 

racial harassment and perceptions of racial discrimination make an independent 

contribution to health. 57 Similarly the impact of discrimination or trauma, for 

example, in the case of a care leaver or a young person with a disability could also 

have a negative impact on health. 

 

20. Below is a selection of information regarding demographics as they relate to 

Northamptonshire and our local transformation plan:  

 
 

                                            
57 http://www.lancaster.ac.uk/fass/projects/hvp/pdf/fd10.pdf  
 

http://www.lancaster.ac.uk/fass/projects/hvp/pdf/fd10.pdf


   

  

 
 

21. How minority or vulnerable groups are affected in Northamptonshire and what we plan to do address inequalities: 

 

Protected Characteristic or Vulnerability affecting equality  in health 
services 

Impact on CYP Mental Health – 
what are the issues we need to 
address? 

Mitigation in 
Northamptonshire 
Transformation Plan - how will 
we address these issues? 

Black and Minority Ethnic (BME) Groups 

Different ethnic groups have different rates and experiences of mental health 
problems, reflecting their different cultural and socio-economic contexts and 
access to culturally appropriate treatments. However, studies and experience 
show us that people from black and minority ethnic groups living in the UK are: 
  
 more likely to be diagnosed with mental health problems 
 more likely to be diagnosed and admitted to hospital   
 more likely to experience a poor outcome from treatment  
 more likely to disengage from mainstream mental health services, leading 

to social exclusion & a deterioration in their mental health 58 
 
The Black and Minority Ethnic community within Northamptonshire has been 
growing at a fast rate. Whilst the population of Northamptonshire is growing at 
a strong rate, this is partially dependent on increasing BME groups, with the 
Black community growing by 100%, the Asian community by 85%, and the 
mixed origin community by 82% between 2001 and 2011. The age profile 
within this group is potentially of critical importance within a county with an 
increasingly ‘top-heavy’ age profile.   
Northamptonshire’s largest ethnic minority groups are White Other (4.7%), 
Mixed (2.0%), Black (2.4%), and other ethnic group (0.4%). Northampton and 
Wellingborough have a diverse ethnic profile compared to the other districts. 59 

For children and young people from 
black and minority ethnic groups, we 
need to consider the following: 
 
They are more likely to be diagnosed 
with mental health problems (if they 
access services of course) 
 
They are more likely to experience a 
poor outcome from treatment  

 
They are more likely to disengage from 
mainstream mental health services  
 
Services are more likely to be 
inaccessible to non-white British 
communities  
 
 

 Ensure services are accessible 
(plan reference – 7.2) 

 Ensure communications 
includes reaching out to groups 
with protected characteristics 
(plan reference – 5.1) 

 Ensure evidence-based practice 
that achieves outcomes for all 
clients (plan reference – 20.1, 
20.2) 

 Ensure those who disengage or 
are DNA are followed up in 
appropriate and effective 
manner (plan reference – 12, 
12.1) 

In particular we will ensure that 
the single point of contact and 
self-referral route considers the 
needs of hard-to-reach groups not 
only in communication strategies 
but in shaping of the service. 

                                            
58

 http://www.mentalhealth.org.uk/help-information/mental-health-a-z/b/bme-communities/  
59 Source: ONS 2011 

http://www.mentalhealth.org.uk/help-information/mental-health-a-z/b/bme-communities/
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Refugees and Asylum Seekers 

 
Asylum seekers and refugees have made up a relatively small proportion of the 
inward migration experienced by both the UK and Northamptonshire each year 
but more recent global crises has seen a dramatic increase and associated 
health issues are common. Whilst a number may arrive in good health, this can 
rapidly change as a result of difficulty accessing services and navigating a 
language barrier. A number however, especially those seeking political asylum, 
will have physical and possibly psychological issues developed prior to or 
during their movement from their home nation to the UK. This can vary from 
the impact of poor healthcare systems in their home nation, to the effects of 
malnutrition, to the scars of imprisonment and torture.60   

We know that those internally displaced and residing in cruel, unstable or 
collapsing regimes are extremely vulnerable. In addition, studies suggest that 
exile-related stressors may be as significant as the reasons for leaving 
themselves. Among potential factors for mental health problems in immigrants 
and refugees, separation from family and community; an unwelcoming host 
community; prolonged or severe suffering prior to exile; being elderly or 
adolescent; lacking knowledge of the host language; and loss of socio-
economic status can all have a significant impact.61 

Nationally the UK has 149,799 refugees, and 19,602 asylum seekers as of the 
most recent estimates by the UN Refugee Agency. 62  There is very little 
research evidence about Northamptonshire’s total asylum seeker and refugee 
population, but estimates using these prevalence rates result in 
Northamptonshire containing 1,664 refugees and 218 asylum seekers.  

The demographic of people seeking asylum in the UK is evolving, although can 
be reduced to a smaller number of less politically stable regions, including the 
Middle East and Africa. The number of asylum applications and inflow has 
dropped quite dramatically since a significant period of growth between 1999 
and 2003.   

 
For children and young people who 
are refugees or asylum seekers, we 
need to consider the following: 
 
Trauma caused by the situation in the 
country they leave and therefore 
higher prevalence of poor mental 
health and emotional wellbeing 
 
Barriers to accessing services – 
including knowing what is available 
and how to access it 
 
Further impact by social isolation 
caused by relocation; and by linguistic 
and cultural factors 
 
 
 
 
 

 

 Ensure there is clear 
information about services and 
how to access them available in 
a number of languages (plan 
reference – 5.1) 

 Ensure communications 
includes reaching out to groups 
with protected characteristics 
(plan reference – 5.1) 

 Ensure those who disengage or 
are DNA are followed up in 
appropriate and effective 
manner (plan reference – 12, 
12.1) 

 
 

                                            
60

 Faculty of Public Health (2008) The health needs of asylum seekers: briefing statement http://www.fph.org.uk/uploads/bs_aslym_seeker_health.pdf 
61

 http://apt.rcpsych.org/content/8/4/240  
62

 http://www.unhcr.org/52af08d26.html 

http://www.fph.org.uk/uploads/bs_aslym_seeker_health.pdf
http://apt.rcpsych.org/content/8/4/240
http://www.unhcr.org/52af08d26.html
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Included in the asylum seekers population are a number of minors who have 
entered the country unaccompanied. There is a service implication with the 
need to provide care and accommodation for these children. Whilst the trend 
over the period 2009-14 has seen a reduction in these cases at the national 
level, and this has been replicated at locally, the number has also remained 
relatively consistent.  

 
2009 2010 2011 2012 2013 2014 

England 3890 3480 2730 2200 1860 
 East Midlands 250 260 200 160 120 
 Northamptonshi

re 110 120 110 85 70 85 
    
Source: Unaccompanied asylum seeking children looked after by Local 
Authorities 63 
 
 
 

  

                                            
63

 Dept. for Education (2014) SSDA903 https://www.gov.uk/government/publications/children-looked-after-return-2014-to-2015-guide 

https://www.gov.uk/government/publications/children-looked-after-return-2014-to-2015-guide
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Gypsy and Traveller Communities  

The Gypsy and Traveller community both nationally and in Northamptonshire is 
a small group. However, according to research, travellers experience the 
highest levels of racial abuse, and ensuing anxiety and depression, of any 
ethnic minority in the UK. In addition, poverty, insecurity around 
accommodation, racist abuse, and loss of traditional means of employment, 
heavy burdens on women to care for large families, poor physical health and 
low expectations of health contribute to poor mental health. 64 

62% illiteracy amongst Gypsies and Travellers means many people cannot read 
information leaflets and letters; and may miss appointments as a result. There 
is significant stigma and fear related to mental ill-health amongst many Gypsies 
and Travellers and access to services can be difficult. Many Travellers are 
refused short term registration with GPs or referrals as they do not have proof 
of address. Travellers will therefore often only access services at the point of 
crisis.  

Census data for 2011 suggests the Traveller community makes up less than 
0.1% of the county’s population – just over 500 residents - although this has 
been challenged by the Countywide Travellers Unit in Northamptonshire 
County Council who claims this represents only one third of the true figure. 
Part of their reasoning is the tendency for men to not complete Census forms; 
the male: female ratio on the Census is however in keeping with the near 50:50 
split that would be expected. Travellers are a group considered to face some of 
the highest levels of health deprivation, with significantly lower life expectancy, 
higher infant mortality, and higher maternal mortality alongside mental health 
issues, substance, misuse and diabetes. These issues are representative of 
various lifestyle factors alongside issues of poor education, lack of integration 
with mainstream support services and a lack of trust in such institutions. The 
age profile of the community in Northamptonshire illustrates the extent of the 
life expectancy issue for travellers.  

In comparison to the general profile, the age structure is heavily concentrated 
at lower age bands, running consistently above proportional figures for the 
county until the age of 40, after which it drops below this significantly. The 

For children and young people from 
Gypsy and Traveller communities, we 
need to consider the following: 
 
Illiteracy and consistency of education 
may mean that information on 
services available and appointments 
are not accessible 
 
More frequent change in location will 
provide additional barriers to access 
services – including knowing what is 
available and how to access it 
 
Likelihood of presentation at crisis 
point 
 
Stigma attached to mental health 
issues may impact disclosure of 
problems and seeking help 
 
 

 Ensure services are accessible 
(plan reference – 7.1, 7.2) 

 Ensure communications 
includes reaching out to groups 
with protected characteristics 
(plan reference – 5.1) 

 Ensure evidence-based practice 
that achieves outcomes for all 
clients (plan reference – 20.1, 
20.2) 

 Ensure that address the stigma 
of mental health in targeted 
community groups (plan 
reference – 5.1) 

 
In particular we will ensure that 
the single point of contact and 
self-referral route consider the 
needs of hard-to-reach groups not 
only in communication strategies 
but in shaping of the service. 

                                            
64

 http://www.gypsy-traveller.org/pdfs/working_health_gypsies_travellers__guide.pdf  

http://www.gypsy-traveller.org/pdfs/working_health_gypsies_travellers__guide.pdf
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Northamptonshire Traveller Community

population of this community is heavily concentrated in two specific localities, 
Northampton and Kettering, with lower concentrations in Wellingborough and 
Daventry. Whilst cultural factors play a considerable role in their poor health, 
part of this issue may also be around engagement with services and proximity 
of sites to healthcare services. The highest concentrations of Irish Traveller 
children aged 0 to 17 is in Northampton, Kettering and Wellingborough. 

 

Source: Age profile for Northamptonshire population and traveller community 
2011 66 

Area  Ethnicity Irish Traveller Number of children (0-17) 
65  

Corby  28 
Daventry 46 
East Northamptonshire 54 
Kettering 150 
Northampton 149 
South Northamptonshire 11 
Wellingborough  89 

                                            
65

 ONS CENSUS 2011 and 2013 mid year population data 
66

 ONS Census 2011 Ethnic Group by Sex by Age https://www.nomisweb.co.uk/census/2011/dc2101ew 

https://www.nomisweb.co.uk/census/2011/dc2101ew


  

 
Page 173 of 242 

Looked After Children 

It is well known that young people coming into the Local Authority Care system 
will already have had trauma and difficulties over and above those experienced 
by most of their peers. Many are from disadvantaged backgrounds, many will 
have suffered abuse or neglect, or may have experienced bereavement, 
disability or serious illness in one or both parents; and becoming “Looked 
After” in itself can involve major and sometimes traumatic upheaval. 

Changes and a lack of permanence in the arrangements for many looked-after 
children are unsettling and can cause further damage to vulnerable young 
people. The stigma of being looked after and the unhappiness that children 
young people may feel – for example, because they have had to leave their 
family home – may inhibit their asking for help or wanting to use any facilities 
or services on offer.  

It is not a surprise therefore that research shows more looked-after children 
have mental health problems than other young people, including severe and 
enduring mental illness. 67 

In January 2015 there were 943 Looked After Children (LAC) in 
Northamptonshire. Northampton has the highest number of children who are 
looked after by the local authority as of January 2015. This is followed by 
Wellingborough, Kettering and Corby. LAC (by the state) have a 5 fold increased 
risk of mental disorder. 68 

Area  Numbers of LAC as of January 2015 

Corby  74 

Daventry  57 

East Northamptonshire  58 

Kettering 89 

Northampton  492 

South Northamptonshire 35 

Wellingborough  121 

Postcode error 17 

For children and young people who 
are or become Looked After, we need 
to consider the following: 
 
Trauma and upheaval experienced 
may dramatically affect their 
emotional wellbeing and exacerbate 
existing mental health conditions 
 
Stigma related to being Looked After 
may impact seeking help and 
engagement with services 
 
Lack of permanence of arrangements 
may impact engagement and ability to 
make the most of the support offered  
 

 Ensure assessments consider 
the emotional wellbeing and 
health of LAC in an integrated 
fashion (plan reference – 5.5, 8, 
8.1, 16.1) 

 Ensure services for LAC are 
accessible and joined up (plan 
reference – 5.5, 8, 8.1, 8.2, 16.1) 

 Support the stability of 
placements as far as possible to 
limit further negative impact to 
children and young people (plan 
reference – 16.1)  

 
In particular we are developed an 
Integrated Health and Wellbeing 
Service for LAC. This will include 
support for children and young 
people at edge of care, in care, 
adopted, leaving care or returning 
home; the social worker, and; the 
foster carer / adopter / potential 
adopter / parent / residential 
worker. 
 
 
 

                                            
67

 http://www.mentalhealth.org.uk/content/assets/PDF/publications/mental_health_looked_after_children.pdf?view=Standard  
68

 CAMHS Needs Assessment and Service Review 2013 

http://www.mentalhealth.org.uk/content/assets/PDF/publications/mental_health_looked_after_children.pdf?view=Standard
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In between 2009 and 2013 the numbers of LAC in Northamptonshire was close 
to the East Midlands average each year (though the rate per 10,000 dropped in 
Northamptonshire in 2013), with both being below the England average in 
every year. The majority of LAC (62 per cent in 2013) have suffered abuse or 
neglect.  

Northamptonshire saw a decrease in rate between 2012 and 2013 from 51 to 
46 per 10,000 C&YP, whereas England saw an increase from 59 to 60 per 
10,000 C&YP in the same year. 

 
  Source: Northamptonshire County Council 
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Young People who are Care Leavers 

 
Care leavers, having been Looked After, will potentially have experienced the 
difficulties cited above. However, in addition to these, the transitional period 
from leaving care is felt to be a phase during which care leavers experience 
additional stresses and may not have the continuity of support.  

Transition from children’s services to adult services is often challenging for any 
young person but it is significantly more difficult for care leavers with mental 
health concerns. The move to independent living, a reduction in levels of 
support, higher thresholds for referrals into adult services and differing models 
of practice between CAMHS and adult mental health services are all significant 
challenges for those supporting care leavers with mental health difficulties. 69 

 

 
For children and young people  who 
are Care Leavers, we need to consider 
the following in addition to the issues 
stated above: 
 
Transitional arrangements may impact 
engagement  
 
Transitional period may cause 
additional stress and an exacerbation 
of existing conditions  
 
Transition to alternative support (or 
lack of support in some cases) can 
impede continuity and progression of 
recovery / symptom management 
 

 
In particular, alongside the 
Integrated Health and Wellbeing 
Service for LAC, we are reviewing 
mental health support via CAMHS 
for care leavers and looking at the 
specifications required for a 
service offer to assist care leavers 
in their transition between 
systems. 
 

  

                                            
69

 https://www.nfer.ac.uk/nfer/publications/LAT01/LAT01.pdf  

https://www.nfer.ac.uk/nfer/publications/LAT01/LAT01.pdf
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Children with Disabilities (including Learning Disabilities - LD)  

 
While it is well recognised that most people with disabilities do not have 
mental health problems, as a population group research suggests that their risk 
of negative mental health outcomes is greater than for the general population.  

The National Mental Health Survey in Australia indicated that 29% of people 
with disabilities reported an anxiety disorder and 17% reported an affective 
disorder in the last twelve months compared to 12% and 4% respectively for 
people with no disability or no specific limitations or restrictions (Australian 
Bureau of Statistics 2008). Similarly, 36% of British children with intellectual 
disability have a diagnosable mental health disorder, compared with 8% of 
other children (Emerson and Hatton 2007b). 

It has been suggested that there are three reasons why people with disabilities 
have poorer mental health than their non-disabled peers. First, the experience 
of living with a disability, or having a health condition or impairment associated 
with disability could lead to mental health problems; second, people with 
mental health problems could be more likely to subsequently become disabled; 
and third, other factors, such as socioeconomic factors, might independently 
increase the risk of disability and mental ill health. 70 

In particular with regards to LD, between 25% and 40% of people with learning 
disabilities also suffer from mental health problems. For children and young 
people, the prevalence rate of a diagnosable psychiatric disorder is 36% in 
children and adolescents with learning disabilities, compared with 8% of those 
who did not have a learning disability. These young people were also 33 times 
more likely to be on the autistic spectrum and were much more likely than 
others to have emotional and conduct disorders. 

Children and young people with learning disabilities are much more likely than 
others to live in poverty, to have few friends and to have additional long term 

 
For children and young people who 
have disabilities or learning disabilities, 
we need to consider the following: 
 
They are more likely to experience 
mental health problems and poorer 
emotional wellbeing  
 
Co-morbidity of issues may confuse 
diagnosis and may provide barriers to 
provision of a joined up support 
package 
 
Barriers to accessing services – 
including knowing what is available 
and how to access it 
 

 

 Ensure there is clear 
information about services and 
how to access them available in 
a number of formats including 
easy read and for those with 
visual impairment (plan 
reference – 5.1, 5.2) 

 Ensure assessments consider 
co-morbid conditions in an 
integrated and accessible way 
(plan reference – 8, 8.1, 8.2) 

  
In particular we will ensure that 
the single point of contact being 
developed maximises the 
integration of mental health and 
physical health services provided 
by NHFT (the Referral 
Management Centre receives and 
triages referrals for a range of 
services including CAMHS but also 
Children's Community Nursing, 
Community Paediatrics, 
Community Team for People with 
Learning Disabilities, 
Physiotherapy and Speech and 
Language amongst others). 
 

                                            
70

 http://cirrie.buffalo.edu/encyclopedia/en/article/305/  

http://cirrie.buffalo.edu/encyclopedia/en/article/305/
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health problems and disabilities such as epilepsy and sensory impairments. All 
these factors are associated with mental health problems. 71 

Research estimates the prevalence of disabilities in children at between 3% and 
5.4%., which means that between 4,405 and 7,928 children in 
Northamptonshire have some form of disability.  However, based on 
households’ self-assessment, the numbers of children living with a disability or 
long-term illness are much higher, at over 30,000 children and adolescents.  
Mild disabilities are more frequent in those from manual workers family 
backgrounds.  Severe disabilities appear in a higher rate in the same socio-
economic categories, while the lowest levels of childhood disabilities are in 
families from a professional and managerial background. 

Estimates place the prevalence of visual impairment at 20 per 10,000 
population, meaning there are between 97 and 184 children in 
Northamptonshire with a visual impairment. In Northamptonshire at the end of 
March 2014 there were 10 registered blind children aged 0 – 4 and 45 resisted 
blind children aged 5 – 17. In addition, there were 5 children aged 0 – 4 who 
were partially sighted and 50 children aged 5 – 17. In 2010 there were 60 
children registered as deaf or hard of hearing. 72 

In England the numbers of children aged between 5 and 17 registered as blind 
has risen from 3,230 in 2003 to 3,540 in 2014, an increase of 10%. 

It is estimated that young people with learning disability are four times more 
likely to experience mental health problems, particularly during adolescence73. 
The tables below show children in Northamptonshire with longstanding illness 
or disability and severe illness or disability. Boys are more likely to suffer from a 
severe illness or disability than girls, therefore are more at risk to develop a 
mental health illness.  

                                            
71

 http://www.learningdisabilities.org.uk/help-information/Learning-Disability-Statistics-/187699/  
72

 www.hscic.gov.uk 
73

 CAMHS Strategy for Emotional Wellbeing & Mental Health  

http://www.learningdisabilities.org.uk/help-information/Learning-Disability-Statistics-/187699/
http://www.hscic.gov.uk/article/2021/Website-Search?productid=15353&q=registered+deaf&sort=Relevance&size=10&page=1&area=both#top
http://www.google.com/url?url=http://www.asknormen.co.uk/modules/downloads/download.php%3Ffile_name%3D40&rct=j&frm=1&q=&esrc=s&sa=U&ei=0wfjVJWMA4XN7QaFmYGQBg&ved=0CBoQFjAB&usg=AFQjCNFCPDJaaLfBKY9jkQzVOB_WJkuWqA
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Source: Health and Wellbeing Children’s Services Oct 2014  
 
In January 2015 there were 98 Looked after Children with a recorded disability. 
The majority of these children were from Northampton (35), Kettering (15), 
Wellingborough (14) and Corby (13).   
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Young people in the criminal justice system 

 
It is widely reported that the health of England’s prison population is 
considerably worse than that of the population at large.  Offenders are much 
more likely than average to be subject to factors affecting mental wellbeing, 
personality disorders, learning disabilities, substance misuse, homelessness 
and below average academic achievement.  Offenders may also have had 
issues with accessing the medical care and support they need to address and 
manage these issues.  

Offending and re-offending are often caused by many factors relating to health 
and wellbeing.  Offenders commonly lead chaotic lifestyles and engage in 
activities harmful to health.  These include alcohol and drug abuse, 
unprotected sex, poor diet, smoking, unemployment, debt, insecure 
accommodation and poor levels of literacy and numeracy.  Offenders are also 
much more likely to have mental heath concerns or learning difficulties and yet 
they are unlikely to have engaged with health services in support of this. 

Young offenders, in particular, are at risk of having higher than usual rates of 
mental health problems for three main reasons: 

 Because the original risk factors that led to their offending also impact 
mental health. These factors include inconsistent or erratic parenting, over-
harsh discipline, hyperactivity as a child, and various other types of 
stressors on families and neighbourhoods. 

 Because various aspects of offending itself may cause mental health 
problems. The characteristically risky behaviour of young offenders may 
itself cause stresses. 

 Because interactions with the criminal justice system are stressful and may 
on their own lead to anxiety and depression, particularly those associated 
with custody.  

How these young people are defined and treated by society is also an 
important part of the equation, and social exclusion is an underlying theme, 
particularly for the 16-18 age group. 

Research suggests that prevalence of mental health problems for young people 

 
For children and young people who 
are in the criminal justice system or 
who are at risk of offending, we need 
to consider the following: 
 
They are more likely to experience 
mental health problems and poorer 
emotional wellbeing  
 
Stigma may impact seeking help and 
engagement with services 
 
Frequent incomplete education may 
mean that information on services 
available less accessible 
 
They are more likely to disengage from 
mainstream mental health services  
 
Further impact by social isolation will 
exacerbate issues 
 

 

 Ensure services are accessible 
(plan reference – 7.1, 7.2) 

 Ensure there is clear 
information about services and 
how to access them available in 
a number of formats (plan 
reference – 5.1, 5.2) 

 Ensure communications 
includes reaching out to 
vulnerable groups (plan 
reference – 5.1) 

 Ensure those who disengage or 
are DNA are followed up in 
appropriate and effective 
manner (plan reference – 12, 
12.1) 
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in contact with the criminal justice system range from 25 to 81%, being highest 
for those in custody. Figures in the literature indicate the rates of mental 
health problems to be at least three times as high for those within the criminal 
justice system as within the general population. 74 

In 2012/13 there were 1,235,028 arrests for notifiable offences in England and 
Wales, of which 167,995 were people aged 10-17.  These 10-17 year olds 
accounted for 13.6% of all arrests and 10.8% of the population of England and 
Wales of offending age.  This suggests that on average young people commit 
more crimes than those in older age groups.  

Young males accounted for 11.3% of total arrests and young females 2.3%.  
Overall the average length of time spent in custody has increased to 85 days in 
2012-13.75 The national figures for proven offences by young people in 2012-13 
have fallen by 28% from those in 2011-12. For young male offenders age 15–17 
who are in custody there is an 18 fold increased risk of suicide76.  

The suicide rate in prisons is almost 15 times higher than in the general 
population: in 2002 the rate was 143 per 100,000 compared to 9 per 100,000 in 
the general population77.  Boys aged 15-17 are 18 times more likely to kill 
themselves in prison than in the community. 78 

National research found that 72% of people who died by suicide in prison had a 
history of mental disorder.  57% had symptoms suggestive of mental disorder 
at the time they entered prison.79 
 

 
 
 
 

                                            
74

 Information above taken from http://www.mentalhealth.org.uk/content/assets/PDF/publications/mental_health_needs_young_offenders.pdf?view=Standard  
75

 Ministry of Justice, ‘Youth Justice Statistics 2012/13 England and Wales’. Published 30
th
 January 2014 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/278549/youth-justice-stats-2013.pdf  
76

 CAMHS Needs Assessment and Service Review 2013  
77

 http://www.mentalhealth.org.uk/help-information/mental-health-statistics/prisons/  
78

 http://www.prisonreformtrust.org.uk/Portals/0/Documents/Prisonthefacts.pdf  
79

 http://www.prisonreformtrust.org.uk/uploads/documents/factfile5dec.pdf  

http://www.mentalhealth.org.uk/content/assets/PDF/publications/mental_health_needs_young_offenders.pdf?view=Standard
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/278549/youth-justice-stats-2013.pdf
http://www.mentalhealth.org.uk/help-information/mental-health-statistics/prisons/
http://www.prisonreformtrust.org.uk/Portals/0/Documents/Prisonthefacts.pdf
http://www.prisonreformtrust.org.uk/uploads/documents/factfile5dec.pdf


   

  

 
 

Equality and Quality Impact Assessment – Community Eating Disorder Service 
 

Appendix 9a 

 

Budget number/ Name 
Community Eating Disorder 
Service 

 
 

Cabinet meeting date N/a 

     

Service area responsible NCC CFE and Nene/Corby CCG 
 
 

  

     

Name of completing officer Rachel Sanson 
 
 

Date EqIA created 26 October 2015 

     

Approved by Director / Assistant 
Director 

Sharon Muldoon / Richard Bailey 
 
 

Date of approval  

     
 
The Equality Act 2010 places a ‘General Duty’ on all public bodies to have ‘Due regard’ to: 

- Eliminating discrimination, harassment and victimisation 

- Advancing equality of opportunity 

- Fostering good relations 

 
As a local Authority, Northamptonshire County Council also has a ‘Specific Duty’ to publish information about people affected by our policies 
and practices.   
 
All assessments must be published on the NCC equalities web pages. All Cabinet papers MUST include a link to the web page where this 
assessment will be published. 
This Equality Impact Assessment provides evidence for meeting the responsibilities outlined above, for more information about the Councils 
commitment to equality, please visit the County Council Equalities webpage. 

http://www.northamptonshire.gov.uk/en/councilservices/Council/equalities/pages/eia.aspx
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Description of proposal 

Establishing a Local Community Eating Disorder (ED) Service, including the provision of a day unit, in Northamptonshire. 
 
As there is no distinct ED service currently, in the first year of the Transformation Plan we will focus on the development of a community 
service and increased service access for children and young people who require support.  This will include the development facilities and the 
training and development of staff to deliver the service.  Plans will include: 
 

 A discreet/dedicated community based service model with a day unit and outreach team that can see people at home/other suitable place.   
 

 The proposal will, therefore, seek to achieve 
o Treatment as close to home as possible and support the management of CYP with ED in the Community (including their education).  

Particular attention will be made for CYP with multiple needs – e.g. those with LD 
o Delivery of ED access and waiting time standards in line with “Access and Waiting Time Standards” from NCCMH and NHS England 

which in turn are based upon the NICE concordant; 
o Facilitate the effective admission and discharge from inpatient ED facilities 

 

 Referrals will be channelled through the referral management centre (RMC) that has been established.  Self – referral pathways will be 
developed and they will also come through the RMC. 
 

The development of the local eating disorder service will create some mainstream capacity in CAMHS with the current workload of 80 -100 
young people being taken out of generalist CAMHS (some will continue to need mainstream CAMHS support). This will allow CAMHS resource 
to be redeployed to increase response to other referrals.  Self-harm pathways are being developed and the capacity freed up will support 
longer term support, but it is anticipated that the majority of capacity freed up will be deployed to Crisis intervention.  As the actual time spent 
with the ED cohort within the current CAMHS service is not quantified it is currently difficult to quantify the benefit for self-harm patients and 
those requiring Crisis intervention. 
 
The experience of practitioners and commissioners in Northamptonshire is that without change in pathways, more eating disorder inpatient 
beds are needed.  However the development of the dedicated community based service model with a day unit and an outreach team will 
reduce length of stay and perhaps avoid admission although may also identify un-seen/un-met demand and so some of the increased pressure 
on inpatient services may be relieved. 
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This proposal therefore includes: 
 

 Establishment of dedicated service to support care in a local, community setting (community service, day unit with education and 
outreach).  

 Pathway to cover from Universal to Specialist in patient care. 

 Seamless step-up-step-down provision 

 Multi-agency care plan with named co-ordinator / health lead 

 Links to regionally commissioned  in-patient ED beds 

 Liaison with Acute / Community  Paediatrics 
 

Benefits to young people and families will include: 
 

 Keeping service closer to home 

 Working with families using a recovery model 

 Dedicated service (outside of CAMHS) 

 Would allow appropriate service intervention for level of presentation (Goldilocks theory) 

 Will help avoid admission into acute hospitals (NG feeding available in local in patient) 

 Achieve waiting time standards 

 Day unit and in patient will provide education  

 Will facilitate transition 

 Single provider able to offer full Pathway from Universal to Specialist in patient care 
 

 

Generic and service data used in this Equality Impact Assessment 

Data Source (include link where published) What does this data include? 

For further information regarding Northamptonshire demographics, please visit Northamptonshire Analysis: 
 
http://www.northamptonshireanalysis.co.uk/  

  

http://www.northamptonshireanalysis.co.uk/
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Joint Strategic Needs Assessment of 
Children and Young People in 
Northamptonshire, January 2015 
 
http://www.northamptonshireanalysis.co.u
k/resource/view?resourceId=759 
 
http://www.northamptonshireanalysis.co.u
k/resource/view?resourceId=760 
 
http://www.northamptonshireanalysis.co.u
k/resource/view?resourceId=761 
 
http://www.northamptonshireanalysis.co.u
k/resource/view?resourceId=762 
 
http://www.northamptonshireanalysis.co.u
k/resource/view?resourceId=763 
 
http://www.northamptonshireanalysis.co.u
k/resource/view?resourceId=764 
 
http://www.northamptonshireanalysis.co.u
k/resource/view?resourceId=765 
 

The JSNA includes demographic data and locality profiles – and specific info on perinatal 
depression (pp.38-39), children’s mental health (p.99-101) and self-harm (p.102). However there 
is no specific information regarding eating disorders. 
 
In terms of mental health data, according to the Children’s and Young People’s Mental Health 
and Wellbeing Profile (2014) 9.2% of children aged 5-16 have some form of mental disorder; this 
compares favourably with the 9.6% estimate for England. The report says that the prevalence of 
emotional disorders in 5-16 year olds is 3.6% (England value 3.7%), conduct disorders 5.5% 
(England value 5.8%) and hyperkinetic disorders 1.5% (England value 1.5%).  
 
There are 103,453 children aged 5-16 in Northamptonshire and by applying the above 
prevalence rates, the following estimated numbers of children by locality could have different 
forms of mental disorders: 
 

District  Population  
5-16  

Prevalence of 
emotional 
disorder  

Prevalence of 
conduct 
disorder  

Prevalence of 
hyperkinetic 
disorder  

Corby  9,542  344  525  143  

Daventry  11,336  408  624  170  

East Northamptonshire  13,307  479  732  200  

Kettering  13,949  502  767  209  

Northampton  31,104  1120  1711  467  

South Northamptonshire  13,030  469  717  195  

Wellingborough  11,185  403  615  168  

Northamptonshire  103453  3724  5689  1552  

 
As indicated in Future in Mind, the last UK epidemiological study suggested that less than 25% – 
35% of those with a diagnosable mental health condition accessed support.  
 
 

http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=759
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=759
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=760
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=760
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=761
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=761
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=762
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=762
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=763
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=763
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=764
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=764
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=765
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=765
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The JSNA highlights further information taken from social care initial assessment, which allows 
the practitioner to tick any/all factors identified at the end of the assessment, and shows that 
11% (634) of initial assessments completed from April to November 2014 identified mental 
health in the child/young person as a risk factor. This locally evidences the national view  that 1 
in 10 children need support with mental health problems. 
 

 
Health needs of children and young people 
in Northamptonshire, with emphasis on 
mental health, March 2015 
 
www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=653  
 
 
 

 
This report focuses on the health needs of children and young people in Northamptonshire, and 
pays specific attention to mental health issues (please see pp.96-109 and pp.134-141) and 
therefore sets a background to this proposal. However there is no examination of eating 
disorders specifically. 
 
The report begins to link physical and mental health needs but more information would be 
required with specific regard to ED. A bespoke ED service would enable a more robust way of 
ascertaining the prevalence of the issue in the county and therefore enable better future 
planning based on improved local intelligence. 
 

 
Children and Young People’s Voice – 
Northamptonshire Young People’s views on 
Emotional Wellbeing Needs, October 2013 
 
 
http://www.asknormen.co.uk/modules/do
wnloads/download.php?file_name=100 
 

 
This report outlines a number of findings from a primary evidence based questionnaire providing 
the views of 895 participants (of which 775 where children and young people including 31 
CAMHS users and 18 were in primary school). A further 180 children and young people 
participated in a number of workshops. A similar questionnaire was sent to parents and 
professionals working with children to understand if there were similar views shared with the 
young people. Of relevance here the following was identified:  
 
 

 Many agreed children and young people have more troubles than in the past 

 The majority of respondents were worried that body image is an issue (and the partnership 
does have a number of referrals for eating disorders) 

 A significant majority believe low mood and depression are common place 

http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=653
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=653
http://www.asknormen.co.uk/modules/downloads/download.php?file_name=100
http://www.asknormen.co.uk/modules/downloads/download.php?file_name=100


  

 
Page 186 of 242 

 A majority of respondents believe self-harm is increasingly used as a way to cope with stress 
including an increase in life threatening self-harm  

 There is a perception that there is inadequate support in the community (except under 12s) 

 Adults in particular are concerned about not knowing where to go when they have concerns 

 Other concerns were raised about bullying, not knowing how to handle stress and 66% of 10 
year olds questioned were not happy when away from their families 

 
ED is clearly something that concerns young people in the county and affects a number of them 
directly. The development of an ED service would begin to address some of these concerns. 
 
In relation to the development of an ED service, one of the top 3 suggestions for support was to 
improve awareness of support and how to access it. Specific pathways related to EDs would 
significantly make it easier for clients to access support. 
 

 
(Emotional Wellbeing and Mental Health 
Services – Background to Report for the 
Children & Young People’s Improvement 
Board)  
Mental disorder and wellbeing: Information 
in Northamptonshire and 
suggested priorities, June 2013 
 
 
http://www.neneccg.nhs.uk/modules/dow
nloads/download.php?file_name=1082 
 

 
The Report on Mental Disorder and Wellbeing in Northamptonshire highlights the difference 
between mental illness and disorder, suggesting that mental illness includes depression, anxiety 
disorders and psychosis; and that mental disorder includes mental illness as well as dementia, 
drug problems, alcohol problems, personality disorder and eating disorders. This is often 
referred to as ‘mental health’. 
 
Nationally, 10% of children and adolescents have a mental disorder at any one time which 
equates to 9186 individuals in Northamptonshire - but only a minority with child and adolescent 
mental disorder receive any intervention in Northamptonshire. 
 
 
The report states that in the previous year, there were 776 referrals to CAMHS with the anxiety 
disorder the most common diagnosis (287 individuals), followed by eating disorders (42 
individuals) and childhood development disorders excluding autism (34). 
 

http://www.neneccg.nhs.uk/modules/downloads/download.php?file_name=1082
http://www.neneccg.nhs.uk/modules/downloads/download.php?file_name=1082
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Of these, child and adolescent admissions for mental disorder (2010/11): Northamptonshire 
69.3 compared to England 93.7. Total number of admissions were anxiety disorders (15), 
eating disorders (11), depression (9), disorders of social functioning (7). As an outlier in terms of 
admissions, delivery of a community-based ED service would substantially affect how we 
respond to eating disorders in the county.  
 
Estimated local levels of mental disorder including in higher risk groups however are as follows: 
 
Among 5-16 year olds in Northamptonshire –  

 3351 are estimated to have emotional disorder 

 5299 are estimated to have conduct disorder 

 2049 are estimated to have hyperkinetic disorder 

 1% have less common disorders (including autism, tics, eating disorders and selective 
mutism) 

 
Given that there are 103,453 children aged 5-16 in Northamptonshire (JSNA above), 1% equates 
to circa 1,035 who could be affected by a disorder such as an eating disorder. 
 
According to the report, early intervention for mental disorder is associated with a broad range 
of improved outcomes and also prevents adult mental disorder. A community based day service 
will allow young people to receive support earlier and therefore hopefully achieving improved 
outcomes for this vulnerable group. 
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The costs of eating disorders: Social, health 
and economic impacts, February 2015 
 
 
 
http://www.b-eat.co.uk/latest/602 

 
This report outlines research conducted including an electronic survey of 435 sufferers of a range 
of eating disorders and 82 carers across the UK. 
 
From national estimations, figures published by the King’s Fund (2008) updated to 2013 
population levels, suggests that c600,000 people in the UK suffer from an eating disorder. In 
contrast, the National Institute for Clinical Excellence (2004) suggest a higher level at c725,000. 
Notwithstanding the difficulty in quantifying the ‘total population’ of sufferers, the number of 
people being diagnosed and entering inpatient treatment for eating disorders in England alone 
has increased at an average rate of 7% year on year since 2009. 
 
Survey respondents indicated that symptoms of eating disorders are first recognised under the 
age of 16 in 62% of cases.   The report also identifies stark trends in the times involved both in 
seeking help, getting effective help, and relapse rates (with relapse referring to repeat treatment 
for sufferers who had previously accessed treatment). The survey indicated that almost half of 
sufferers will wait longer than a year after recognising symptoms before seeking help. This is of 
particular concern as the speed at which help is sought appears to be the single most important 
factor materially impacting on the likelihood of relapse. Those respondents who sought early 
help had a relapse rate of only 33% compared to an average level of 63% for all those who sought 
later help. The case for earlier intervention appears to be supported given the marked reduction 
in relapse for those sufferers that recognised their symptoms and sought help quickly. 
 
According to the author, the delay in seeking help is often coupled with a year long period of 
waiting for a diagnosis followed by periods waiting for treatment often over 6 months. 
Consequently on average the survey respondents experienced a lag of 15 months or more 
between recognising symptoms and treatment starting with 18% waiting 2 years or more. 
 
The survey results also suggested that there are substantial variances in waiting times, referral 
pathways, types of care provided and duration of treatment not only between regions but also 
between sufferer groups (particularly men and women). 

http://www.b-eat.co.uk/latest/602
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The analysis outlined in the report indicates that many of the established viewpoints about the 
prevalence of eating disorders continue to prevail namely that they affect more women than 
men and typically emerge during teenage years although our analysis also shows that disorders 
often last well into adulthood.  

While the survey respondents appeared to be similar in breakdown as other studies and data (i.e. 
around 10% of sufferers are male) it should be noted that there may be under recording given 
lack of awareness of eating disorders in men.  

Similarly there is also another, hidden group of sufferers who may never seek help for an eating 
disorder but nevertheless experience the impacts of an ED upon their life. This group may 
contain a high percentage of males given the reluctance among males to seek medical help. 
 

 

Tick the relevant box for each line by using 
 

Based on the above information, what impact will this proposal have on the following groups? 

 Positive Negative Neutral Unsure 

Sex    

Gender Reassignment    

Age    

Disability    

Race & Ethnicity    

Sexual Orientation    

Religion or Belief (or No Belief)    

Pregnancy & Maternity    

Human Rights (Please see articles in 
toolkit) 

   

Other Groups (rural isolation etc...)    
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Initial Impact analysis  Actions to mitigate, advance equality or fill gaps in information 

 
The proposal is to establish a Community Eating Disorder (ED) Service, 
including a day unit, in Northamptonshire. 
 
As ED is in itself a disability (therefore those individuals living with ED 
are disabled), and our proposals will increase and improve the services 
available to them, the effect of the proposals upon those individuals is 
positive. 
 
Initial assessment of these proposals does not indicate any direct 
discrimination to any groups with protected characteristics. However 
the following indirect impacts should be considered: 
 
1. Delivery of a community based service could potentially negatively 
impact those in rural isolation who may struggle to access the service. 
The development of the service will not worsen current provision to 
those service users but its implementation may not benefit them as 
much as clients in more urban areas. 
 
2. Potential that this development may not offer the same earlier 
intervention to male sufferers as female sufferers due to stigma, non-
engagement and lack of boys and young men identifying with the 
service and its aims. 
 
We have been unable to ascertain from the data and literature 
available if ED affects people of other protected characteristics to a 
greater or lesser extent than the general population; as such it is 
assumed that the effect will be neutral. 

 
In order to ensure that positive impact is achieved, and potential 
negative impacts are minimised we shall: - 
 

 targeted advertising campaigns to increase service users from 
under-represented groups – in particular, males with eating 
disorders 

 use communication campaigns to promote more understanding 
amongst professionals and the public of eating disorders 

 ensuring that service planning involves strategies to engage 
under-represented groups, including male sufferers and clients 
who live in more isolated areas of the county. 

 
We will also: 
 

 consult with stakeholders and service users throughout 
development to ensure our plans are informed by those who will 
use the service, and maintain this consultation once the ED 
service operational to ensure that we continue to meet their 
needs; and 

 develop more consistent monitoring processes to ensure we 
know who our service users are and to ensure that our 
assumptions regarding the impact upon people of protected 
characteristics are accurate, and should this not be the case, to 
allow us to adjust our plans and campaigns accordingly. 
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Consultation and follow up data from actions set above  

Data Source (include link where published) What does this data include? 

 
(Actions above will be built into the project plans for these proposals) 
 

 

 

Final impact analysis 

 
This proposal in its implementation does not directly exclude any specific protected groups.  
 
Given that this service does not currently exist and the proposal will fill a gap in provision impact will be positive for some protected 
characteristics. In order to minimise indirect impact, the mitigating actions above should be considered and undertaken. 
 
 

 
 
Equality Impact Assessment Review Log 
     

Review approved by Director / Assistant Director  
 
 

Date of review  

     

Review approved by Director / Assistant Director  
 
 

Date of review  

     

Review approved by Director / Assistant Director  
 
 

Date of review  

     
 



   

  

 
 

 Equality and Quality Impact Assessment – Development of ADHD and ASD Service 
 
 

Appendix 9b 

Budget number/ Name 
Development of Children’s ADHD 
and ASD Service 

 
 

Cabinet meeting date N/a 

     

Service area responsible NCC CFE and Nene/Corby CCG 
 
 

  

     

Name of completing officer Rachel Sanson 
 
 

Date EqIA created 26 October 2015 

     

Approved by Director / Assistant 
Director 

Sharon Muldoon / Richard Bailey 
 
 

Date of approval  

     
 
The Equality Act 2010 places a ‘General Duty’ on all public bodies to have ‘Due regard’ to: 

- Eliminating discrimination, harassment and victimisation 

- Advancing equality of opportunity 

- Fostering good relations 

 
As a local Authority, Northamptonshire County Council also has a ‘Specific Duty’ to publish information about people affected by our policies 
and practices.   
 
All assessments must be published on the NCC equalities web pages. All Cabinet papers MUST include a link to the web page where this 
assessment will be published. 
This Equality Impact Assessment provides evidence for meeting the responsibilities outlined above, for more information about the Councils 
commitment to equality, please visit the County Council Equalities webpage. 

http://www.northamptonshire.gov.uk/en/councilservices/Council/equalities/pages/eia.aspx
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Description of proposal 

Improve the quality of service for children and young people who may have (or end up with) a diagnosis of Autistic Spectrum Disorder (ASD) or 
Attention Deficit Hyperactivity Disorder (ADHD) including improved identification and support for children and young people; and reduced 
waiting times to access that support. 
 

Specific plans to enable the achievement of this proposal include:  
 

 Development of dedicated team for Neuro-developmental conditions 

 Management of significant backlog of children waiting for assessment 

 Introduction of a new multi-agency  pathway 
 

Benefits to young people and families will include: 
 

 Reduce maximum waiting times to 39 weeks 

 Greater satisfaction rates from patients and parents 

 25% reduction in symptomatology of people with ADHD as measured by ADHD RS 

 Reduce number of people on waiting  list by ⅓ (to 200 CYP) 

 Collecting and reviewing referral data to inform future commission decisions  

 Achieve waiting time standards 
 

This proposal also links to the principles that underpin the development of comprehensive CAMH services in Northamptonshire, in that 
services will be improved to be: 
 

 Accessible to all children and young people who need this support with equitable access across the county and irrespective of race, 
ethnicity, disability, gender, religion, culture, class or sexual orientation. 

 Accessible in a timely way.  

 Available in locally accessible and appropriate settings. 

 Based upon best practice and be evidence based.  

 Proactively target those children and young people who may be more vulnerable to poor mental health outcomes. 

 Delivered in a holistic way and where possible in a multi- agency context.  
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Generic and service data used in this Equality Impact Assessment 

Data Source (include link where published) What does this data include? 

 
For further information regarding Northamptonshire demographics, please visit Northamptonshire Analysis: 
 
http://www.northamptonshireanalysis.co.uk/  
 

 
Cost template for ASD / ADHD (part of local plan 
submission) 

 
National epidemiology is 1% of total population with ADHD/ASD.  There were 155,575 
CYP aged 17 or under in Northamptonshire (April 2013). So 1,550  Northamptonshire 
children (approx.) have a diagnosable neuro-developmental condition.  Currently in 
excess of 1,000 children and young people are referred per annum but less than a 
quarter ends up with a diagnosis.  So whilst perhaps 250 CYP are diagnosed, and need 
support, a further 750 may have traits and need some support.  As at 1st August 2015, 
there were 304 CYP awaiting assessment: 
 

Wait time No. of CYP 

0 – 3 months 49 

3 – 6 months 76 

6 – 9 months 85 

9 – 12 months 55 

12 + months 39 
 

Joint Strategic Needs Assessment of Children and 
Young People in Northamptonshire, January 2015 
 
http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=758  

The JSNA includes demographic data and locality profiles – and specific info on perinatal 
depression (pp.38-39), children’s mental health (p.99-101) and self-harm (p.102). 
However there is no specific information regarding ASD or ADHD. 
 

http://www.northamptonshireanalysis.co.uk/
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=758
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=758
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Health needs of children and young people in 
Northamptonshire, with emphasis on mental 
health, March 2015 
 
www.northamptonshireanalysis.co.uk/resource/vi
ew?resourceId=653  
 

 
This report focuses on the health needs of children and young people in 
Northamptonshire, and pays specific attention to mental health issues. In particular it 
includes a section on disabilities and learning disabilities (please see pp.122-128). 
 
The report sets out the scale of C&YP with disability, including learning disability, in 
Northamptonshire: 
 

 1070 primary school children with statements  

 1275 secondary school children with statements  

 3590 children with Special Educational Needs  

 916 children with Autistic Spectrum Disorder known to schools  

 2442 children with learning difficulties known to schools  

 879 children with learning difficulties estimated to have a mental disorder  
 
In addition, in September 2013 Northamptonshire reviewed those C&YP with disabilities 
classified as children in need (CIN). 440 were logged as having a disability. The most 
frequent diagnoses were of autism or Aspergers syndrome and a classification of special 
educational need. 
 
The description of these disabilities includes the information shown below: 
 

Disability Description  Total  

Behaviour – a condition entailing behavioural difficulties includes 
Attention Deficit Hyperactivity Disorder (ADHD).  

15  

Communication – speaking and/or understanding others.  11  

Consciousness – seizures.  6  

Diagnosed with autism or Asperger Syndrome – diagnosed by a qualified 
medical practitioner as having classical autism or Asperger syndrome.  

189  

 

  

http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=653
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=653
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(Emotional Wellbeing and Mental Health Services 
– Background to Report for the Children & Young 
People’s Improvement Board)  
Mental disorder and wellbeing: Information in 
Northamptonshire and 
suggested priorities, June 2013 
 
http://www.neneccg.nhs.uk/modules/downloads/
download.php?file_name=1082 
 

 
Nationally, 10% of children and adolescents have a mental disorder at any one time 
which equates to 9186 individuals in Northamptonshire - but only a minority with child 
and adolescent mental disorder receive any intervention in Northamptonshire. 
 
The report states that in the previous year, there were 776 referrals to CAMHS with the 
anxiety disorder the most common diagnosis (287 individuals), followed by eating 
disorders (42 individuals) and childhood development disorders excluding autism (34). 
 
Estimated local levels of mental disorder including in higher risk groups however are as 
follows: 
 
Among 5-16 year olds in Northamptonshire –  

 3351 are estimated to have emotional disorder 

 5299 are estimated to have conduct disorder 

 2049 are estimated to have hyperkinetic disorder 

 1% have less common disorders (including autism, tics, eating disorders and selective 
mutism) 

 
Given that there are 103,453 children aged 5-16 in Northamptonshire (JSNA above), 1% 
equates to circa 1,035 that could be affected by a disorder such as autism. 
 
There are also links with co-morbidity. In relation to self-harm the report suggests that 
the rates for 11 - 16 year olds are several times higher in those with:  
 

 Emotional disorder (28%)  

 Conduct disorder (21%)  

 Attention Deficit Attention Disorder (ADHD) (18%)  
 

  

http://www.neneccg.nhs.uk/modules/downloads/download.php?file_name=1082
http://www.neneccg.nhs.uk/modules/downloads/download.php?file_name=1082
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http://www.autism.org.uk/about-autism/myths-
facts-and-statistics/  

 
According to the National Autistic Society (NAS), the latest prevalence studies of autism 
indicate that 1.1% of the population in the UK may have autism. This means that over 
695,000 people in the UK may have autism, an estimate derived from the 1.1% 
prevalence rate applied to the 2011 UK census figures.  
 
The prevalence rate is based on two relatively recent studies, one of children and the 
other of adults. The prevalence study of children, (Baird G. et al., 2006) looked at a 
population in the South Thames area. The study of adults was published in two parts, 
Brugha et al (2009), and The NHS Information Centre, Community and Mental Health 
Team, Brugha et al (2012). This is the only known prevalence study to have been done of 
an adult population. 
 
NAS also points to issues of co-morbidity that must be considered and sets out that 
between 44% and 52% of people with autism may have also have a learning disability. 
 
Fombonne et al (2011), in their research review of 14 prevalence studies that mentioned 
IQ, found a range of 30% to 85.3%, with a mean of 56.1%, of people without learning 
disabilities. 
Emerson and Baines (2010) in their meta-analysis of prevalence studies found a range of 
people with learning disabilities and autism from 15% to 84%, with a mean of 52.6%.  
 
NAS suggests that five times as many males as females are diagnosed with autism. The 
proportion of males as opposed to females diagnosed with autism varies across studies, 
but always shows a greater proportion of males. Fombonne at al (2011) found a mean of 
5.5 males to 1 female in their research review. Baird et al (2006) found a male to female 
ratio of 3.3:1 for the whole spectrum in their sample.  The Adult Psychiatric Morbidity 
Survey looked at people in private households, and found a prevalence rate of 1.8% male 
compared with 0.2% female, (Brugha et al, 2009).  
 

http://www.autism.org.uk/about-autism/myths-facts-and-statistics/
http://www.autism.org.uk/about-autism/myths-facts-and-statistics/
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However, when they extended the study to include those people with learning 
disabilities who had been unable to take part in the APMS in 2007 and those in 
communal residential settings, they found that the rates for females were much closer to 
those of the males in the learning disabled population (The NHS Information Centre, 
Community and Mental Health Team, Brugha et al., 2012). 
 

NAS note that autism spectrum disorders are under-diagnosed in females. Therefore the 
male to female ratio with autism may be closer than is indicated by the figure of 5:1.  
 

 
http://aadduk.org/symptoms-diagnosis-
treatment/  

 
According to AADD-UK, surveys of children in the UK between the ages of 5 and 15 years 
found that 3.62% of boys and 0.85% of girls had ADHD. Hyperkinetic Disorder is less 
common and prevalence estimates are around 1.5% for boys in the primary school years. 
 
AADD-UK also notes that when researchers are conducting studies, they typically use the 
same definitions of ADHD for both boys and girls, and usually find more boys than girls 
with ADHD (a ratio of about 3 to 1). The gender ratio for children attending ADHD clinics, 
however, is usually higher than in the research surveys, which raises the possibility that 
females with ADHD receive less recognition. Similarly, in adult life, the male-female ratio 
for ADHD appears to be approximately equal, which again suggests the possibility that 
the high gender ratios in childhood may be partly a result of under-identifying the 
problem in girls, or of a different presentation of symptoms in girls.  
 
Research has demonstrated that ADHD has a very strong neurobiological basis. Although 
precise causes have not yet been identified, there is little doubt that heredity makes the 
largest contribution to the expression of the disorder in the population. Causes for ADHD 
are theorised however to include hereditary, biological, psychosocial and dietary factors. 
 
In particular, the link with psychosocial factors is worthy of further scrutiny given that 
psychosocial are a key indicator for greater mental health problems in children and 
young people, increasing the correlation between co-morbid issues.  

http://aadduk.org/symptoms-diagnosis-treatment/
http://aadduk.org/symptoms-diagnosis-treatment/
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ADHD has been associated with severe early psychosocial adversity, for instance, in 
children who have survived depriving institutional care. The mechanisms are not known 
but may include a failure to acquire cognitive and emotional control. Disrupted and 
discordant relationships are more common in the families of young people with ADHD. 
Discordant family relationships, however, may be as much a consequence of living with a 
child with ADHD as a risk for the disorder itself. In established ADHD, discordant 
relationships with a harsh parenting style are a risk factor for developing oppositional 
and conduct problems. Parents themselves may also have unrecognised and untreated 
ADHD, which may adversely affect their ability to manage a child with the disorder.  
 

Excessive television viewing, poor child management by parents, or social and 
environmental factors such as poverty or family chaos have also been suggested by as 
possible causes of ADHD, but while these may aggravate symptoms, the evidence is not 
strong enough to conclude that these as primary causes of ADHD.  
 

 

http://www.nhs.uk/conditions/Attention-deficit-
hyperactivity-disorder/Pages/Introduction.aspx 

 

NHS Choices states that ADHD is the most common behavioural disorder in the UK. It is 
not known how many people have the condition, but most estimates suggest if affects 
around 2-5% of school-aged children and young people. 
 

Childhood ADHD is more commonly diagnosed in boys than girls.  
 
Girls with ADHD often have a form of the condition where the main symptoms relate to 
problems with attention rather than hyperactivity, which can cause less noticeable 
symptoms. It is therefore possible that ADHD could be underdiagnosed in girls, and could 
be more common than previously thought. 
 

NHS Choices states that the exact cause of ADHD is unknown, but the condition has been 
shown to run in families, and research has identified a number of possible differences in 
the brains of people with ADHD compared to those who don't have the condition. 
 

http://www.nhs.uk/conditions/Attention-deficit-hyperactivity-disorder/Pages/Introduction.aspx
http://www.nhs.uk/conditions/Attention-deficit-hyperactivity-disorder/Pages/Introduction.aspx
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Research shows that both parents and siblings of a child with ADHD are 4 - 5 times more 
likely to have ADHD themselves. However, the way ADHD is inherited is likely to be 
complex and is not thought to be related to a single genetic fault. 
 
Research has identified a number of possible differences in the brains of people with 
ADHD compared to those who don't have the condition, although the exact significance 
of these is not clear. Other studies have suggested that people with ADHD may have an 
imbalance in the level of chemicals in the brain called neurotransmitters, or that these 
chemicals may not work properly. 
 
Other factors suggested as potentially having a role in ADHD include: 

 being born prematurely (before the 37th week of pregnancy)  

 having a low birthweight  

 brain damage either in the womb or in the first few years of life  

 drinking alcohol, smoking or misusing drugs while pregnant  

 exposure to high levels of toxic lead at a young age 
 

  
Nobody made the connection: The prevalence of 
neurodisability in young people who offend, 
October 2012 

 
https://www.childrenscommissioner.gov.uk/sites/
default/files/publications/Nobody%20made%20th
e%20connection.pdf  

 
According to this report, prevalence rates of ADHD in young offenders have varied across 
studies dependent on the methodology of the study. However, rates of ADHD are 
significantly greater in both male and female young offenders in comparison with the 
general population, with one systematic review suggesting rates of 11.7% for males and 
18.5 % for females. This compares to around 1 to 2% commonly identified in the general 
population of young people, rising to 3% to 9% when the broader DSM-IV criteria for 
ADHD is applied.  
 
ADHD increases the risk of offending through the associated development of conduct 
disorder, illicit drug use and peer delinquency, and is associated with persistence in 
offending behaviour into adulthood.  
 

https://www.childrenscommissioner.gov.uk/sites/default/files/publications/Nobody%20made%20the%20connection.pdf
https://www.childrenscommissioner.gov.uk/sites/default/files/publications/Nobody%20made%20the%20connection.pdf
https://www.childrenscommissioner.gov.uk/sites/default/files/publications/Nobody%20made%20the%20connection.pdf
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The report goes on to point out that there are few prevalence studies of young people 
with autistic spectrum disorders within the youth justice system. Many studies 
demonstrating an increased prevalence rate have been conducted on a forensic 
psychiatry sample of offenders.  
 
Very few studies report the prevalence of ASD within a representative population in 
youth custody. Only one such study was identified, which suggested an incidence rate of 
15%. This compares with reported rates of between 0.6 and 1.2% in the general 
population.  
 
Certain features of ASD may predispose young people to offend including social naivety, 
misinterpretation of social cues and poor empathy, though a propensity to offend is not 
consistently supported by research to date.  
 

 

Tick the relevant box for each line by using a 
 

Based on the above information, what impact will this proposal have on the following 
groups? 

 Positive Negative Neutral Unsure 

Sex    

Gender Reassignment    

Age    

Disability    

Race & Ethnicity    

Sexual Orientation    

Religion or Belief (or No Belief)    

Pregnancy & Maternity    

Human Rights (See articles in toolkit)    

Other Groups (rural isolation etc...)    
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Initial Impact analysis  Actions to mitigate, advance equality or fill gaps in information 

 
The proposal is to improve the quality of service for children and young 
people who may have (or end up with) a diagnosis of Autistic Spectrum 
Disorder (ASD) or Attention Deficit Hyperactivity Disorder (ADHD) 
including improved identification and support for children and young 
people; and reduced waiting times to access that support. 
 
Initial assessment of these proposals does not indicate any direct 
discrimination to any groups with protected characteristics.  
 
However the following indirect impact should be considered: 
 
There is the potential that this development may not offer the same 
earlier intervention to female clients as male clients. The improvement 
to the ASD and ADHD pathways will not worsen current provision to 
those service users but its implementation may not benefit them as 
much as male clients without targeted intervention. 
 
 

 
In order to ensure that positive impact is achieved, and potential 
negative impacts are minimised we shall: - 
 

 targeted campaigns to ensure we reach service users from under-
represented groups – in particular, females; 

 use communication campaigns to promote more understanding 
amongst professionals and the public of the pathways for ASD 
and ADHD; and, 

 ensure that service planning involves strategies to engage under-
represented groups, including female clients. 

 
We will also: 
 

 consult with stakeholders and service users throughout 
development to ensure our plans are informed by those who will 
use the service, and maintain this consultation once the 
improved pathways are operational to ensure that we continue 
to meet their needs; and 

 develop more consistent monitoring processes to ensure we 
know who our service users are and to ensure that our 
assumptions regarding the impact upon people of protected 
characteristics are accurate, and should this not be the case, to 
allow us to adjust our plans and campaigns accordingly. 
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Consultation and follow up data from actions set above  

Data Source (include link where published) What does this data include? 

 
(Actions above will be built into the project plans for these proposals) 
 

 

 

Final impact analysis 

 
This proposal in its implementation does not directly exclude any specific protected groups.  
 
Given that this proposal will seek to improve delivery that is currently taking place the impact will be positive for some protected 
characteristics. In order to minimise indirect impact, the mitigating actions above should be considered and undertaken. 
 
 

 
 
Equality Impact Assessment Review Log 
     

Review approved by Director / Assistant Director  
 
 

Date of review  

     

Review approved by Director / Assistant Director  
 
 

Date of review  

     

Review approved by Director / Assistant Director  
 
 

Date of review  

     
 



   

  

 
 

 Equality and Quality Impact Assessment – Reducing Wait Times for Mental Health Services 
 

Appendix 9c 

 

Budget number/ Name 
Reducing Wait Times For Mental 
Health Services 

 
 

Cabinet meeting date N/a 

     

Service area responsible NCC CFE and Nene/Corby CCG 
 
 

  

     

Name of completing officer Rachel Sanson 
 
 

Date EqIA created 26 October 2015 

     

Approved by Director / Assistant 
Director 

Sharon Muldoon / Richard Bailey 
 
 

Date of approval  

     
 
The Equality Act 2010 places a ‘General Duty’ on all public bodies to have ‘Due regard’ to: 

- Eliminating discrimination, harassment and victimisation 

- Advancing equality of opportunity 

- Fostering good relations 

 
As a local Authority, Northamptonshire County Council also has a ‘Specific Duty’ to publish information about people affected by our policies 
and practices.   
 
All assessments must be published on the NCC equalities web pages. All Cabinet papers MUST include a link to the web page where this 
assessment will be published. 
This Equality Impact Assessment provides evidence for meeting the responsibilities outlined above, for more information about the Councils 
commitment to equality, please visit the County Council Equalities webpage. 

http://www.northamptonshire.gov.uk/en/councilservices/Council/equalities/pages/eia.aspx
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Description of proposal 

The proposal is to reduce waiting times for Children and Young People (CYP) with mental health needs 
 
We will seek to reduce waiting times for children and young people with mental health needs across a variety of services, focusing on those 
with highest demand and longest waits. To do this waiting list initiatives are being proposed for the following services: 
 

 To reduce the maximum wait time for first assessment for General CAMHS to 10 weeks  

 To reduce the wait for those children requiring ongoing CAMHS support and treatment 

 To reduce waits for youth counselling to 4 weeks 

 To reduce 1 to 1 waits for youth support to 6 weeks 

 To reduce group work waits for play plus and 10-19 years to 6 weeks 

 Design and develop a peer counselling/mentoring support programme 
 
Benefits to young people and families will include: 
 

 Reduced maximum CAMHS waiting times to 10 weeks 

 Reduced maximum youth counselling waiting times to 4 weeks 

 Greater satisfaction rates from patients and parents 

 Reduced number of people on CAMHS waiting  list by 150 CYP 

 Collecting and reviewing referral data to inform future commission decisions so that we have the right services for children & young people 

 Achieve/exceed waiting time standards 
 
This proposal also links to the principles that underpin the development of comprehensive CAMH services in Northamptonshire, in that 
services will be improved to be: 
 

 Accessible to all children and young people who need this support with equitable access across the county and irrespective of race, 
ethnicity, disability, gender, religion, culture, class or sexual orientation. 

 Accessible in a timely way.  

 Proactively target those children and young people who may be more vulnerable to poor mental health outcomes. 
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Generic and service data used in this Equality Impact Assessment 

Data Source (include link where published) What does this data include? 

 
For further information regarding Northamptonshire demographics, please visit Northamptonshire Analysis: 
 
http://www.northamptonshireanalysis.co.uk/  
 

 
Cost template for reduced wait times (part of local 
plan submission) 

 

 2,948 CAMHS referrals and assessments per year and 3,056 through skills based 
workshop 

 1,502 in Specialist CAMHS who go on require treatment  

 1,375 referrals to youth counselling plus 7,103 drop-in and telephone contacts  

 240 CYP receive 1 to 1 support from youth counselling organisation 

 120 5-10 year olds receive play plus support 

 240 10-19 year olds receive group work support 
 

 
Joint Strategic Needs Assessment of Children and 
Young People in Northamptonshire, January 2015 
 
http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=758  
 
Locality profiles: 
http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=759 
 
http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=760 

 
The JSNA includes demographic data and locality profiles – and specific info on perinatal 
depression (pp.38-39), children’s mental health (p.99-101) and self-harm (p.102). 
 
According to the Children’s and Young People’s Mental Health and Wellbeing Profile 
(2014) 9.2% of children aged 5-16 have some form of mental disorder; this compares 
favourably with the 9.6% estimate for England. The report says that the prevalence of 
emotional disorders in 5-16 year olds is 3.6% (England value 3.7%), conduct disorders 
5.5% (England value 5.8%) and hyperkinetic disorders 1.5% (England value 1.5%).  
 
There are 103,453 children aged 5-16 in Northamptonshire and by applying the above 
prevalence rates, the following estimated numbers of children by locality could have 
different forms of mental disorders: 

http://www.northamptonshireanalysis.co.uk/
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=758
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=758
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=759
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=759
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=760
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=760
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http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=761 
 
http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=762 
 
http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=763 
 
http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=764 
 
http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=765 
 
 

 

District  Population  
5-16  

Prevalence 
of emotional 
disorder  

Prevalence 
of conduct 
disorder  

Prevalence of 
hyperkinetic 
disorder  

Corby  9,542  344  525  143  

Daventry  11,336  408  624  170  

East 
Northamptonshire  

13,307  479  732  200  

Kettering  13,949  502  767  209  

Northampton  31,104  1120  1711  467  

South 
Northamptonshire  

13,030  469  717  195  

Wellingborough  11,185  403  615  168  

Northamptonshire  103453  3724  5689  1552  

 
As indicated in Future in Mind, the last UK epidemiological study suggested that less than 
25% – 35% of those with a diagnosable mental health condition accessed support.  
 
The JSNA highlights further information taken from social care initial assessment, which 
allows the practitioner to tick any/all factors identified at the end of the assessment, and 
shows that 11% (634) of initial assessments completed from April to November 2014 
identified mental health in the child/young person as a risk factor. This locally evidences 
the national view  that 1 in 10 children need support with mental health problems. 
 
The ambition to reduce wait times will enable services to reach more young people 
earlier. In addition, the development of self-referral routes will allow children and young 
people to access services directly themselves, rather than having to disclose to a GP or 
teacher, for example, first.  
 
 

http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=761
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=761
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=762
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=762
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=763
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=763
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=764
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=764
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=765
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=765
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In addition we are aligning the Emotional Wellbeing and Mental Health pathway with the 
County's Early Help pathway. In this way we hope to be able to respond to multiple 
presenting needs and ensure that children and families receive the range of support 
required at the earliest stage possible. 
 

 
Health needs of children and young people in 
Northamptonshire, with emphasis on mental 
health, March 2015 
 
www.northamptonshireanalysis.co.uk/resource/vi
ew?resourceId=653  
 

 
This report focuses on the health needs of children and young people in 
Northamptonshire, and pays specific attention to mental health issues (please see pp.96-
109 and pp.134-141). 
 
Amongst other information it compares the expected need for CAMHS services against 
caseload numbers. In terms of expected need, it highlights that the highest need was in 
Northampton, with an expected rate of 970 per 10,000. The lowest need was in East and 
South Northamptonshire at 943 per 10,000, but overall rates did not diverge greatly 
between districts. The estimated rate for the East Midlands as a whole was 960.  
 
Using CAMHS caseload numbers as a proxy for met need, it shows that estimated need is 
approximately three times higher than met need, and this is consistent across all 
districts. This finding is common across England and has never been well explained.  
 
Actual rates of CAMHS service use for 5-16 year olds in Northamptonshire by district 
2013, compared with expected numbers 2011 (ONS Mid-Year population estimates only 
available for 2012) 
 
 
 
 
 
 
 

http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=653
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=653
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District  CAMHS 
Community 
Caseload 5-
16 years 
Oct 2013  

Pop. 
aged 5-
16 MYE 
2012  

CAMHS 
rate per 
10,000 5-
16 year 
olds 
2013  

Est 
rate/ 
10,000 
5-16 
year 
olds 
2011  

Ratio  

Corby  262  9226  284  962  0.3  

Daventry  333  11416  292  950  0.3  

East Northamptonshire  275  13270  207  943  0.2  

Kettering  378  13846  273  958  0.3  

Northampton  931  30302  307  970  0.3  

South Northamptonshire  431  12898  334  943  0.4  

Wellingborough  307  11054  278  953  0.3  

Northamptonshire  2917  102012  286  957  0.3  

 
This shows that we are still not reaching all of the children and young people anticipated 
to need a service. The proposal to increase resource, implement wait time initiatives and 
therefore reduce wait times will enable us to reach more young people in need, helping 
us to offer much needed services to children and young people regardless of where in 
the county they are. 
 

 
Needs Assessment Report: Mental Health of 
Children and Young People, February 2015 
 
See main plan section 8.1 
 

 
This report, building on the JSNA, outlines what we know (and gaps in knowledge) about 
children and young people’s emotional wellbeing and mental health in 
Northamptonshire; including identification of specific risk factors and their prevalence 
across the county. 
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Specific risk factors that are identified are: 
 
Risk Factor 1: Children living in poverty 
Risk Factor 2: families where parents are unemployed  
Risk Factor 3: families where parents have low educational attainment 
Risk Factor 4: who are looked after by the Local Authority  
Risk Factor 5: children with disabilities (including learning disabilities)  
Risk Factor 6: from Black and other ethnic minority groups 
Risk Factor 7: who are lesbian, gay, bisexual or transgender (LGBT)  
Risk Factor 8: who are in the criminal justice system  
Risk Factor 9: who have a parent with a mental health problem  
Risk Factor 10: who are misusing substances   
Risk Factor 11: who are refugees or asylum seekers  
Risk Factor 12: in gypsy and traveller communities  
Risk Factor 13: who are being abused or neglected   
Risk Factor 14: being a young carer  
 
Greater and quicker access to services will enable a more robust access route to those 
who are often traditionally hard-to-reach. If we can get the right support in place more 
quickly it means that we can ensure that specific risk factors do not impede a swift 
resolution for those young people.  
 

 
Children and Young People’s Voice – 
Northamptonshire Young People’s views on 
Emotional Wellbeing Needs, October 2013 
 
http://www.asknormen.co.uk/modules/download
s/download.php?file_name=100 
 

 
This report outlines a number of findings from a primary evidence based questionnaire 
providing the views of 895 participants (of which 775 where children and young people 
including 31 CAMHS users and 18 were in primary school). A further 180 children and 
young people participated in a number of workshops. A similar questionnaire was sent to 
parents and professionals working with children to understand if there were similar 
views shared with the young people. Of relevance here it was identified that there is a 
perception that there is inadequate support in the community.  

http://www.asknormen.co.uk/modules/downloads/download.php?file_name=100
http://www.asknormen.co.uk/modules/downloads/download.php?file_name=100
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Longer wait times and barriers to services lead to the perception of inadequate support. 
If we can reduce wait times across a number of key services we will be able to support 
children and young people sooner, more effectively and increase public confidence in the 
system. 
 

 
(Emotional Wellbeing and Mental Health Services 
– Background to Report for the Children & Young 
People’s Improvement Board) Mental disorder and 
wellbeing: Information in Northamptonshire and 
suggested priorities, June 2013 
 
http://www.neneccg.nhs.uk/modules/downloads/
download.php?file_name=1082 
 

 
The Report on Mental Disorder and Wellbeing in Northamptonshire highlights that there 
are wide inequalities across different parts of the county: These inequalities underpin 
inequalities in a range of protective factors for wellbeing as well as risk factors for mental 
disorder and poor wellbeing, which suggests that addressing inequalities is key to 
sustainably reducing mental disorder and promoting wellbeing. 
 
Local level of risk factors for mental disorder and poor wellbeing are outlined and some 
of the headlines presented in this report include:  
 

 Self-reported well-being - people with a high anxiety score: England 40.1% and 
Northamptonshire 64.0% 

 % of children in poverty: England 21.1% and Northamptonshire 16.8% ranging from 
22.5% in Northampton to 7.1% in South Northamptonshire 

 % of under 16s living in low income households: England 21.9% and in 
Northamptonshire ranging from 7.1% in South Northamptonshire to 22.5% in 
Northampton 

 % of population living in the most deprived national quintile: England 19.8% and 
Northamptonshire 13.0% ranging from 0 in South and East Northamptonshire to 
31.1% in Corby 

 Maternal smoking at time of delivery: England 13.4%; Northamptonshire 16.3% 

 % lone parent families compared to total families: England 10.5% and 
Northamptonshire 10.2% ranging from 12.8% in Corby and Northamptonshire to 
6.4% in South Northamptonshire 

http://www.neneccg.nhs.uk/modules/downloads/download.php?file_name=1082
http://www.neneccg.nhs.uk/modules/downloads/download.php?file_name=1082
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 Number of children in out of work families: 27,100 in Northamptonshire 

 Number of fixed period exclusions as % of school population: England 6.5% and 
Northamptonshire 7.8% 

 Number of permanent exclusions as % of school population: England 0.08% and 
Northamptonshire 0.12% 

 % of pupils who say they have been bullied: England 9.6% and Northamptonshire 
10.9% 

 % of pupils who say their school deals poorly with bullying: England 26.0% and 
Northamptonshire 29.0% 

 Rates of referral to social care for abuse of vulnerable persons with learning 
disability: England 103.1 and Northamptonshire 222.2 

 Episodes of violent crime, rate per 1,000: England 13.6 and Northamptonshire 15.1 

 Proportion of BME background: England 16.7% and Northamptonshire 10.2% ranging 
from 17.1% in Northampton to 7% in Corby 

o Rates of schizophrenia are 5.6 times higher in black Caribbean’s, 4.7 times 
higher in black Africans and 2.4 times higher in Asian groups. 

o Non-affective psychosis: Incidence rates are 4 times higher in the black 
Caribbean group. 3.5 times higher in black African group and 1.6 times higher 
in the South Asian population group 

o Affective psychosis: Black Caribbean, black African and non-British white 
groups had 2-3 fold higher rates of affective psychosis than the white British 
population 

 
The report also includes numbers of children and young people from groups that are 
recognised as being at increased risk of mental disorder and low wellbeing in 
Northamptonshire: 
 

 735 looked after children 

 1070 primary school children with statements 

 1275 secondary school children with statements 
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 3590 children with Special Educational Needs 

 916 children with Autistic Spectrum Disorder known to schools 

 2442 children with learning difficulties known to schools 

 Percentage 16 to18 year olds Not in Employment Education Training: England 6.2% 
and Northamptonshire 5.4% 

 Young offenders: 
o % of children and adolescents cautioned or convicted during the year: 

England 8.7% and Northamptonshire 8.0% 
o First time entry rate to the youth justice system: England 749 and 

Northamptonshire 750 
 
For many of the statistics above Northamptonshire has particular boroughs that are 
higher than the national average. Given that they are predictors of emotional wellbeing 
and mental health problems, it is clear that we have to improve the accessibility and 
availability of services across the county and in particular in these boroughs where there 
is substantial likelihood of increased need. 
 

 
A report on Healthwatch Northamptonshire’s  
Young People’s Health and Wellbeing Conference, 
18 February 2015 
 
http://www.healthwatchnorthamptonshire.co.uk/
sites/default/files/yhw_conference_report_final.p
df  
 

 
At the conference, young people were asked to discuss and put on post cards what was 
important to them about health and wellbeing. 
  
The exercise established a diverse range of comments which included:  

 the NHS needs more money to improve their timing  

 too long for help  

 
The proposal to increase resource, implement wait time initiatives and therefore reduce 
waiting times will enable us to address this concern – and to reach more young people in 
need more quickly, helping us to offer much needed services to children and young 
people. 
 

http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/yhw_conference_report_final.pdf
http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/yhw_conference_report_final.pdf
http://www.healthwatchnorthamptonshire.co.uk/sites/default/files/yhw_conference_report_final.pdf
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Tick the relevant box for each line by using a 
 

Based on the above information, what impact will this proposal have on the following 
groups? 

 Positive Negative Neutral Unsure 

Sex    

Gender Reassignment    

Age    

Disability    

Race & Ethnicity    

Sexual Orientation    

Religion or Belief (or No Belief)    

Pregnancy & Maternity    

Human Rights (Please see articles in toolkit)    

Other Groups (rural isolation etc...)    

 

Initial Impact analysis  Actions to mitigate, advance equality or fill gaps in information 

 
The proposals are to reduce waiting times for children and young 
people with mental health needs across a variety of services, focusing 
on those with highest demand and longest waiting lists.  
 
Initial assessment of these proposals does not indicate any direct or 
indirect discrimination to any groups with protected characteristics. 
 
Within the Northamptonshire population there are health inequalities 
and disadvantages faced by some groups of people more than others, 
but this work on waiting times will contribute to greater access. 
 
 

 
We believe that the effect of this proposal will be positive, however, 
in order to ensure that this is the case we will: 
 

 use targeted advertising campaigns to increase service users from 
groups having ‘protected characteristics’ and in particular those 
identified as also being more at risk in the literature and data 
described above, for example -  
o families with disabled adults or children, inc. LD 
o families from Black and other ethnic minority groups 
o families that include lesbian, gay, bisexual or transgender 
o families with adults with mental health problems 
o families who are refugees or asylum seekers and  
o families who are from gypsy or traveller communities 
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 use communication campaigns to promote understanding 
amongst professionals and service users 

 
We will also: 
 

 Consult with stakeholders and service users throughout 
development to ensure our plans are informed by those who will 
use the service, and maintain this consultation once the RMC is in 
use to ensure that we continue to meet their needs. 

 Develop more consistent monitoring processes to ensure we 
know who our service users are and to ensure that we reach 
those of protected characteristics 

 

 

Consultation and follow up data from actions set above  

Data Source (include link where published) What does this data include? 

 
(Actions above will be built into the project plans for these proposals) 
 

 

 

Final impact analysis 

 
This proposal in its implementation does not exclude any specific protected groups.  
 
These developments will make services more accessible more quickly than they currently are to children and young people. 
 
Final impact analysis suggests that impact on groups of people protected by law will be positive.  
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Equality Impact Assessment Review Log 
     

Review approved by Director / Assistant Director  
 
 

Date of review  

     

Review approved by Director / Assistant Director  
 
 

Date of review  

     

Review approved by Director / Assistant Director  
 
 

Date of review  

 
 



   

  

 
 

Equality and Quality Impact Assessment – Development of Single Point of Access and Referral Management Centre  Appendix 9d 
 

Budget number/ Name 
Single Point of Referral (CYP 
Emotional Wellbeing and Mental 
Health) 

 
 Cabinet meeting date N/a 

     

Service area responsible NCC CFE and Nene/Corby CCG 
 
 

  

     

Name of completing officer Rachel Sanson 
 
 

Date EqIA created 26 October 2015 

     

Approved by Director / Assistant 
Director 

Sharon Muldoon / Richard Bailey 
 
 

Date of approval  

     
 
The Equality Act 2010 places a ‘General Duty’ on all public bodies to have ‘Due regard’ to: 

- Eliminating discrimination, harassment and victimisation 

- Advancing equality of opportunity 

- Fostering good relations 

 
As a local Authority, Northamptonshire County Council also has a ‘Specific Duty’ to publish information about people affected by our policies 
and practices.   
 
All assessments must be published on the NCC equalities web pages. All Cabinet papers MUST include a link to the web page where this 
assessment will be published. 
This Equality Impact Assessment provides evidence for meeting the responsibilities outlined above, for more information about the Councils 
commitment to equality, please visit the County Council Equalities webpage. 

http://www.northamptonshire.gov.uk/en/councilservices/Council/equalities/pages/eia.aspx
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Description of proposal 

 
Northamptonshire Healthcare Foundation Trust (NHFT) has established a Referral Management Centre (RMC) for specialist children’s services 
including the triage and assessment of all Specialist CAMHS referrals. From September 2015 we piloted an extension to the remit of this 
central point of contact to include referrals for all emotional wellbeing and mental health issues affecting children and young people; 
effectively creating a single point of referral. This means that any professional in County, such as GP, teacher, health visitor, social worker etc 
will make all referrals to one central place in the RMC. Referrals are screened by a Clinician and then passed to the most appropriate service 
that can best meet the needs of the child or young person – be that a Specialist CAMHS response, youth counselling, sleep service or youth-
based group work. 
 
The proposal is now to extend this pilot and embed this referral pathway in more permanent county arrangements, to extend the services 
available through this front door and to look, in 2016/17 to make this a self-referral route as well as a pathway for professionals to refer. 
 
This proposal aims to: 
A. Improve access to services; 
B. Get the service right first time for children and young people; 
C. Reinforce earlier intervention for children and young people; 
D. Provide an access point for advice and guidance for professionals, for parents and for children and young people; 
E. Collate referral information to increase the knowledge base of all available services, identify gaps and duplication of services, and improve 

understanding of demand, which can help the future planning of CAMHS provision.  
 
The vision for Northamptonshire’s single point of referral is as follows:  
 

 To provide a single referral route for professionals who require access to a range of services delivering emotional wellbeing and mental 
health services to children and young people, including targeted and specialist interventions. 

 To provide a timely triage and signposting response by a Clinician who understands the thresholds for the range of mental health provision 
in the County. 

 To provide a ’one stop shop’ consultation and advice on emotional wellbeing and mental health services for professionals. 

 To reduce the burden on referrers (particularly when the exact intervention required in unknown) in accessing services by the use of a 
common referral form. 



  

 
Page 219 of 242 

 To develop strong links between the single point of referral and other services for children such as the MASH and commissioned services. 

 To enable better  direct access to emotional wellbeing services at the lower levels of need to ensure that we can prevent children and 
young people developing more serious problems and intervene earlier. 

 To enable a better understanding demands and needs across the county. 
 
It is important to note that this referral pathway will be developed alongside and closely linked into the county’s Early Help pathway and the 
Safeguarding (MASH) pathway to ensure that we are more holistically addressing the needs of our young people and their families.  
 
This work will support the principles that underpin all development of comprehensive CAMHS in Northamptonshire, in that they will be: 
 

 Accessible to all children and young people from birth to age 18 with equitable access across the county and irrespective of race, ethnicity, 
disability, gender, religion, culture, class or sexual orientation. 

 Accessible in a timely way with 24 hours. 

 Delivered in a holistic way. 
 

 

Generic and service data used in this Equality Impact Assessment 

Data Source (include link where published) What does this data include? 

 
For further information regarding Northamptonshire demographics, please visit Northamptonshire Analysis: 
 
http://www.northamptonshireanalysis.co.uk/  
 

 
Joint Strategic Needs Assessment of Children and 
Young People in Northamptonshire, January 2015 
 
 
 
 

 
The JSNA includes demographic data and locality profiles – and specific info on perinatal 
depression (pp.38-39), children’s mental health (p.99-101) and self-harm (p.102). 
 
According to the Children’s and Young People’s Mental Health and Wellbeing Profile 
(2014) 9.2% of children aged 5-16 have some form of mental disorder; this compares 
favourably with the 9.6% estimate for England. The report says that the prevalence of 

http://www.northamptonshireanalysis.co.uk/
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http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=758  
 
 
Locality profiles: 
 
http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=759 
 
http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=760 
 
http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=761 
 
http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=762 
 
http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=763 
 
http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=764 
 
http://www.northamptonshireanalysis.co.uk/reso
urce/view?resourceId=765 
 

emotional disorders in 5-16 year olds is 3.6% (England value 3.7%), conduct disorders 
5.5% (England value 5.8%) and hyperkinetic disorders 1.5% (England value 1.5%).  
 
There are 103,453 children aged 5-16 in Northamptonshire and by applying the above 
prevalence rates, the following estimated numbers of children by locality could have 
different forms of mental disorders: 
 

District  Population  
5-16  

Prevalence of 
emotional 
disorder  

Prevalence of 
conduct 
disorder  

Prevalence of 
hyperkinetic 
disorder  

Corby  9,542  344  525  143  

Daventry  11,336  408  624  170  

East 
Northamptonshire  

13,307  479  732  200  

Kettering  13,949  502  767  209  

Northampton  31,104  1120  1711  467  

South 
Northamptonshire  

13,030  469  717  195  

Wellingborough  11,185  403  615  168  

Northamptonshire  103453  3724  5689  1552  

 
As indicated in Future in Mind, the last UK epidemiological study suggested that less than 
25% – 35% of those with a diagnosable mental health condition accessed support.  
 
The JSNA highlights further information taken from social care initial assessment, which 
allows the practitioner to tick any/all factors identified at the end of the assessment, and 
shows that 11% (634) of initial assessments completed from April to November 2014 
identified mental health in the child/young person as a risk factor. This locally evidences 
the national view that 1 in 10 children need support with mental health problems. 
 

http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=758
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=758
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=759
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=759
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=760
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=760
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=761
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=761
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=762
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=762
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=763
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=763
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=764
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=764
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=765
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=765
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The single point of contact aims to make referral for services easier by professionals and 
in this way reach more young people earlier. In addition, the development of self-referral 
routes will allow children and young people to access services directly themselves, rather 
than having to disclose to a GP or teacher, for example, first.  
 
In addition we are developing our single point of access and aligning this referral process 
with the County's Early Help pathway. In this way we hope to be able to respond to 
multiple presenting needs and ensure that children and families receive the range of 
support required at the earliest stage possible. 
 
Targeted access (to eventually include self-referral and a helpline) will result in shorter 
waiting times and increased level of support and so should improve the experience for 
CYP with mental health needs and their carers. 
 

 
Health needs of children and young people in 
Northamptonshire, with emphasis on mental 
health, March 2015 
 
 
www.northamptonshireanalysis.co.uk/resource/vi
ew?resourceId=653  
 
 

 
This report focuses on the health needs of children and young people in 
Northamptonshire, and pays specific attention to mental health issues (please see pp.96-
109 and pp.134-141). 
 
Amongst other information it compares the expected need for CAMHS services against 
caseload numbers. In terms of expected need, it highlights that the highest need was in 
Northampton, with an expected rate of 970 per 10,000. The lowest need was in East and 
South Northamptonshire at 943 per 10,000, but overall rates did not diverge greatly 
between districts. The estimated rate for the East Midlands as a whole was 960.  
 
Using CAMHS caseload numbers as a proxy for met need, it shows that estimated need is 
approximately three times higher than met need, and this is consistent across all 
districts. This finding is common across England and has never been well explained.  
 
 

http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=653
http://www.northamptonshireanalysis.co.uk/resource/view?resourceId=653
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Actual rates of CAMHS service use for 5-16 year olds in Northamptonshire by district 
2013, compared with expected numbers 2011 (ONS Mid-Year population estimates only 
available for 2012) 
 

District  CAMHS 
Community 
Caseload 5-
16 years 
Oct 2013  

Pop. 
aged 5-
16 MYE 
2012  

CAMHS 
rate per 
10,000 5-
16 year 
olds 2013  

Est rate/ 
10,000 5-
16 year 
olds 
2011  

Ratio  

Corby  262  9226  284  962  0.3  

Daventry  333  11416  292  950  0.3  

East Northamptonshire  275  13270  207  943  0.2  

Kettering  378  13846  273  958  0.3  

Northampton  931  30302  307  970  0.3  

South Northamptonshire  431  12898  334  943  0.4  

Wellingborough  307  11054  278  953  0.3  

Northamptonshire  2917  102012  286  957  0.3  

 
This shows that we are still not reaching all of the children and young people anticipated 
to need a service. The proposal for development of the single point of referral and the 
development of self-referral pathways will enable us to reach more young people in 
need, helping us to offer much needed services to children and young people regardless 
of where in the county they are. 
 

 
Needs Assessment Report: Mental Health of 
Children and Young People, February 2015 
See main Plan section 8.1 
 
 

 
This report, building on the JSNA, outlines what we know (and gaps in knowledge) about 
children and young people’s emotional wellbeing and mental health in 
Northamptonshire; including identification of specific risk factors and their prevalence 
across the county. 
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Specific risk factors that are identified are: 
 
Risk Factor 1: Children living in poverty 
Risk Factor 2: families where parents are unemployed  
Risk Factor 3: families where parents have low educational attainment 
Risk Factor 4: who are looked after by the Local Authority  
Risk Factor 5: children with disabilities (including learning disabilities)  
Risk Factor 6: from Black and other ethnic minority groups 
Risk Factor 7: who are lesbian, gay, bisexual or transgender (LGBT)  
Risk Factor 8: who are in the criminal justice system  
Risk Factor 9: who have a parent with a mental health problem  
Risk Factor 10: who are misusing substances   
Risk Factor 11: who are refugees or asylum seekers  
Risk Factor 12: in gypsy and traveller communities  
Risk Factor 13: who are being abused or neglected   
Risk Factor 14: being a young carer  
 
Greater and simpler access routes to services, through the Referral Management Centre, 
will enable a more robust access route to those who are often traditionally hard-to-
reach. If we can get the right support first time then we can act upon any engagement of 
those more vulnerable young people. In addition, by introducing self-referrals, we will 
reduce one of the “layers” of professionals that may hinder a vulnerable young person 
from asking for help. 
 

 
Children and Young People’s Voice – 
Northamptonshire Young People’s views on 
Emotional Wellbeing Needs, October 2013 
 
 

 
This report outlines a number of findings from a primary evidence based questionnaire 
providing the views of 895 participants (of which 775 where children and young people 
including 31 CAMHS users and 18 were in primary school). A further 180 children and 
young people participated in a number of workshops. A similar questionnaire was sent to 
parents and professionals working with children to understand if there were similar 
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http://www.asknormen.co.uk/modules/download
s/download.php?file_name=100 

views shared with the young people. Of relevance here it was identified that there is a 
perception that there is inadequate support in the community. Also, adults in particular 
were concerned about not knowing where to go when they have concerns. 
 
In relation to these issues, one of the top 3 suggestions for support was to improve 
awareness of support and how to access it. 
 
The single point of contact aims to make referring easier for professionals; and for 
children and young people to access services directly themselves. The helpline function 
of this central point would also be useful for parents seeking advice and guidance. 
 

 
(Emotional Wellbeing and Mental Health Services 
– Background to Report for the Children & Young 
People’s Improvement Board)  
Mental disorder and wellbeing: Information in 
Northamptonshire and 
suggested priorities, June 2013 
 
 
http://www.neneccg.nhs.uk/modules/downloads/
download.php?file_name=1082 
 

 
The Report on Mental Disorder and Wellbeing in Northamptonshire highlights that there 
are wide inequalities across different parts of the county: These inequalities underpin 
inequalities in a range of protective factors for wellbeing as well as risk factors for mental 
disorder and poor wellbeing, which suggests that addressing inequalities is key to 
sustainably reducing mental disorder and promoting wellbeing. 
 
Local level of risk factors for mental disorder and poor wellbeing are outlined and some 
of the headlines presented in this report include:  
 

 Self-reported well-being - people with a high anxiety score: England 40.1% and 
Northamptonshire 64.0% 

 % of children in poverty: England 21.1% and Northamptonshire 16.8% ranging from 
22.5% in Northampton to 7.1% in South Northamptonshire 

 % of under 16s living in low income households: England 21.9% and in 
Northamptonshire ranging from 7.1% in South Northamptonshire to 22.5% in 
Northampton 

 % of population living in the most deprived national quintile: England 19.8% and 
Northamptonshire 13.0% ranging from 0 in South and East Northamptonshire to 

http://www.asknormen.co.uk/modules/downloads/download.php?file_name=100
http://www.asknormen.co.uk/modules/downloads/download.php?file_name=100
http://www.neneccg.nhs.uk/modules/downloads/download.php?file_name=1082
http://www.neneccg.nhs.uk/modules/downloads/download.php?file_name=1082
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31.1% in Corby 

 Maternal smoking status at time of delivery: England 13.4% and Northamptonshire 
16.3% 

 % lone parent families compared to total families: England 10.5% and 
Northamptonshire 10.2% ranging from 12.8% in Corby and Northamptonshire to 
6.4% in South Northamptonshire 

 Number of children in out of work families: 27,100 in Northamptonshire 

 Number of fixed period exclusions as % of school population: England 6.5% and 
Northamptonshire 7.8% 

 Number of permanent exclusions as % of school population: England 0.08% and 
Northamptonshire 0.12% 

 % of pupils who say they have been bullied: England 9.6% and Northamptonshire 
10.9% 

 % of pupils who say their school deals poorly with bullying: England 26.0% and 
Northamptonshire 29.0% 

 Rates of referral to social care for abuse of vulnerable persons with learning 
disability: England 103.1 and Northamptonshire 222.2 

 Episodes of violent crime, rate per 1,000: England 13.6 and Northamptonshire 15.1 

 Proportion of BME background: England 16.7% and Northamptonshire 10.2% ranging 
from 17.1% in Northampton to 7% in Corby 

o Rates of schizophrenia are 5.6 times higher in black Caribbean’s, 4.7 times 
higher in black Africans and 2.4 times higher in Asian groups. 

o Non-affective psychosis: Incidence rates are 4 times higher in the black 
Caribbean group. 3.5 times higher in black African group and 1.6 times higher 
in the South Asian population group 

o Affective psychosis: Black Caribbean, black African and non-British white 
groups had 2-3 fold higher rates of affective psychosis than the white British 
population 
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The report also includes numbers of children and young people from groups that are 
recognised as being at increased risk of mental disorder and low wellbeing in 
Northamptonshire: 
 

 735 looked after children 

 1070 primary school children with statements 

 1275 secondary school children with statements 

 3590 children with Special Educational Needs 

 916 children with Autistic Spectrum Disorder known to schools 

 2442 children with learning difficulties known to schools 

 Percentage 16 to18 year olds Not in Employment Education Training: England 6.2% 
and Northamptonshire 5.4% 

 Young offenders: 
o % of children and adolescents cautioned or convicted during the year: 

England 8.7% and Northamptonshire 8.0% 
o First time entry rate to the youth justice system: England 749 and 

Northamptonshire 750 
 
For many of the statistics above Northamptonshire has particular boroughs that are 
higher than the national average. Given that they are predictors of emotional wellbeing 
and mental health problems, it is clear that we have to improve accessibility of services 
across the county and in particular in these boroughs where there is substantial 
likelihood of increased need. 
 
The development of a central referral pathway and of self-referral will enable services to 
reach more young people. 
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Tick the relevant box for each line by using a 
 

Based on the above information, what impact will this proposal have on the following 
groups? 

 Positive Negative Neutral Unsure 

Sex    

Gender Reassignment    

Age    

Disability    

Race & Ethnicity    

Sexual Orientation    

Religion or Belief (or No Belief)    

Pregnancy & Maternity    

Human Rights     

Other Groups (rural isolation etc...)    

 

Initial Impact analysis  Actions to mitigate, advance equality or fill gaps in information 

The proposals to: 

 extend the RMC pilot and embed this referral pathway in more 
permanent county arrangements,  

 extend the services available through this front door and  

 to look, in 2016/17, to make this a self-referral route as well as a 
pathway for professionals to refer. 

 
Initial assessment of these proposals does not indicate any direct or 
indirect discrimination to any groups with protected characteristics. 
 
Within the Northamptonshire population there are health inequalities 
and disadvantages faced by some groups of people more than others, 
but this work on referral routes will contribute to greater ease of 
access. 

We believe that the effect of this proposal will be positive, however, 
in order to ensure that this is the case we will: 

 use targeted advertising campaigns to increase service users from 
groups having ‘protected characteristics’ and in particular those 
identified as also being more at risk in the literature and data 
described above, for example -  
o families with disabled adults or children, including learning 

disabilities 
o families from Black and other ethnic minority groups 
o families that include lesbian, gay, bisexual or transgender 

people 
o families with adults with mental health problems 
o families who are refugees or asylum seekers and  
o families who are from gypsy or traveller communities 
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The proposal offers an opportunity to improve clarity around referring 
into services and simplify the system, around which there are a lot of 
myths. 
 

 use communication campaigns to promote understanding 
amongst professionals and service users 

 
We will also: 

 Consult with stakeholders and service users throughout 
development to ensure our plans are informed by those who will 
use the service, and maintain this consultation once the RMC is in 
use to ensure that we continue to meet their needs. 

 Develop more consistent monitoring processes to ensure we 
know who our service users are and to ensure that we reach 
those of protected characteristics 

 

 

Consultation and follow up data from actions set above  

Data Source (include link where published) What does this data include? 

 
(Actions above will be built into the project plans for these proposals) 
 

 

 

Final impact analysis 

 
This proposal in its implementation does not exclude any specific protected groups.  
 
These developments will make services more accessible than they currently are to professionals and to the public; and the intention is to 
involve service users to ensure that our approach across cultures, gender and ages is appropriate. 
 
Final impact analysis suggests that impact on groups of people protected by law will be positive.  
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Equality Impact Assessment Review Log 
     

Review approved by Director / Assistant Director  
 
 

Date of review  

     

Review approved by Director / Assistant Director  
 
 

Date of review  

     

Review approved by Director / Assistant Director  
 
 

Date of review  

     
 



   

  

 
 

 
 

 

 Glossary 
 

Appendix 9 

Acronym  Meaning 
 
ADHD  Attention Deficit Hyperactivity Disorder 
A&E   Accident and Emergency 
AHDC   Aiming High for Disabled Children  
ASD  Autistic Spectrum Disorder 
BESD  Behaviour emotional social difficulties  
CAF  Common Assessment Framework 
CAMHS Child and Adolescent Mental Health Service(s)  
CLA  Children Looked After 
CBT  Cognitive Behaviour Therapy 
CCG  Clinical Commissioning Group 
CGAS  Child Global Assessment Scale 
CIHTS  Crisis Intervention and Home Treatment Service 
CIHTT  Crisis Intervention Home Treatment Team 
CMHT  Community Mental Health Team 
C&YP  Children and Young People 
C&YPPB Children and Young Peoples Partnership Board  
GO  Government Office 
GP  General Practitioner  
HOE  Hospital and Outreach Education 
HoNoSCA Health of the Nation Outcome Scales for Children & Adol. 
IAPT  Improve Access to Psychological Therapies 
JCB  Joint Commissioning Board 

Acronym  Meaning 
 
LAA  Local Area Agreement 
LD  Learning Disability 
LGBT  Lesbian, Gay, Bi-sexual, Trans 
LOT  Local Operational Team 
MHPEI   Mental Health Promotion and Early Intervention  
MST  Multi Systemic Therapy 
NCC  Northamptonshire County Council 
NICE  National Institute for Clinical Excellence 
NSF  National Service Framework  
NHS  National Health Service 
OCD  Obsessive Compulsive Disorder 
PRU  Pupil Referral Unit 
PMHW  Primary Mental Health Worker 
PSA  Public Service Agreement 
PTSD  Post Traumatic Stress Disorder 
SDQ  Strengths and Difficulties Questionnaire                   
SEAL  Social and Emotional Aspects of Learning 
SEND  Special Educational Needs and Disability   
TaMHS  Targeted Mental Health in Schools 
VS  Vital Signs  
YOS  Youth Offending Service 
YOT  Youth Offending Team 



   

  

 
 

Appendix 10 
 Northamptonshire Overview of KPIs of Q1 & Q2 2015/16  

 

Indicator 
Month 

Ave 
YTD 

(Cumulative) 

Most 
Recent 
Month 

Forecast 
Outturn 

Number of new referrals per month 227 1364 229 2728 

Referrals not accepted onto active caseload  0 0 0 0 

First Face-To-Face Contacts 214 1281 280 2562 

Follow-up Face-To-Face Contacts 1271 7628 1186 15256 

Non Face-To-Face Contacts 2726 16354 2892 32708 

Total Contacts 4214 25284 4373 50568 

Average RTT (weeks) 8   10 8 

Patients waiting to be seen at end of month 676   601 676 

Open episodes at end of month (caseload) 3427   3494 3427 

Number completing treatment and 
discharged 

195 1172 174 2344 

Average Length of Treatment (First Contact 
to Discharge) (Weeks) 

57   47 57 

Percentage of referrals seen within 13 weeks 63%   54% 63% 

Number of referrals seen within 13 weeks 127 759 150 1518 

Number of referrals seen 202 1211 278 2422 

Avg length of time between 1st FtoF and Fup 
FtoF (days) 

32 189 30 378 

Number of re-referrals within 90 days of 
discharge 

0 0 0 0 

Open episodes at end of month (caseload), 
open for > 6 months 

2738   2785 2738 

Open episodes at end of month (caseload) 
who are LAC (based on NCC list lookup, as 

per LSCBN) 
179   193 179 

Open episodes at end of month (caseload) 
who have LD  

16   17 16 

Open episodes at end of month (caseload) 
who are YOT  

5   5 5 

Open episodes at end of month (caseload) 
who are YOT and who have LD  

0   1 0 

CAMHS Crisis & Home Treatment : Number 
of Crisis referrals received for acute 

avoidance purposes 
29 174 37 348 
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CAMHS Crisis & Home Treatment: % of acute 
avoidance referrals receiving a response on 

same day 
    83.78% 83.78% 

CAMHS Crisis & Home Treatment : Number 
of Crisis referrals received which are not for 

acute avoidance purposes 
14 85 14 170 

CAMHS Crisis & Home Treatment : Number 
of home treatment episodes 

1 3 1 6 

CAMHS Crisis & Home Treatment : Number 
of patients receiving home treatment 

1 3 1 6 

Percentage of new patients who had a CGAS 
score recorded during assessment in period 

84% 84%   84% 

Number of new patients who had a CGAS 
score recorded during assessment in period 

166 994   1988 

Number of new patients in period 198 1187   2374 

Percentage of patients who showed a 
maintained or improved CGAS score on 

completion of care 
88% 88%   88% 

Number of patients who showed a 
maintained or improved CGAS score on 

completion of care 
13 75   150 

Patient numbers completing care for whom 
recording a final CGAS score was possible 

14 85   170 

Number of new referrals per month 53 318 52 636 

Referrals not accepted onto active caseload 
in month 

0 0 0 0 

First Face-To-Face Contacts 48 286 55 572 

Follow-up Face-To-Face Contacts 262 1571 249 3142 

Non Face-To-Face Contacts 135 812 137 1624 

Total Contacts 449 2691 453 5382 

Average RTT (weeks) 17   19 17 

Patients waiting to be seen at end of month 240   223 240 

Open episodes at end of month (caseload) 600   601 600 

Number completing treatment and 
discharged 

60 362 87 724 

Average Length of Treatment (First Contact 
to Discharge) (Weeks) 

68   71 68 

Percentage of clients who found their 
positive diagnosis to be valuable 

100% 100%   100% 

Number of clients who found their positive 
diagnosis to be valuable 

11 63   126 

Number of clients received a positive 
diagnosis in period 

11 63   126 
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Percentage of professionals in receipt of 
Neuro Developmental Disorders Training 
who expressed an improvement in their 
ability to work with people with Neuro 

Developmental Disorders 

100% 100%   100% 

Number of professionals in receipt of Neuro 
Developmental Disorders Training who 

expressed an improvement in their ability to 
work with people with Neuro Developmental 

Disorders 

2 13   26 

Number of professionals in receipt of Neuro 
Developmental Disorders Training in period 

2 13   26 

Percentage of parents / carers in receipt of 
advice and support who expressed improved 

confidence in their ability to successfully 
manage the clients Neuro Developmental 

Disorders 

100% 100%   100% 

Number of parents / carers in receipt of 
advice and support who expressed improved 

confidence in their ability to successfully 
manage the clients Neuro Developmental 

Disorders 

0 2   4 

Number of parents / carers in receipt of 
advice and support in period 

0 2   4 

Percentage of clients seen for a 6 months 
period who found their follow-up 

treatment/support to be valuable leading to 
improved confidence in managing their 

neuro-developmental features 

93% 93%   93% 

Number of clients seen for a 6 months 
period who found their follow-up 

treatment/support to be valuable leading to 
improved confidence in managing their 

neuro-developmental features 

7 43   86 

Number of clients seen in period who were 
in their sixth month of treatment 

8 46   92 
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Northamptonshire Referral and Case Rates 2010-2015  
 

Referrals and Caseloads 

Year Referrals Cases Notes 

2010/11 No data No data  

2011/12 3264 1799 (savings made due to tender savings and budget 
change in county council) 

2012/13 3168 1802  

2013/14 3498 3167 (when including other services such as Youth 
Counselling and Drop in, this is estimated to increase 
to c11,000 (6.5% of Northamptonshire’s Children and 
Young People population) 

2014/15 3855 3656 Forecast is that demand continues to rise and the 
implementation of a referral management centre has 
increased the number of referrals and it is anticipated 
that this will continue to increase. 

The last 2 years has seen a 9% year on year growth in referrals and an aggregated 57% 
growth in caseload 
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