
1 | P a g e  
 

  
 

 
Future in Mind 

 
Wakefield 

Transformation Plan 
 

October 2016  
Refresh 2016/17 

  
 
 
 
 
 
 
 
 
 
 



2 | P a g e  
 

Contents 
 
 
 

1 Executive Summary 
 

Page 3 

2 Wakefield in Context 
 

5 

3 Purpose 
 

6 

4 Methodology 
 

7 

5 The current offer for Wakefield 
 

9 

6 Evidence of need 
 

11 

7 Consultation and Engagement 
 

13 

8 The Wakefield Response 
8.1       Meeting national priorities 
8.2       Specialised and Health & Justice Offer 
8.3       Local priorities 
 

16 
16 
21 
26 

9 Delivering the local priorities 
 

27 

10 Progress against the Key deliverables 
 

36 

11 Rationale for Investment 
 

40 

12 Implementation 
 

42 

13 Appendices 
 

44 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



3 | P a g e  
 

1. Executive Summary 
 

In October 2015 Wakefield CCG in partnership with a whole range of services across the area 
published the Local Transformation Plan, describing the approach for Wakefield in transforming 
services for children and young people. In October 2016 the plan was refreshed to reflect the 
progress made and the ongoing work to engage children and young people, and the plans to further 
improve services.  
 
Wakefield has responded in a collective and positive way to the recommendations set out in the 
Future in Mind report, and subsequent guidance. A project board made up of a range of 
stakeholders has developed the transformation plan collaboratively, and a number of sub-groups 
have been established to lead the implementation of the actions identified through the plan. The 
transformation plan has been driven through engagement – with partners supporting the 
development of the plan, and building on robust consultation and feedback from children, young 
people and their families. 
 
The Future in Mind project board continues to meet and retain oversight of the implementation of 
the LTP. The board meets on a monthly basis, and includes strategic representation from the CCG, 
Local Authority, public health, CAMHS provider, hospital trust, third sector engagement lead, 
education and schools lead, GP and clinical leads, and other strategic partners. The group continues 
to be well attended and give robust challenge to the implementation.  
 
Underneath the project board the third sector sub group and education and schools sub group 
continue to meet. Both groups have specific responsibility for delivering key areas of the 
transformation plan, and these groups have oversight of these areas of work, maintaining grip and 
challenging progress.  
 
Two further sub-groups have been developed to lead planning and implementation in specific areas, 
and continue to meet. A CSE (Child Sexual Exploitation) subgroup has been developed and meets 
monthly, to map and develop a delivery model for CYP at risk of or victim of CSE. This group reports 
in to the Local Safeguarding Children Board (LSCB). A second group has been established to link the 
risky behaviours themes, with support from alcohol, substance misuse, smoking and sexual health, 
linking the risky behaviours to mental health and emotional wellbeing.  
 
The project lead is leading the implementation of the model and coordinating the community 
engagement and pulling together the various threads of the plan.  
 
Wakefield has taken an asset-based approach to the transformation – building on the strengths that 
already exist in the area, and the good work that is already happening, including integrated models 
for delivery and a developing early help offer. 
 
The focus in Wakefield is to support children and young people at the earliest point in their life, at 
the earliest point in their problem, and support mental health and wellbeing in children and young 
people through prevention and awareness raising and developing an early intervention response. 
 
Services are now being delivered provided in a multi-disciplinary way, with joint assessments and 
care plans across organisations. All partners will be involved in the care pathway; and universal and 
early help practitioners will be empowered to support children and young people with their mental 
health and wellbeing needs, through training, clear pathway and clinical support and oversight. 
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Care in Wakefield is taking a whole family approach, with the integrated care offered including 
support to parents and carers and siblings to ensure the work with the child or young person is 
embedded and supported, and that children and young people are supported to live in an 
environment that nurtures positive mental health and wellbeing. 
 
The outcome for Wakefield continues to be that children and young people being supported before 
their issues can escalate, by services they choose to engage with, and have a positive and meaningful 
relationship with. This will allow commissioners and providers to commit further resources to 
prevention and early help, through reducing the demand for higher cost clinical and complex 
interventions by supporting children and young people earlier in their lives.  
 
This will support specialist services by reducing demand in a sustainable and meaningful way, and 
improve outcomes for children and young people in Wakefield. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



5 | P a g e  
 

2. Wakefield in Context 
 

Wakefield is a city in West Yorkshire, with a resident population of 329,708. The area is served by 
one local authority – Wakefield Metropolitan District Council, and one Clinical Commissioning Group 
– NHS Wakefield CCG, with a registered population of 361,651.  

 
The district continues to recover from the effects of the economic downturn. Numbers of people in 
employment is increasing; and the performance of the economy is improving. However, come 
concerns about the economy remain.  

 
The long-term impacts of welfare reform are not clear, and reductions in benefit claimant numbers 
need to considered alongside trends in benefit sanctions and whether those leaving benefit are 
actually finding employment – and if not, how will they be affected in the long-term. There are also 
some early signs of a reduction in the number of people entering higher education, coinciding with 
the increase in university tuition fees. This could affect the rate at which Wakefield’s skills gap closes 
on the national average. 
 
Three major developments are currently underway within the Wakefield District.  City Fields 
(opposite the local Pinderfields Hospital) is the first of the developments to commence and will 
provide 2,500 new homes over the next 15-20 years.  Work is ongoing to determine the impact on 
healthcare provision of the development, and the wider impact on health and wellbeing in the area. 
The transformation plan will be reviewed in the context of these developments, to ensure Wakefield 
continues to meet the needs of children and young people.   
 
The population is continuing to grow, mainly as a result of an increasing birth rate, and people’s 
satisfaction with their local area as a place to live is in-line with the West Yorkshire average. While 
people are living longer, the district still has some significant health problems including relatively 
high incidence of smoking. Levels of physical activity are also low and less than a third of adults aged 
over 20 have a healthy weight.  
 
A number of aspects of child health are improving but Wakefield still compares poorly with 
elsewhere when looking at mothers smoking during pregnancy and breastfeeding initiation rates.  
The achievements of the district’s schools and pupils generally compare well to national averages, 
although there are much lower levels of achievement among children from poorer backgrounds.  
 
Child population information is included at Appendix A. 
 
Wakefield CAMHS is under increasing demand, with referrals for the service rising year-on-year. 
Consultation with children, young people and provider services challenges the current availability of 
services, the choice of services available, and the time it takes to access support.  
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3. Purpose 
 

The Future in Mind programme has given partners in Wakefield the opportunity to continue to 
effectively transform the local offer of mental health and wellbeing services for children and young 
people. Significant progress has already been made in developing services, and the purpose of the 
programme locally was to build on the progress made to date, but to increase pace, and to ensure 
that progress was being made holistically, and that engagement and involvement in planning and 
delivery included a full partnership and provider representation. 

 
The strength and relevance of the programme is achieved through strategic buy-in across the 
partnership, and complete provider engagement, to ensure that whilst there is sufficient strategic 
steer to manage the planning, that there is also enough engagement and understanding on the 
ground to effectively implement the changes and recommendations.  
 
The implementation of the programme in Wakefield had this strategic model with total partnership 
engagement at the heart of its development. Whole system change and cultural shift are key to 
making sustained improvements in services. 
 
Whilst the Future in Mind programme provided clear national guidance, it is also important to 
effectively reflect local priorities, and set the national guidance in the local context. The local 
programme continues to use consultation and partner engagement and an evidence basis to ensure 
that recommendations are developed in line with local priorities, working closely with partners and 
the communities of Wakefield to plan and deliver services together. 
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4. Methodology 
 

The fundamental method of developing the transformation plan locally was planning and 
implementation through partnership and collaboration, and this engagement has been vital. Clear 
governance has been established and the vision and purpose as well as progress updates have been 
discussed across key strategic forums. 

 
Wakefield CCG continues to be Lead Commissioner for the Future in Mind project. WCCG is 
coordinating and chairing project group meetings and regularly reporting on progress through the 
relevant groups. 
 
A project board is leading the development of the transformation plan, made up of key stakeholder 
leads to represent the range of services available for children and young people’s mental health and 
wellbeing. The group has agreed Terms of Reference (Appendix B) which includes a list of the group 
membership. The membership of this group has sought to engage representation from all partners. 
 
In addition to the project group project theme boards were established to lead specific areas of 
work. These included: 

• Education and Schools partnership group 
• Third Sector engagement 
• Consultation and voice of the young person 
• Implementing CYPIAPT1 in Wakefield 
• Planning a service response to Eating Disorders in Wakefield 
• Improving services for perinatal mental health 
• CSE Subgroup 
• Risky Behaviours Subgroup 

 
These groups continue to lead the planning and developing of options for the key theme areas.   
 
Clear governance arrangements and a reporting route continue to ensure there is sufficient strategic 
grip on the development of the transformation plan and its implementation. The governance 
structure for the model is included at Appendix C. This includes accountability to the local Health 
and Wellbeing Board and representation through the Local Safeguarding Children Board.   
 
Alongside the development of a clear local offer work was undertaken to develop the evidence base 
for local needs, to support the service planning. This is included at Appendix D. 
 
Consultation and engagement was undertaken with all partners, providers, stakeholders, and with 
service users and with children, young people and their families. This provided clarity with regards 
gaps and challenges, and supported an understanding of barriers to accessing services. Results of the 
consultation process are included at Appendix E. This has been continued as a rolling programme, 
and the work for 2016 has been led by and published by Healthwatch Wakefield, and is included at 
Appendix F.  
 
A gap analysis was undertaken to understand how to develop the current offer to meet the 
identified local need – which will form the recommendations in the transformation plan, and a clear 
plan was agreed with all partners and stakeholders in relation to service transformation, with clear 
timescales and accountable leads, and specific recommendations and actions for improvement.  

                                                           
1 Improving Access to Psychological Therapies for Children and Young People 
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An implementation plan is in place, and updated to reflect progress in the implementation in year 
one and two and next steps in terms of deliverables.  
 
The transformation plan and the refresh has been approved by the Health and Wellbeing Board and 
through the governance structure identified, and is fully supported by the organisations represented 
on the project board and project sub-groups. 
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5. The Current Offer for Wakefield 
 

The key focus of the Future in Mind Project Board in the first year was to map the current supply of 
mental health and wellbeing services for children and young people. The project board worked with 
providers to map the local provision in detail.  

 
The services identified as being in scope for the project are listed below. A fuller description of 
services in-scope is included at Appendix J. These organisations are all represented on the project 
board and through the project theme groups set up. 

• Midwifery 
• Health Visiting 
• Family Nurse Partnership 
• Community Paediatrics 
• Acute Paediatrics 
• Private Voluntary and Independent Childcare and Childminders 
• Education establishments (primary and secondary schools, academies, private 

schools, colleges) 
• School Nurses 
• Primary Care 
• Local Authority – Special Educational Needs and Disability (SEND) Services 
• Local Authority – Early Help Services  
• Youth Services 
• Youth Offending Team / Youth Justice 
• CPS (Crown Prosecution Service) 
• Third Sector providers 
• Sports / Recreation Groups 
• CAMHS2 
• NHS England Specialist Mental Health Services   
• Housing Associations 
• Libraries 
• Police 
• CRI (Crime Reduction Initiatives) 
• Commissioners for Adult Mental Health Services 

 
Extensive mapping of the local offer has been undertaken for the transformation programme, this 
information is being developed in to a menu of activities to support local understanding of need and 
support decision making in the multi-disciplinary case-management meetings. This was undertaken 
by a group of third sector organisations as part of year one of the programme. 

 
The information for each service includes a detailed understanding of: the name of the service, who 
the service is for (age range, target groups etc), details on what interventions are offered, the ‘reach’ 
area for services – where people can come from to access, the location(s) where services are 
offered, the current level of demand for services including information on waits, the staffing 
resource – numbers and levels of staff and roles, and the annual budget for the service. 

 
The third sector led the the mapping work, to ensure there was a full understanding of the local 
offer, and to support the identification of gaps. Further scoping work is being undertaken with 

                                                           
2 Child and Adolescent Mental Health Service 
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schools currently to fully stocktake the resources available to support the mental health and 
wellbeing offer locally. 
 
This information has been developed to form a menu of interventions and will be updated annually, 
with partners bought in to the update and provision of information to support the menu. 

 
The mapping work included annual budgets for the service areas supporting mental health and 
wellbeing services, which included a wide scoping offer, to capture those services offering early help 
and lower level interventions. There is need for greater coordination of services, and the Future in 
Mind investment will seek to achieve this through developing a clearer menu of activity, improving 
referral and access and the multi-disciplinary offer, and providing coordination through primary 
practitioner and coordinator roles. 
 
The largest gap is around the provision of services through schools. Whiles there is a robust 
Education sub-group, and clear evidence of good practice, this is localised and sporadic. The funding 
will support specific workforce development through schools as an immediate priority, and the 
primary practitioners will provide supervision and support to schools, and empower staff in schools 
to provide further interventions. Policies and procedures in schools will be reviewed, with good 
practice shared across schools and rolled out across all education organisations in the District. 
 
There is a need to ensure the transition arrangements are improved with specialist services and 
adult services, and the transformation plan will address this through improved coordination 
arrangements. 
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6. Evidence of Need 
 

The evidence base for the proposals in the transformation plan has come from two key areas: the 
Wakefield Joint Strategic Needs Assessment (JSNA), and the local children and young people’s 
survey. More detail on the evidence base is included at Appendix D. 
 
Through the implementation of the transformation plan in year one a group has been established to 
review the evidence of needs for services, and a joint commissioning strategy is being developed, 
with a key focus on mental health and emotional wellbeing in children and young people. The role of 
this group will be to refresh the evidence of need, and feed this in to the LTP and transformation 
programme as an ongoing process.  
 
Wakefield JSNA: 
The Children and Young People’s JSNA has been refreshed in 2015.  A new approach has been 
adopted, based on feedback received from stakeholders, many of whom stated that they required a 
summary document to provide a high level overview of the health and wellbeing status of children 
and young people in Wakefield, and for it to clearly prioritise issues.   

 
Emotional health and wellbeing of children and young people is recognised as a priority area for 
Wakefield, reasons for this include: 

• There are significantly higher rates of hospital admissions for intentional self-harm in those 
aged 10-24 in Wakefield.   

• Data from the 2015 Children’s Survey shows that almost a third of pupils have low to 
medium low emotional wellbeing.   

• Half of children in care (LAC) have a score from the strength and difficulties questionnaire 
(SDQ) that is borderline or cause for concern.  

 
 
The Wakefield JSNA told us that: 

• In Wakefield it is estimated that there are around 4,260 children with clinically diagnosable 
mental health disorders, 9.6% of children 

• In addition to the 9.6% of children with diagnosable disorders there are a further 15-20% 
that are likely to be experiencing severe emotional or mental health difficulties at any time.  
This would equate to a further 6,655 to 8,870 children in Wakefield 

• Some children are struggling to cope with the effects of family breakdown, illness or 
bereavement, or they may be experiencing bullying.  They may not go on to be diagnosed 
with a mental health problem, but their emotional wellbeing, functioning and ultimately 
adult mental health is likely to be impaired if they aren’t offered timely support 

• The majority of adult mental health disorders have their beginnings in childhood; 50% of 
adult mental health disorders (excluding dementia) start before the age of 14, and 75% 
(excluding dementia) start before the mid-twenties, so tackling problems when they first 
emerge is both morally right and cost effective 

• The rate of hospital admissions as a result of self-harm is significantly higher in Wakefield 
compared to both the national and regional averages, and the rate is increasing. Local 
analysis has shown that the majority of self-harm admissions are due to self-poisoning by 
Aminophenol derivatives (pain killers), and that around 60% of admissions are female 

• ‘Cutting or hurting themselves’ was 9th in the top 10 coping strategies adopted by year 9 
girls. 8% of Year 9 girls selected ‘cutting or hurting themselves’ as an approach they would 
adopt.  This strategy was not identified in the top 10 of year 9 boys or by students in 
further education 
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Wakefield Children and Young People's Survey 2015:  
A Children and Young People’s survey was completed in 2015; a total of 3,223 pupils took part in 44 
primary and 11 secondary schools in Wakefield District.  The survey asked several questions that give 
an indication of emotional wellbeing.  
 
The Wakefield Children and Young People's Survey told us that: 

• There could be almost 12,000 children and young people who could benefit from support 
to improve their resilience and wellbeing 

• Girls are more likely to report fear of going to school because they may be bullied 44% of 
girls compares with 34% of boys in Year 5 and in Year 9, 39% of girls compares with 17% of 
boys 

• 7% of year 9 boys and 8% of year 9 girls reported that they would ‘seek help with their 
problems online’ 

• For those secondary aged pupils who say they use self-harm as a coping strategy, there are 
many links with health-risky behaviours. They are more likely to say they have been offered 
cannabis and more likely to have smoked cigarettes and tried e-cigarettes. They are also 
more likely to say they are afraid of going to school because of bullying, feel unsafe in the 
area where they live and are less happy with their life in general. 

 
Wakefield Response to the Crisis Care Concordat (CCC): 
The Wakefield response to the Crisis Care Concordat is reflected in the transformation plan. An 
action plan in response to the CCC has been developed, and is reported in to the Health and 
Wellbeing Board. There are three priority actions for children’s services in the plan: 

• Crisis responses meet the needs of children and young people 
• Ensure services are NICE compliant or identify areas for improvement. 
• Inform staffing/skills mix requirements. 

 
These priorities will be supported through the transformation plan. 
 
Services for ASD / ADHD / LD3: 
The Community Paediatric service has been engaged throughout the development of the 
transformation plan, and a Consultant Paediatrician attended the Project Board. A recovery plan has 
been developed for the ASD / ADHD pathway, to ensure the service is able to meet local demands, 
and is complaint with NICE Guidelines. 
 
The pathway has been redesigned to reduce waits, and increase capacity for undertaking 
assessments. The referral process has also been reviewed in line with the local transformation plan. 
This includes referrals direct from universal and early help services to improve information and 
develop a more multi-disciplinary offer. The pathway development also includes a non-clinical offer 
with the Educational Psychology team within the Local Authorities SEND service undertaking 
assessments. 
 
The SEND Service have worked with the Community Paediatric service to develop an early 
intervention offer, and package of support for ASD / ADHD / LD which aligns with the new pathway 
being developed, and fits in the recommendations in the transformation plan. 
 
The developments for LD and ASD align with the transformation to develop an early response and 
support for children and young people, and will support a reduction in in-patient services and 
minimise the impact of pre-admission CTR (care and treatment review).  

                                                           
3 Autism Spectrum Disorders / Attention Deficit and Hyperactivity Disorder / Learning Disabilities 
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7. Consultation and Engagement 
 

In addition to the baseline information (evidence of need in section 6) a range of consultation and 
engagement has been undertaken to support the development of a robust transformation plan. This 
includes third sector engagement through focus groups, schools engagement and feedback, and a 
range of feedback from children and young people and their families, including service users. 
 
A key focus for the first year of the plan was robust consultation and engagement with children and 
young people. This was led by the third sector and led by Healthwatch Wakefield coordinating the 
work across the district. The work had three key themes: 
 

1. Understanding the current experience of services users 
To support service planning now and to help benchmark progress through the delivery of the 
programme we have commissioned a number of case studies to capture the journey for children and 
young people and their experience of services. The case studies will be updated annually to review 
progress and provide a qualitative measure of the impact of the transformation programme. The 
first case studies are included at Appendix E.     
 

2. Capturing the voice of children and young people 
A robust consultation with children and young people was undertaken to continue to ensure that 
the voice of children and young people was key to designing and improving services in a meaningful 
way. We have designed a mechanism to feed the recommendations and views of the children and 
young people in to our local governance model. Healthwatch Wakefield now regularly report the 
voice of children and young people regularly in to the Children and Young Peoples Partnership Board 
(see the governance model at Appendix C). A report on the consultation undertaken is included at 
Appendix F. 
` 

3. Understanding and meeting the needs of vulnerable groups 
A group of third sector organisations were commissioned to support the identification of vulnerable 
groups and overcome barriers to accessing services for these groups. A report was developed to 
outline this (at Appendix G) and a working group continues to be focussed on engaging and 
supporting the needs of a range of vulnerable groups in Wakefield.  
 
We have refreshed the ‘Listen to Me(ental Health)’ consultation which formed a significant element 
of the consultation in the original plan (outlined below). This was third sector led and directly 
engaged a range of children and young people. The results of this are included at Appendix H. 

 
The consultation undertaken for Future in Mind is listed below. A further detail on the consultation 
is included at Appendix I. 
 

• Education and Schools partnership group 
• Third Sector partner engagement 
• Listen to ME(ntal Health)Report (copy included at Appendix L) 
• Young Healthwatch Mental Health Forum 
• Risk-taking Behaviours 
• School Counselling Support 
• New Technologies / Social Media 
• Support for LGBT young people (Lesbian, Gay, Bisexual and Transgender) 
• Emotional support for younger people 
• Transition in to adult services 
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• Access to services through the hubs 
• CAMHS Friends and Family Questionnaires 
• Perinatal Mental Health user survey 

 
Through the consultation, children, young people and their families told us that: 

• There is increasing feedback from young people feeling under pressure to succeed 
academically 

• young people age 10/11 are wanting someone to talk to at school about their problems or 
advise in the build up towards transition to increase their confidence and lower anxiety for 
when they go to ‘big school’ 

• Accessing CAMHS at 17yrs old can be difficult as young people feel they are ‘fobbed off’ until 
they are 18 to go to adult services, this impacts on their mental health (having to wait and 
things get worse) 

• Young people identified gaps around counselling services (self-referral) for young people; 
web based support around sexuality, and improved CAMHS / Adult service transition process 

• Still long waiting times for CAMHS, e.g. for anger management – is there a way to offer 
support without having to wait for CAMHS 

• There is a lack of access to counselling support 
• Social media Cyber bullying both online and mobile is a concern of many parents. Parents 

wanted more support from schools focusing on emotional wellbeing, stress reduction, 
coping with change, in depth work around the risk of social networks/ sexting etc 

• There is no specific person to talk to in school who has the capacity to  offer early 
intervention or prevention work for mental health and wellbeing 

• Transition arrangements for support as a 17 year old need to be improved 
• LGBT young people need to talk to someone, current told ‘it’s a phase’ this effects their 

mental health and confidence. Some young people are experiencing poor mental health as a 
result of living a secret (not told parents so live in fear of them / peers finding out) 

• Transgender young people desperate to talk or get information about where to go for advice 
• Many young people raised the need for support for self-harm and suicidal thoughts 

 
Women who had experienced mental ill health through pregnancy and the antenatal period told 
us that: 

• Factors contributing to their mental health issues were most commonly: previous history of 
mental health; other stresses such as relationship / financial /bereavement; birth trauma; 
isolation or unrealistic expectations of pregnancy and birth 

• Many women did not tell their midwife, health visitor or GP that they had a problem, often 
because they felt ashamed or guilty 

• 30% of respondents said that they were still suffering mental health symptoms after 18 
months.   

• They were generally pleased that local IAPT services were available although sometimes the 
wait was too long 

• Their experience was not consistent with some women getting excellent support from their 
midwife / health visitor / GP whilst others felt they were not supported or understood 

 
Schools and Education settings told us that: 

• Teachers raised concerns and recognise the immense pressure put on students from school 
plus the pressure students put on themselves which leads to anxiety, not sleeping or eating 
and emotional breakdowns in school and some pupils are being monitored by teachers to 
make sure they don’t ‘crumble’ 
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• A number of Wakefield high schools are seeing an increase in the numbers of students 
experiencing poor mental health, accessing school counselling support IF available and a 
trend in self-harm as a coping mechanism 

• The key issues facing children and young people currently are: 
• Self-harm 
• Dieting fads and low-level eating disorders 
• Self-help and resilience in children and young people 

• There were gaps as a result of a capacity or no pastoral care. School nurses to do low level 
intervention & prevention work, and there are generally no school counsellors / TaMHS4 
workers in school 

• The gaps identified included issues of schools using pupil premium to focus on academic 
achievement and attainment (rather than mental health and wellbeing), and how it this 
money is spent depends on school and leadership priorities 

• PHSE co-ordinators are concerned that their subject is still being ‘cut’ in favour of core 
academic subjects even in light of the new OFSTED framework that has highlighted well-
being as one of the areas that will be considered 

• There are less services available to refer to for support - bereavement, young carers, young 
people’s counselling, and there is more demand for the Well Women service, and a lack of 
trained young people counsellors outside of CAMHS 

• Non-qualified classroom support workers are picking up more of this work on top of 
caseloads and other work so have little time to invest in this  

• There are less agencies working with schools to deliver quality specific preventative/ early 
interventions  

• Schools wanted:  
• Out of clinic CAMHS support 
• Trained peer buddy system 
• The adequate promotion of services for support including online websites 

 
Our Third Sector partners told us that: 

• They want credible and meaningful engagement in the decision making and provision of 
care, and be engaged fully in the MDT assessments and care pathways identified 

• They are a vehicle to engage the voice of the young person. There is a range of significant 
consultation already underway led by the third sector, but they offer a route to young 
people and an ability to reach young people and effectively gather their views 

• The Third Sector should be part of local commissioning decisions and delivery plans. 
Commissioners should ensure that the expertise, capacity and infrastructure that already 
exists is supported and built upon  

• Wider choice should be offered to children and young people where and how they access 
services. The third sector has a strong reputation and relationship with young people and 
young people should have the choice to access services through a third sector organisation 
where this is appropriate 

 
Our commissioning and provider partners told us that: 

• Services need to communicate between each other better 
• Health professionals need to acquire knowledge of the right services for communities of 

interest e.g. LGBT5, young people with disabilities, BME communities – training to be made 
available  

• We need additional counselling services locally 

                                                           
4 Targeted Mental Health in Schools 
5 Lesbian, Gay, Bisexual, Transgender 
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8. The Wakefield Response 
 

Wakefield has developed a transformation plan in response to the national guidance, and focussed 
on understanding and meeting local priority needs.  

 
8.1 Meeting National Priorities 

 
The three national priorities have been a key focus for the groups, and have been raised throughout 
the consultation and engagement events to plan our local response to, and all three are priorities in 
our local plan: 

• Eating disorder services for children and young people 
• Perinatal mental health 
• CYPIAPT 

 
Community Eating Disorder Service 
The guidance for ‘Access and Waiting Time Standard for Children and Young People with and Eating 
Disorder’ details the requirements for the eating disorder service. 

 
The previous offer in Wakefield is through the CAMHS service which provides an eating disorder 
pathway (cases which receive a diagnosis of anorexia and bulimia). In addition CAMHS also provided 
services for those young people who do not meet criteria for diagnosis but present with difficulties 
with eating, which are supported through the core and specialist interventions. 
 
The staffing resource in Wakefield for eating disorders was: CBT 0.5 FTE, Family Therapy 0.5 FTE, 
Dietician 0.4 FTE, Psychiatrist 0.3 FTE, Crisis 0.5 FTE, and Administration 0.4 FTE. We have identified 
the need for more CBT and Family Therapy through the consultation for Future in Mind, and this has 
been reflected in the regional model being developed.  
 
The Guidance is specific that the eating disorder service developed should support an area with a 
population of 500k as a minimum. Wakefield has a population of c.330k and so has established a 
collaborative approach to developing the service, working in partnership with Kirklees (c.430k), 
Greater Huddersfield (c.240k), Barnsley (c.240k) and Calderdale (c.200k) CCGs. 
 
The five CCG’s have worked collaboratively with the provider to explore the current provision 
stated. The regional group have focused on producing an outcome based model, and we have 
worked collaboratively with our provider to explore the current provision and how to effectively 
implement the service. Kirklees, Calderdale, Gtr Huddersfield, Wakefield and are working jointly to 
commission a CYPEDS compliant service using the allocated funding. This allows our service to cover 
a population of 1,440 and it will deal with a minimum of 110 referrals per year. 
 
We have allocated 100% of the eating disorder allocation in the development and delivery of this 
services in year 1 and year 2 of the programme. 
 
Whilst there is a geographical convenience to the model  (see map below of CCG Areas) the five CCG 
areas also commission CAMHS services from the same provider and so already have effectively 
collaborative working arrangements, and contracting and commissioning processes are aligned for 
this service. 
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The redesign of our provision allows us to be compliant with the waiting time standards set out in 
the guidance. 
 
The five CCG areas are combining the allocation for eating disorder services and jointly 
commissioning a service for the areas. This will have the advantage of aligning with the regional 
commission for the CAMHS service, and also achieve significant economies of scale through 
commissioning a service for a population c. 1,440k. 
 
Working across Kirklees, Calderdale, Wakefield and Barnsley initially with the same mental health 
provider, will ensure that we mirror our acute footprint in working closely with Calderdale and 
Huddersfield Foundation Trust and Mid Yorkshire Hospital Trust. This will assist in ensuring our 
model can easily link with paediatric and acute support pathways. We will develop an outcome 
based specification for the redesigned service, based on the guidance issued and support the 
principles of early intervention, care closer to home and choice. 
 
A staffing model for the service has been developed and we have engaged the current provider in 
developing a response to the national guidance. The provider will develop a regional service which is 
accessible locally, and work is already underway to ensure there is a clear pathway in place to access 
the eating disorder service. 
 
The regional eating disorder provision that we have commissioned between Kirklees, Calderdale , 
Barnsley and Wakefield is operational and meeting the identified waiting access and waiting time 
standards and delivering the core service elements:- 
 

• Specialist assessment and therapy/treatment: founded on NICE guidance Eating disorders in 
over 8s: management (CG9)  and with an identified care coordinator. 

Calderdale 

Wakefield 

Kirklees 

Gtr Huddersfield 

Barnsley 
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• Physical health assessment and support: through close liaison with paediatricians and robust 
shared care protocols with GP’s.  

• Dietetic support: including nutritional rehabilitation planning 
• Education and training: targeting primary care, education and social care professionals.   
• Crisis and Intensive Home-Based Treatment: 24/7 access to emergency assessment (typically 

in A&E departments and paediatric wards) and subsequent short-term intensive support. 
 
The development of the eating disorder service has freed up capacity in the CAMHS service. 
Wakefield has developed an agreement with the provider that the additional capacity will be 
focussed on supporting children young people at risk of or engaged in self–harm. This will include 
the development of a bespoke pathway with schools and early help services to access this offer 
directly. The allocated funding will give an overall budget of around £667k for the new eating 
disorder provision.  
 
 
CYPIAPT 
Wakefield will focus on the introduction of the CYPIAPT programme locally. Wakefield has been 
successful in joining the North West Collaborative in wave five of the programme. The resources to 
support the implementation programme will link to improving early intervention capacity and 
further developing the relationship with universal and early help services. 
 
Staff members were identified to undertake the training and this included a member of the Youth 
Offending Team to ensure as wider representation as possible. The intention is to rollout and embed 
the principles of evidence based practice from the CYPIAPT programme across the whole system. 
The third sector sub group and education sub group have already been engaged in planning how this 
work can be rolled out, and are nominating staff to undertake the training in year two of the 
programme. 
 
The CYPIAPT methodology of whole service training will be implemented across the system, with 
managers, supervisors, practitioners and administrators included. This will support the whole system 
approach, and support recruitment and retention of staff. 
 
In the first phase of the local transformation plan, there will be no further investment in CYPIAPT in 
addition to the resources available through the formula. The CYPIAPT funding will be invested in 
ensuring capacity is maintained in CAMHS, and the development of Primary Practitioner roles 
through the transformation plan will also provide additional capacity to mitigate the issue of staff on 
the training programme, and supporting the third sector in engaging with the CYPIAPT process.  
 
The rollout of the CYPIAPT programme will support and improve local data collection. Providers 
across the whole system will be challenged and supported to routinely collect / use clinical outcome 
data and have robust monitoring arrangements to improve services for children and young people.    
 
We have also been successful in securing attendance of two third sector organisations on the 
Enhanced Evidence Based Practice (EEBP) Programme, with a view to support them in accessing the 
full CYPIAPT course. We will support further third sector organisations in accessing this course in the 
next round of applications. 
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Perinatal Mental Health 
Perinatal mental health is a key priority in Wakefield. We have invested year 1 transformation 
funding in delivering our local strategy and continuing to prioritise perinatal mental health services 
in Wakefield. Wakefield has applied for the additional funding available to support this work through 
the Perinatal Mental Health Community Services application form, to further develop and 
implement the good work already started. The application is included at Appendix K. 
 
A strategy group has been developed in Wakefield to lead on a perinatal mental health strategy. A 
number of engagement events have been held to work with partners to develop a plan to improve 
the local offer, and perinatal mental health is established as a local priority.   
 
Wakefield Clinical Commissioning Group identifies both mental health and maternity services as key 
priorities. Home-Start Wakefield & District were commissioned in February 2016 to develop a peer 
support programme as part of their developing strategy. 
 
Over the last nine months the priority has been:  

• To develop and establish the 1:1 peer support service for families 
• 39 families have been referred into the service 
• 25 families have been in receipt of 1:1 support from a home visiting volunteer 

 
Raise Awareness and reduce stigma: 

• 17 Volunteers have been identified and received training in PNMH facilitated by Family 
Action 

• 2 Staff have received PNMH training 
• Accredited preparation now course incorporates section on PNMH services to support 

families with PNMH 
• Identified appropriate services, maintained links, meetings and talks to professionals and 

community groups. 
• Development of blog page “A mother’s experience” 

 
Reduce social isolation:  

• 21 Parents identified social isolation as an issue 
• 13 (62%) Parents reported a reduction in isolation after receiving Home-Start support 
• Formulating appropriate networks, signposting and supporting access to services 
• 21 (75%) of families supported have been signposted and assisted into services.  Examples 

are Right Steps, Safe at Home, Maximising Income Project, Housing & Benefits Departments. 
 
Added Value: 

• 4 families attend a Home-Start family group 
• 9 families have had or receive support with financial issues through Maximising Income 

project 
• 121 people have benefited from the project (69 children and 52 adults) 
• 30 families invited to summer trip, 2 attended 
• All current PNMH families will receive invitation to Christmas Party 
• Mental Health first Aid training for identified volunteers 

 
Progress has been made in planning a response to improve perinatal mental health services and so 
Wakefield have invested year one transformation funds in perinatal mental health, and continue / 
expand this investment when the national allocation is released. Wakefield is prioritising this area to 
maintain momentum with the strategy and continue to develop services for perinatal mental health 
which we have established as a key local priority. 
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Work will continue to ensure that Wakefield engages with the inpatient and outreach services 
available, and the increased outreach offer and follow-up post discharge to prevent relapse and 
improve pre-conception support, and ensure that there are clear pathways developed to access this 
offer. 

 
The group defined an evidence base for the service: 

• We know that more than 1 in 10 women develop a mental illness during pregnancy or within 
the first year after having a baby (CMACE 2011).  In 2014 the Centre for Mental Health 
reported that between 10 and 20% of women develop a mental illness during pregnancy or 
within the first year after having a baby (including those with a pre-existing condition).  7 in 
10 women will hide or downplay the severity of their perinatal mental illness.   

• Sadly, suicide is a leading cause of death for women during pregnancy and 1 year after birth 
(CMACE 2011).  122,000 babies under one are living with a parent who has a mental health 
problem  (NSPCC 2013) 

• According to research from the Centre for Mental Health, Perinatal depression, anxiety and 
psychosis carry a total long-term cost to society of about £8.1 billion for each one-year 
cohort of births in the UK, 72% of this cost relates to adverse impacts on the child.  Perinatal 
mental illnesses cost the NHS around £1.2 billion for each annual cohort of births.   

 
There are a number of national policies and guidance which are drivers for improving Perinatal 
Mental Health.   

• Achieving better access to mental health services by 2020. Department of Health (2014). A 
clear strategy for improving the commissioning of specialised mental health care will be 
developed, including perinatal mental health services 

• Future in Mind. Department of Health and NHS England (2015), which includes Perinatal 
Mental Health as one of 3 key national priorities 

• The Mandate between the Government and NHS England sets an objective to work with 
partner organisations to ensure that the NHS reduces the incidence and impact of postnatal 
depression through earlier diagnosis, and better intervention and support 

• The Mandate between Health Education England (HEE) and the Government recognises the 
importance of maternal mental health during pregnancy and after birth – by 2017, every 
birthing unit should have access to a specialist perinatal mental health clinician 

• Establishment of Mental Health Taskforce 
• National budget commitment to invest in mental health 
 

The Health and Wellbeing Strategy for Wakefield (2013-2016) sets out the key health and wellbeing 
priorities and approaches for partner organisations.  Priorities include both mental health and Early 
Years.  Improving the management of perinatal mental health will help achieve outcomes in the 
strategy; in particular in relation to ensuring every child has the best start in life and ensuring that 
Wakefield District is a place where mental health and wellbeing is everyone’s concern. Wakefield 
CCGs 5 year plan identifies both mental health and maternity services as key priorities.   
 
 
 
 
 
 
 
 
 



21 | P a g e  
 

8.2 Waiting Lists, Specialised and Health & Justice Offer 
 
Wakefield is working to ensure there are effective arrangements in place for the effective transition 
between specialised services and the CAMHS and community offer. A care coordinator role has been 
developed to support these transitions, to support the care planning for the individual and add 
capacity to specialist and community services to manage this process. The role has been in place 
over 12 months and has had a significant impact on supporting communication with providers, 
managing transitions, improving case management and partners working together – including across 
geographical and organisational boundaries. 
 
Though the focus of the transformation programme is early interventions, we have invested in 
services to have an immediate impact on waiting times. This includes three additional psychology 
posts in the mental health provider to provide rapid response assessments and support, and clinical 
psychology capacity in the Educational Psychology service to provide an alternative approach to 
assessment and support – increasing access and improving patient choice. Wakefield has applied for 
the additional waiting list funding announced in October 2016. The model proposed and application 
form is included at Appendix M. 
 
Information on demand for specialist services is included at Appendix N. In 2014/15 there were 19 
admissions to specialist CAMHS, with 13 in 2015/16.  
 
Wakefield invests in crisis response and through the transformation programme wants to ensure this 
offer continues, and that through care coordination there is effective engagement with other mental 
health services, and ensuring there are effective transition arrangements to escalate and de-escalate 
cases for specialist services. This is a key priority for Wakefield and will be prioritised through 
implementation. 
 
The response to the liaison mental health funding announcement is supporting an increase in the 
crisis response offer, through developing psychiatric liaison resources, and CAMHS crisis response 
teams to deliver this offer, and to ensure this aligns with current provision in Wakefield and with the 
developments in the local transformation plan. 
 
The early intervention offer developed in Wakefield will reduce demand for specialist service, 
supporting children and young people earlier, and preventing children and young people from 
escalating to in-patient service, and minimise the impact of the pre-admission CTR (care and 
treatment review). The Care Coordinator has a lead on the CTR process, and maintains and updates 
the risk assessment in relation to this.  
 
 
Mental Health Specialised Commissioning Team  
NHS England has commenced a national Mental Health Service Review and now has an established 
national Mental Health Programme Board to lead on this process. The Mental Health Service Review 
will be locally directed and driven so that the services meet the needs of local populations. Yorkshire 
and Humber commenced procurement of general adolescent and psychiatric intensive care inpatient 
services ahead of the national timescales. The way that the procurement is organised will mean that 
the Yorkshire and Humber area will be divided into three geographical Lots; the first Lot to be 
procured will be services for Hull, East Riding of Yorkshire, North and North East Lincolnshire. The 
remaining two Lots are Lot 2; West Yorkshire, North Yorkshire and York, and Lot 3; South Yorkshire. 
Timescales for these areas are yet to be announced. 
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A detailed piece of work has been carried out to assess the numbers of beds required and in which 
geographical locations.  Lot 1 bed requirements are 11 in total which incorporates General 
Adolescent beds with psychiatric intensive care beds. This service will provide for the populations of 
Hull Clinical Commissioning Group, East Riding of Yorkshire Clinical Commissioning Group, North 
Lincolnshire Clinical Commissioning Group and North East Lincolnshire Clinical Commissioning 
Group.  
  
NHS England is leading a new programme, announced in the Planning Guidance 16/17, that aims to 
put local clinicians and managers in charge of both managing tertiary budgets and providing high 
quality secondary care services. Tees, Esk and Wear Valley Foundation Trust was selected as one of 
the providers selected as the first-wave sites, working towards a go-live date in October 2016 to 
cover the North East and North Yorkshire. This will provide the incentive and responsibility to put in 
place new approaches which will strengthen care pathways to: 
 
*          improve access to community support 
*          prevent avoidable admissions 
*          reduce the length of in-patient stays and, 
*          eliminate clinically inappropriate out of area placements. 
 
It is clear from the CAMHS benchmarking that has taken place that there is significant variation in 
usage of Tier 4 beds as well as the length of stay in these units. The data shows that there is a link 
between this utilisation and lack of Intensive Community CAMHS services available in a CCG area; it 
is envisaged that the development of the LTP is a significant opportunity to develop Intensive Home 
Treatment and Crisis Services to reduce the need for admission. In order to improve the quality and 
outcomes for children and young people we will work closely with identified lead commissioners in 
Y&H to ensure that CAMHS Service Review and local plans link with Sustainable Transformation Plan 
(STP) footprints. This will enable better understanding the variation that currently exists across YH to 
help identify opportunities to challenge this in order to ensure equity of access, outcomes and 
experience for all patients. The aim is to develop greater understanding of patient flows and the 
functional relationship between services to work with commissioners and providers to support new 
and innovative ways of commissioning and providing services, in order to improve quality and cost 
effectiveness. This work will continue to carry out collaboratively through the Children and 
Maternity Strategic Clinical Network which includes all relevant stakeholders. 
 
The Yorkshire and Humber (Y&H) Mental Health Specialised Commissioning Team works closely with 
identified lead commissioners in each of the 23 CCG areas across Y&H to ensure that specialised 
services feature in their local planning. This work is done collaboratively through the Children and 
Maternity Strategic Clinical Network which includes all relevant stakeholders. There are a number of 
forums across Y&H where collaboration take place, these include for example, the Y&H CAMHS 
Steering Group, Specialist Mental Health Interface Group and also through individual meetings 
between NHS England and local commissioners. This way of working ensures that the whole 
pathway is considered when considering the development of services for children and adolescents.  
 
Summary of current provision in Yorkshire & Humber Region 
April 2015 – total beds in Yorkshire & Humber 90 (53 general adolescent and 37 other) – some of 
this capacity provides for the population of East Midlands. 
 
Services in Yorkshire & Humber 

• Leeds & York NHS Partnership FT (York) - 16 general adolescent beds, deaf out-patient 
services 

• Leeds Community NHS Healthcare Trust (Leeds) - 8 gen adolescent beds 
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• Riverdale Grange (Sheffield) – 9 CAMHS Eating Disorder beds 
• Alpha Hospitals (now part of Cygnet Hospitals) (Sheffield) – 15 general adolescent beds, 12 

PICU beds 
• Sheffield Children’s Hospital NHS FT(Sheffield) – 14 beds 14-18yrs, 9 beds 10-14yrs, 7 beds 

LD non-secure 8-18yrs, day-care 5-10yrs.  
 
 
In Summary 
NHS England and local commissioners work collaboratively in Y&H to ensure work is consistently 
undertaken with local commissioners to understand and address local issues that influence 
admissions to and length of stay within CAMHs inpatient services.  The variation of CAMHs service 
provision across Y&H is monitored through local and hub wide data to help identify trends/themes. 
Y&H MH Specialised Commissioning team have positive relationships with local commissioners and 
this is a significant determinant to ensure that local pathways work effectively to provide a whole 
system approach. The work undertaken with local commissioners as part of the transformation plans 
has aimed to ensure that the right services are in the right place, accessed at the right time and 
based on local population need.  Through the transformation plans all opportunities for collaborative 
commissioning have been explored. Good examples of these opportunities are in CAMHs Eating 
Disorder and Intensive Community Provision. 
 
 
Health and Justice Commissioning Team 
High numbers of children who offend have health, education and social care needs, which, if not met 
at an early age, can lead to a lifetime of declining health and worsening offending behaviour, with 
significant long term costs to the taxpayer and to the victims of these crimes. In recent years the 
national policy on sentencing for children who offend has changed, with around 97% now subject to 
community supervision as opposed to custodial sentencing. 
 
Children and young people who offend and those at risk of offending 
All children who come into contact with youth justice services are vulnerable by virtue of their young 
age and developmental immaturity. Many, however, are doubly vulnerable – that is, they are 
disadvantaged socially, educationally, and also because they experience a range of impairments and 
emotional difficulties. It is well established that children who offend have more complex health and 
support needs than other children of their age.  
 
Evidence suggests that between a third and a half of children in custody have a diagnosable mental 
health disorder and 43% of children on community orders have emotional and mental health needs. 
Research studies consistently show high numbers of children in the youth justice system have a 
learning disability, while more than three-quarters have serious difficulties with literacy and over 
half of children and young people who offend have themselves been victims of crime.  
 
Children who are, or who have been, in care are over-represented among the offender population. 
Research shows that 42% of children on custodial sentences had been ‘held in care’, while 17% were 
on the child protection register. 
 
Given what we know about the very high levels of complex needs among young people in secure 
settings, there is an urgent requirement to see young people in custody as children in need and for 
CAMHS to ensure access to the service is a priority.. The case is particularly strong for those 
identified with early behavioural problems and ADHD (both of which are known to have strong 
associations with offending behaviour, substance misuse and later mental health problems), those 
who have suffered previous maltreatment, young females (who have high levels of mental health 
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and other needs), young people from BME communities (who remain over-represented in custody 
settings), and those with mild to moderate learning disabilities and communication difficulties, who 
currently fail to access community services. Children who offend don’t always get early help with 
health needs – yet early intervention will lead to better outcomes. NICE guidance (2013) supports 
clearer evidence of what works to support children's and community outcomes – working with 
families and systems around young person. 
 
Future in Mind recognised that commissioners across the whole system need to work together to 
ensure integrated care pathways to enable young offenders with mental health problems at all 
stages of the criminal justice pathway can get the most appropriate care at the right time by the 
right person. 
 
One of the key objectives is to:  
Build capacity and capability across the system so that we make measurable progress towards 
closing the health and wellbeing gap and securing sustainable improvements in children and young 
people’s mental health outcomes by 2020;  
 
Challenges for children in the youth justice system 
 
Youth Offending Services (YOS) 
The success of the YOT model has been widely acknowledged as an effective way of providing 
children who offend with the right mix of care, supervision and rehabilitation.  The importance of 
integrated service provision within the YOS with clear care pathways is vital in the youth justice 
system where mental health problems in children who offend may be identified for the first time, 
but with a limited window of opportunity to assess need, plan for and deliver an appropriate 
intervention. Challenges include; 

• Threshold for acceptance into CAMHS is high and can exclude children with lower level, 
multiple and often complex mental health needs.  Children under the supervision of youth 
justice services and those identified as being at risk of offending must not be marginalised 
and they should have equal access to comprehensive CAMH services. 

•  Specialist YOT CAMHs workers, or clear pathways into CAMHs, are needed to support 
children with a community sentence and should be available for those on release from 
secure accommodation. 

 
Forensic CAMHs (FCAMHs) 
Children referred to FCAMHs may be involved with the youth justice system or be at high risk of 
being so in the future. They are likely to present with behavioural problems like violence and 
aggression towards others, harming themselves, fire setting or engaging in sexually inappropriate 
behaviour. FCAMH services work collaboratively with other agencies working in the youth justice 
system, there should be a dual emphasis on promoting and enabling individual recovery and 
independence, while also ensuring the protection of the public. 
Challenges in service delivery include; 

• The time of highest risk for children is during the transition between different parts of the 
pathway – it is essential this transition is managed safely and effectively. This is particularly 
the case for the transition from secure accommodation to increased independence and 
responsibility in the community. There is a need for children on release from the secure 
estate to be referred to a community forensic CAMHs if they have been assessed within the 
estate as needing a service, but the sentence has been too short to start or complete an 
intervention.  

• The principle of ‘equivalence of care’ established that people (including children) in prison 
should have the same standard of care that is available to the wider (non-imprisoned) 
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population. The 3 secure establishments for children in Yorkshire and the Humber; HMYOI 
Wetherby, Aldine House and Adel Beck Secure Children’s Homes all have access to FCAMHs 
but there is often no community service to provide treatment or follow up available. 

 
Liaison and Diversion Services (L&D) 
Liaison and Diversion (L&D) services operate by referring offenders who are identified with having 
mental health, learning disabilities, substance misuse or other vulnerabilities to an appropriate 
treatment or support service.  At the point of arrest, there is an opportunity to identify these needs 
early on, to link young people and their families with the support they need and to reduce the 
chance of people going in and out of the youth justice system. Most adults with poor mental health 
first present with symptoms during their teenage years so early intervention is critical to promote 
children's life chances and reduce multi-sector costs. An independent evaluation found that young 
people involved in L&D services took longer to reoffend and showed significant improvements in 
depression and self-harming 
 
Challenges in service delivery include; 

• Following assessment by the L&D practitioner the child is referred to the most appropriate 
mainstream, YOS, and voluntary health and social care services to meet their mental health 
needs.  Clear care pathways need to be established into comprehensive CAMHs for children 
they are on the fringes of early criminal activity right up until their resettlement after 
custody.  

• Pathways from L&D services will need to include services for those with mental health and 
behavioural difficulties as well as care pathways for those comorbid mental health and 
learning disabilities.  

 
In conclusion the youth justice system differs from the adult criminal justice system to reflect the 
fact that children have a different level of mental capacity, experience, maturity and different 
developmental needs. If evidence based mental health interventions are provided as soon as 
possible on entering the system or upon resettlement after custody, there is the greatest chance of 
avoiding the range of negative outcomes for these children. 
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8.3 Local Priorities 
The evidence base and information gathered and robust consultation across key stakeholders has 
identified key local priorities for the transformation plan. These continue to represent the key areas 
for implementation locally.  

 
The key local area priorities identified are: 

1 Have an ‘asset-based’ approach to the transformation – build on the strengths in Wakefield 
and improve engagement and relationships and transparency between providers 
 
 

2 Engage all partners in the decision making process about the care for a child or young 
person who needs support in relation to their mental health and wellbeing and take a 
multi-disciplinary approach to offering care, providing a menu of interventions designed to 
meet the need of the individuals and their family 

3 Take a ‘whole-family’ approach to providing support 
 
 
 

4 Intervene early in the lives of children and young people, and ensure the practitioners that 
work with children and young people are able to identify mental health and wellbeing 
concerns  
 

5 Empower universal and early help practitioners (school staff, school nurses, health visitors, 
family support workers, third sector colleagues, youth workers etc) to support young 
people when an issue is identified (rather than make a referral) where this is the most 
appropriate care for that young person 

6 Develop locations and ways of accessing services that better meets the needs of young 
people, including appointments in the school, home and community, where this is 
appropriate  
 

7 Work with children and young people to develop emotional literacy – methods for coping 
themselves and supporting their peers, and reduce the stigma associated with mental 
health and improve awareness of this 
 

8 Reduce the incidence of self-harm, and support those at risk of self-harm sooner, and 
support the reduction in risk-taking behaviours 
 
 

9 Consult with children and young people meaningfully and as an ongoing process – to 
review the impact of changes and the quality of services and support ongoing service 
improvement  
 

10 Effectively coordinate care to manage transitions between service providers, to further 
reduce the ‘tiers’ of services and barriers to access, and support effective access to 
specialist services 
 

11 Effectively target and engage vulnerable groups in services to ensure the full spectrum of 
mental health needs is addressed 
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9. Delivering the Local Priorities 
 

Priority 1: Have an ‘asset-based’ approach to the transformation – build on the strengths in 
Wakefield and improve engagement and relationships and transparency between 
providers 

The principles of service improvement are to effectively build on the existing service model in 
Wakefield – to take a ‘strength based approach’ to transforming services, to add structure and 
strength and capacity to the current offer, to ensure changes are sustainable and manageable and 
will happen organically. 

 
Working to a strength-based model and engaging current providers is key to achieving the level of 
organisational buy-in to affect change on this scale. The major challenge of the programme is 
effectively engaging partners and providers in supporting the proposals, and meaningful 
engagement is vital in delivering real change across the system. The fundamental principle of the 
programme in Wakefield will be to engage partners and work together to make sustainable step-
changes to services for children and young people, and their families, in Wakefield. 
 
Early help offer 
The Early Help Hubs developed through Wakefield Council are the vehicle for change; they provide 
the infrastructure to plan an integrated delivery model, a collaborative approach to case 
management, integrated packages of care including a range of services, a ‘whole family’ approach to 
care, and a non-clinical environment for accessing services.  
 
Menu of interventions 
The starting principle of the transformation is to make all partners, providers, service users and 
wider population aware of the current offer. A detailed and up-to-date menu of interventions will 
inform referrals and support packages, avoid duplication and provide the basis from which service 
transformation can build. It is intended that funding is used to add capacity to undertake the further 
detailed scoping work, and develop a clear menu of interventions, and access arrangements, so 
providers are clear on the integrated model, and that this is information is owned and regularly 
updated. 
 
Culture 
Workforce development and effective communication and engagement will ensure that there is a 
change to the culture for delivering services for children and young people. This will embed 
evidence-based service improvement, delivered by a fully engaged workforce with the right mix of 
skills and experience. 
 
 
 
Priority 2: Engage all partners in the decision making process about the care for a child or 

young person who needs support in relation to their mental health and wellbeing 
and take a multi-disciplinary approach to offering care, providing a menu of 
interventions designed to meet the need of the individuals and their family 

Referral process 
Current referrals for mental health support tends to be diverted via GPs, with schools and universal 
and early help practitioners advising young people and their families to make an appointment to see 
their GP if there are concerns identified. 

 
This adds time to the referral process where the young person has to make an appointment, and 
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presents a risk if the young person does not make an appointment or makes one but does not 
attend. The other issue is the loss of history and practitioner knowledge where referrals are made 
via a GP – the universal or early help practitioner has the history, will likely have offered some 
support or intervention, and this should be captured and used to inform the assessment of need and 
allocation of support for the young person. 

 
It is therefore proposed that referrals will be made directly from practitioners in to the single point 
of contact, rather than divert via a GP. Where a young person presents at a GP as a ‘first contact’ 
with an issue then the GP would refer in to the single point of contact through this process. This will 
reduce the time lag and improve the detail and history in referrals. 
 
Multi-Disciplinary Assessment and case management 
Once a referral has been made the identification of support will be made through a multi-disciplinary 
assessment. This will include key partners at an allocation meeting, to discuss the referral and 
identify a package of care across the partnership. 
 
This approach will further support and empower universal and early help practitioners in delivering 
support and interventions. Concerns have been raised through consultation about the risk of holding 
a case and the risk of challenge that goes with that. The multi-disciplinary approach would mean 
partners would agree to the support package, and so this would develop a shared responsibility and 
joint investment in the support. 
 
Specialised services will be represented in this process through the care coordination function, who 
would work with specialist services for relevant cases and feed this in to the multi-disciplinary 
process. 

 
This approach would also give greater clarity with regards individual and organisation roles and also 
increase recognition for support and interventions being provided. Schools and third sector partners 
all strongly reflected a lack of recognition for the support they provide and expertise they have as a 
barrier to developing effective integrated support. 
 
Common early assessment tools 
The transformation plan will develop resources that develop a common language and approach to 
assessment and engagement – which will build on the ‘risk and resilience’ model locally, and use the 
‘signs of safety’. Investment will be targeting in this area to develop resources and roll this out across 
all mental health and wellbeing service providers. 
 
 
 
Priority 3: Take a ‘whole-family’ approach to providing support 

 
Whole family approach 
The multi-disciplinary assessment and allocation process will allow for the embedding of the whole 
family approach to care. It is fundamental to achieving changes in the lives of children and young 
people that we change the environment they live in. 

 
Multi-disciplinary assessment will allow the needs of the young person to be considered in the 
context of the whole family, and interventions can be tailored to offer holistic support to parents 
and carers and siblings, to support the needs of the young person entirely, and again move away 
from the ‘tiered’ approach to delivery where a young person fits in a specific intervention for a 
period of time. 
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Parental mental health 
Whilst this is perceived as being an issue for adult services, it is important to recognise the impact 
that this has on the child. Parental mental ill health and failures in bonding and attachment impact 
on the emotional and cognitive development of the child.  This has very significant long term 
implications for the mental health of the baby, and the child and adult they become.  The model in 
Wakefield is about developing an effective whole family approach, and clear routes to support for 
parents through the effective links with adult mental health services. 
 
 
Priority 4: Intervene early in the lives of children and young people, and ensure the 

practitioners that work with children and young people are able to identify mental 
health and wellbeing concerns 

Prevention and early intervention approach 
The aim of the transformation for services is to ensure there is sufficient support for children, young 
people and their families at the earliest possible point they need it. The model in Wakefield plans to 
develop robust early identification and support mechanisms within universal and early help services, 
and provide capacity and expertise from specialists in the community to provide and enhance the 
interventions already in place with universal and early help services.   
 
To support this transformation will invest in additional capacity in CAMHS as a temporary 
arrangement. This additional capacity will support assessments and interventions and maintain 
capacity while the primary practitioner roles are established. This is to ensure the transition is safe 
and the needs of children and young people continue to be met. 
 
To support the transition and manage the implementation capacity is also included for a coordinator 
role, which will manage the range of stakeholders, and lead the introduction of the multidisciplinary 
assessment and integrated delivery in the seven area hubs.  
 
Early Years Services (PVI / HV / School Nurses / children’s centres) 
The prevention and early intervention principles are supported by those services that support 
children at the earliest point of their lives, to give them the best possible start, and identify issues 
and additional support needs as early as possible and identify support and interventions. 

 
Health Visitors and School Nurses have a critical role in early identification and support, as does the 
PVI childcare providers, including engaging children and their families who are in receipt of two year 
old funding. Children’s centres in Wakefield are integrated in the area locality hubs and will provide 
early support and engagement for children and their parents and support improved emotional 
wellbeing from an early age. 
 
Training and support will be funded across the early years offer to ensure services are able to 
identify mental health and wellbeing concerns and provide support and interventions, and make 
appropriate and timely referrals. 
 
Reducing demand for Specialist Services 
The earlier identification of mental health issues, and support through the early help offer will 
reduce impact on specialist services, decreasing demand, preventing children and young people 
from escalating, and minimise the impact of pre-assessment CTR. 
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Priority 5: Empower universal and early help practitioners (school staff, school nurses, health 
visitors, family support workers, third sector colleagues, youth workers etc) to 
support young people when an issue is identified (rather than make a referral) where 
this is the most appropriate care for that young person 

Primary practitioners 
Key to the logistical implementation of multi-disciplinary assessment and support and embedding 
expertise and confidence to support children and young people in universal and early intervention 
settings is the Primary Practitioner role from CAMHS. This role will have a community focus, and 
deliver through the early help hubs and schools, provide an early response to care in the community, 
linking the providers together effectively, triage referrals, and providing early identification and low 
level support.  
 
This will be the focus for investment for the transformation plan, managing the transition between 
early intervention and clinical services, offering interventions in the community, and building 
capacity and expertise in early help providers to offer interventions and identify support needs 
earlier. 
 
Clinical Oversight 
The Primary Practitioners will develop arrangements for clinical supervision and support across 
organisations, where practitioners are working with a children and young people to support their 
mental health and wellbeing, to give assurance and support to early help providers to have offer 
more interventions for children and young people. 
 
Workforce development 
A plan for workforce development is already in place through the Early Help Hubs, with all staff 
being supported to access mental health awareness training. This will be extended to ensure that 
staff across all services has access to a programme of mental health training for all staff with 
interventions with young children. This will inform and empower the workforce, and will be a 
priority for the funding and implementation process, and will ensure the right mix of skills and 
experiences to support improving outcomes for children and young people. 
 
Education Sector 
There is further resourcing, capacity and expertise available in schools. Schools have been engaged 
in developing the transformation, and as a result it is proposed that we work closely with Primary 
and Secondary school colleagues to ensure the changes proposed will improve access to services 
access for them, but also to engage the resources held in schools in developing the service offer. 
 
Funding will be allocated to schools to support the rollout of consistent procedures and pathways, 
and to rollout the principles of the nurture groups in schools providing early identification and 
support, and the use of individual development plans to support effective transition of care.  
 
The funding allocated to workforce development and the primary practitioner roles support delivery 
of the proposal set out in the schools CAMHS pilot bid. 
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Priority 6: Develop locations and ways of accessing services that better meets the needs of 
young people, including appointments in the school, home and community, where 
this is appropriate 

A key strategic response is the development of accessible local services. This includes developing 
alternative methods of engaging children and young people in services.  
 
Online Counselling Service 
The development of online counselling and peer support services is an example of this and will 
provide an alternative mechanism for young people to access services. The service goes live in 
October 2015 following the development of pathways and referral processes, and provides peer 
support and online counselling services, and has been advertised through schools and early help and 
youth services for children and young people.  
 
The service is accessible to children and young people in their own home, and does not require 
referral – it is open access. This provides young people an opportunity to engage with services 
discretely if they choose, and at their convenience – it is available at evenings and weekends. 
 
The online counselling services will be evaluated to consider the effectiveness and to confirm 
whether this is the most effective way to deliver this service. This will include feedback from children 
and young people.  
 
Environment for delivery 
Wanting the right environment for delivering services has been something that young people have 
fed back, and there has been challenge about the suitability of clinical environments in some cases. 
As a result is planned that the service offer is developed to deliver in environments that children and 
young people already feel comfortable in, where it is appropriate to do so, and arrangements are 
being made with schools, early help hubs and third sector and community premises to support the 
delivery of services for children and young people.  
 
A full asset review will be undertaken and aligned with the menu of interventions; community 
locations will be advertised and made available for services to use, including partners in the third 
sector. Funding has been allocated to support this. 
 
Single Point of Access 
A challenge from providers and service users is the ease of route to market. The first challenge was 
to provide a transparent menu of activity (see ‘menu of interventions’ in priority 1); the second is to 
develop a mechanism by which referrals can be made for support. It is proposed that a single point 
of entry for services is developed, to remove the ‘tiers’ of service, and provide clarity on the referral 
process.   

 
The single point of contact will build on the arrangements already in place in the early help hubs, 
and will be allocated for support through the MDA process. Funding is allocated to support the 
development of the single point of access. 
 
Personalisation 
Personal Health Budgets (PHB) embodies a new approach to care which acknowledges the patient as 
the expert on how their condition affects them and enables them to have choice and control over 
their care package. A PHB should be available to anyone eligible who may benefit from this 
additional flexibility and control. 

 
In Wakefield, from April 2014 children and their families with an assessed continuing care need have 
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a right to ask for a PHB, with a right to have one from October 2014. From September, children & 
young people with an Education, Health and Care plan will also be eligible. Patients with long term 
conditions will be considered for PHBs as processes are developed. Children and young people 
whose health needs can be met by universal services, i.e. GP, health visitor, school nurse, will not 
require a personal health budget. 
 
The flexibility of a PHB means the young person/ family can purchase services from any provider. It is 
the responsibility of the CCG to ensure that the young person/ family is provided with good 
information during support planning and understands the risks involved with different choices. 
 
The continued rollout and implementation of PHB for children and young people will be managed 
through the local transformation plan.  
 
Third sector 
The third sector are key to delivering services to children and young people, and the scoping exercise 
and development of the plan  includes representation from across the third sector to plan this work. 
There is significant capacity and expertise that currently is being under-utilised. Third sector partners 
need to be engaged equitably in the delivery model, and will form a critical part of the MDA process 
and support plans for children, young people and their families. 
 
Funding is allocated to support the third sector engagement and coordinate the third sector 
response to the multidisciplinary assessment and integrated delivery model. 
 
Priority 7: Work with children and young people to develop emotional literacy – methods for 

coping themselves and supporting their peers, and reduce the stigma associated with 
mental health and improve awareness of this 

Stigma and cultural change 
Funding is available to support work around stigma and cultural change for mental health and 
wellbeing. The vision of the programme is to improve and raise awareness of mental health and 
psychological wellbeing across Wakefield, and this project will reduce stigma, create an inclusive 
culture and improve an awareness of mental health, through engagement and effective 
communication. 
 
The expected long term outcomes of the project are: 

• People with mental health problems face less discrimination when accessing services 
• People with emotional H&WB problems are supported 
• People with mental health problems feel empowered to tackle any discrimination they face 
• There is greater awareness and understanding of mental health conditions amongst the 

population of Wakefield 
• Attitudes and behaviours towards people with mental health problems are improved 
• Myths around mental health conditions are less prevalent in health and social care 

services, and in society more widely  
• People with mental health problems feel understood and appropriately cared for within 

health and social care services 
• Schools are targeted to engage young people and support cultural changes and reduce 

barriers for accessing services 
• Self-harm is addressed through work around resilience and coping mechanisms 

 
Schools App 
West Wakefield Health and Wellbeing Ltd have taken part in the schools app challenge, and in 
support the consultation and engagement with you people around mental health and wellbeing 
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have develop an app for young people in relation to bullying. This is being finalised currently and is 
ready to roll out in November. The app is ‘Dragon in the Attic’ which requires young people to look 
after their dragon and keep it safe by learning and making good health and wellbeing choices. There 
are key themes around bullying, keeping safe online and relationships, and links to key services 
including CAMHS and the online counselling service. 
 
This provides an accessible resource for children and young people and utilises new technology to 
support young people to understand their mental health and wellbeing needs, and supports them in 
understanding and accessing a range of services.  
 
Community Anchors – develop independent communities 
Sustainability is a key theme of the transformation plan. It is planned that work is done to develop 
locally-led sustainable communities to provide services. The community anchors project is 
developing links in local areas, and looking at models of peer support and community resilience as 
ways of engaging people and providing informal support in a structured and guided way. 
 
Models of Peer Support 
To complement the community anchors project work is also planned to develop effective peer 
support, to provide networks of support that wrap around more formal interventions to achieve a 
sustainable package of support that meets the needs of individuals in their own communities. 
Funding is not initially allocated to this in year one, however this will be developed in a subsequent 
year of the transformation, to build on the community anchor work once completed. 
 
 
Priority 8: Reduce the incidence of self-harm, and support those at risk of self-harm sooner, and 

support the reduction in risk-taking behaviours 
Self-harm and suicide 
The consultation with children and young people and across the partnership identified self-harm as a 
key issue in Wakefield. In 2012 in Wakefield there were 700 CYP under 18 years old who required an 
overnight stay in hospital as a result of an intentional injury. 

 
The transformation will work across the services to improve awareness and information for young 
people and to challenge the stigma attached to self-harm. Workforce development will support 
practitioners to have a better awareness of self-harm to improve identification in young people. A 
key priority will be training and support to develop a district wide response to self-harm. Funding 
has been made available to support this. 
 
A self-harm policy has been developed with a Wakefield School6 in response to an increase in 
identification, and it is proposed that this is rolled out as a model of good practice. Funding is 
available to support the rollout of policies and practices across schools in relation to this. 
 
Alcohol and Substance Misuse 
Community Alcohol Partnerships have been running in the Airedale area of Castleford for just over 
twelve months. The next step is the incorporate a community alcohol partnership in each of the 
early help hubs, to create seven across the district.  
The focus of the partnership is around under-18 alcohol misuse and anti-social behaviour and also 
includes work around associated issues such as domestic abuse and poly-drug use etc. It is based 
around education first, working within and alongside schools, youth settings etc. This provides 
access to parents and enables key messages to be shared via the school. The third aspect is working 

                                                           
6 Kettlethorpe High School 
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with off licence sales to get small independent shop staff up to a similar standard as the big retailers 
working on Challenge 25. This project is underway and will be managed through the transformation 
process. 
 
In response to the growing concerns about the use of New Psychoactive Substances (NPS) a District-
wide delivery plan has been developed. The plan sets out how we will work in partnership to plan, 
implement and deliver an appropriate and effective response to New Psychoactive Substance in 
Wakefield, incorporating demand and supply reduction initiatives, raising awareness and reducing 
harm to Wakefield’s communities, with a particular emphasis on young people. 
 
A new strategy to reduce alcohol related crime and anti-social behaviour in the Wakefield District 
has been developed which sets out a five-year vision to reduce alcohol related crime and anti-social 
behaviour in our city and town centres throughout the District and will be achieved through a joined 
up partnership approach. The plan highlights the risks to children and young people includes actions 
to prevention alcohol misuse and educate young people to the risks and harms. 
 
Crisis response 
The local investment in crisis response will continue, which will be enhanced by the care 
coordination role, and will be further developed through the liaison mental health funding 
announcement will support an increase in the crisis response offer, through developing psychiatric 
liaison resources, and CAMHS crisis response teams to deliver this offer. 
 
 
Priority 9: Consult with children and young people meaningfully and as an ongoing process – to 

review the impact of changes and the quality of services and support ongoing service 
improvement 

The transformation of services will develop the current mechanisms to engage the voice of children 
and young people in planning and reviewing services. It is intended that consultation takes place as a 
regular on-going exercise, rather than a discrete piece of work intended to inform a specific change. 

 
It is proposed that the third sector are engaged as critical in the effective engagement of children 
and young people, and the links the sector has with local communities and the trust and credibility 
with local residents helps to gather robust and informed information. Funding is allocated to support 
the development of this process to engage and develop mechanisms for consultation and feedback. 
 
 
Priority 10: Effectively coordinate care to manage transitions between service providers, to 

further reduce the ‘tiers’ of services and barriers to access, and support effective 
access to specialist services 

Care Coordinator roles 
Care Coordinator roles will be developed through the funding and will manage effective transitions 
of care in and out of specialist services, and between children’s and adult services. The Care 
Coordinators will review arrangements for funding care, and review outcomes for children and 
young people receiving support. 
 
This will be an immediate priority for the transformation plan, to meet local needs and support 
children and young people access transitioning in and out of specialist services. 
 
Transition in to adult services 
While the Future in Mind report focusses on the transformation of services for children and young 
people it is important to ensure that we use this opportunity to also transform the transition of care 
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for young people entering adult services. Commissioning arrangements to ensure there is seamless 
care from young people to adults, and a transformation group has been established to further 
develop these arrangements.  

 
Engagement and communication with specialist services 
The transformation plan will develop clear transfer protocols and lead contacts for services, and will 
develop a communication plan so progress and outcomes and updates for children and young 
people in specialist services are shared where appropriate, and transition and step-down can be 
managed effectively.  This will be supported by care coordination role, with WCCG supporting 
improving care planning arrangements, and aligning pathways and support planning. 
 
Priority 11: Effectively target and engage vulnerable groups in services to ensure the full 

spectrum of mental health needs is addressed 
The transformation plan will work to overcome barriers to accessing services, and target the 
engagement of hard to reach groups in mental health and wellbeing services 

 
Vulnerable groups to be engaged include: 

• Looked after children (LAC) 
• Care leavers 
• Children and young people from BME groups 
• Children and young people with LD and physical disabilities 
• Children and young people with sensory disabilities 
• Young people suffering or at risk of sexual abuse 
• Young people suffering or at risk of CSE 
• Young people suffering domestic abuse 
• Young people who are LGBT 
• Young carers 
• Travellers  
• Children and young people in contact with the Youth Justice System 

A number of key vulnerable groups have been engaged through the consultation process and have 
fed back on the barriers to accessing services.  
 
The transformation plan will ensure that the service offer addresses the full spectrum of needs, by 
targeting vulnerable groups and removing barriers to accessing services. LAC and care leavers will be 
an initial priority for the engagement work, and work is ongoing to engage young people in contact 
with the Young Justice System. 
 
The CRI is engaged in supporting the engagement of vulnerable young people, and the overall 
engagement linked to youth offending and youth justice, and will include the YOT service and police 
input to deliver.  
 
Young people who are LGBT have discussed the challenges of this, and the emotional and mental 
health implications, and an early focus for engagement will be this group. 
 
Engagement has also started with the African Women’s Group in Wakefield, who have highlighted 
the challenges of feeling isolated and disengaged and trying to adjust to life after arriving in this 
Country, and this will continue through the implementation. 
 
A scoping exercise will be undertaken, and funding has been allocated for this, to identify hard to 
reach groups and establish barriers to accessing services, and clear actions to overcome these. 
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10. Progress again the Key Deliverables  
 

An action plan for the first phase of implementing the programme was developed to set out the 
scope of work in the first year of the programme. Key metrics for delivery have been established 
including the indicative financial resource allocation for each area. There are details project plans 
being developed for each of the areas in the transformation plan – the key deliverables and 
outcomes reflect key milestones and highlights. 
 
The plan identifies the projected spend in 2015/16 and also a tentative plan for 2016/17 to give a 
sense of direction with regards the longer term vision. Timescales for implementation have been 
identified, as has the agency leading the work, although there is a multi-agency approach to 
implementation through the Project Board and joint commissioning arrangements in Wakefield. 
 
The project board will oversee implementation and will identify and monitor risks and report on this 
though the governance structure in place.  
 
Primary Practitioners 
The CAMHS provider is currently recruiting Primary Practitioner roles to support the work. A lead 
Primary Practitioner is in post and is supporting the rollout of the model.  
 
The Primary Practitioner service is now staffed with 12 PP’s, Team leader and clinical lead. The 
remaining 2 PP’s will be appointed in October 2016. The Primary Practitioners are now making links 
with all schools that have signed up to the Future in Mind Programme. 
 
The Primary Practitioners are working with a school7 who are very supportive of the programme and 
who have identified a need in some of their young people around emotional wellbeing when arriving 
at school. We are piloting a nurture group in a classroom setting that children can start the day off in 
to support them in their transition in to school. The child’s needs will be individually assessed and a 
support plan put in place to develop a set of goals for the child to work towards e.g. to decrease 
time needed in the setting over a period of time. The Primary Practitioner is going to work with the 
school to help them to develop a set of resources and interventions they can use with children and 
young people and roll out across the district. 
 
The Primary Practitioners are developing a system to monitor the progress a child or young person 
has made through the interventions that are being delivered through schools, and to report on the 
progress being made. 
  
Online Counselling 
KOOTH are working very well both online and through the face to face counselling that is being 
delivered through some of our academies across Wakefield. The online counselling service is very 
successful and we have over 800 young people using the online provision.  
 
A report detailing the offer and impact of the Online Counselling is included at Appendix Q. 
 
Face to Face Counselling 
Face to face provision has also been commissioned to fill a gap identified through the consultation 
and provide a ‘blended’ service, and allow cases to be escalated from online support. There are 
three Counsellors based in the localities providing face-to-face counselling support. 
 
                                                           
7 Newlands Primary School 
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The face to face counselling service is working well within the schools and counsellors sessions are 
always taken up. The KOOTH service will be coordinated by the Primary Practitioners to ensure we 
never are of risk of creating waiting lists for the service, and to ensure we have a multi-agency 
response to planning and providing care for our children and young people. 
 
Community Navigators 
Wakefield has 7 WTE Community Navigators who are working across the 7 early help localities. The 
Community Navigators have already started making contacts with the Primary Practitioner teams 
and schools in their locality areas, and embed in the local area teams. 
 
Through the Community Navigator programme we will create a menu of training programmes that 
will be offered by a number of our third sector organisations and commission any additional training 
where gaps are identified.  
 
The Community Navigator team will work to overcome barriers for young people in accessing 
services, holding cases and leading 1-1 work adding to local capacity. The Navigators will also 
advocate for children and young people, overcoming barriers to access and supporting attendance 
of and access to services. 
 
Volunteer Programme  
We are currently developing a volunteer programme; the programme will be available in each of the 
localities coordinated by the Community Navigator in that area. The Community Navigator training 
and the workforce development programme will be available to our volunteers so they can develop 
their knowledge and skills. A sub-group is in place to take this work forward and increase the 
volunteer workforce in support of the mental health transformation programme. 
 
Samaritans Programme  
We have commissioned the Wakefield Samaritans to deliver a peer mentoring programme in 
secondary schools for year 9 and 10 students. 
 
The training is suitable for students who would like to help support other students who may need 
someone to talk to, and works well with older students supporting their peers and younger students. 
Listening skills can be beneficial in all aspects of life both in and away from school but in particular 
when supporting anyone who may be experiencing a difficult time. Students are trained in groups of 
18.  
 
Learning Outcomes 
On completion of the course students will: 

• Have an understanding of Samaritans and what they do 
• Understand how emotional health can affect your wellbeing 
• Understand what a mentor is 
• Hearing vs listening 
• How to spot someone in distress & what you can do 
• Explored the value of listening 
• Have the tools for effective listening 
• Have an appreciation of Self Harm  
• Discussed barriers to listening; our own and others 
• Have experience of giving and receiving feedback 
• Practiced active listening skills 
• Know the importance of emotional support, both giving and receiving  
• Know where to go for help 
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The Samaritans have already delivered the programme to a number of schools in Wakefield and 
have the praised the attitude and maturity of the young people who have taken part in the 
programme. The pilot of the programme has evaluated well and will be rolled out across all 
secondary schools in the District. 
 
Multi-Agency Model: 
A pilot for the multi-disciplinary assessment process and whole family support model has been 
completed in the South East of the District (in one of seven of our local area delivery hubs). The 
governance and process for this, and core principles have been developed by this group, with the 
model starting to be delivered. This has been rolled out district wide from September 2016. 
 
Third Sector Engagement: 
We have introduced a membership framework for third sector partners; this allows third sector 
organisations to access opportunities through Future in Mind and provides assurance about quality 
and standards of providers. Through this process we have developed the Community Navigator 
model delivered by the third sector, to provide community based support to work with children and 
young people and overcome barriers to accessing services.  
 
Future plans include a consistent model for supervision, extended counselling resources, and further 
support for children at risk of CSE.  
 
Schools and Education Engagement: 
Fourteen schools (Primary, Secondary and specialist) are on the education and schools board. We 
have met with a number of heads groups, and individually with the Primary and Secondary schools 
in the South East, and with special school heads, and are continuing the schools meetings across all 
areas from September 2016. 
 
The education and schools group are actively engaging colleagues in a programme of training. The 
initial focus has been agreed as rolling out the mental health first aid training, and supporting 
interventions for self-harm.  
 
Feedback and engagement from schools and education colleagues has been very positive about the 
proposals and the impact of the initial implementation of the programme. 
 
Consultation and Engagement: 
A consortium of third sector organisations has been commissioned to lead the consultation and 
engagement of children and young people, on an ongoing and meaningful basis, and develop a clear 
mechanism to feed the recommendations in to the decision-making process.  
 
We have developed a report on the outcome of the consultation and written up case studies of 
young people’s experiences of services in Wakefield.  
 
This work will continue on an ongoing basis and this is being reported in to strategic boards for 
children and young people to inform decision making. 
 
Workforce Development: 
The workforce development programme is being delivered across the district and a plan for 2017 
has been developed. The programme will run a considerable number of sessions over next year. The 
workforce development programme will offer a variety of venues and times so that we can make the 
programme as accessible as possible. The Primary Practitioners are working with our Youth 
Offending Team to plan how we deliver to our special schools. 
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A ten session programme of workforce development started in September 2016. This is being rolled 
out on a locality basis and is for all practitioners working with children and young people and is free 
to access. 
 
The sessions in the ten week programme are: 

• Introduction to Mental Health 
• Risk and Resilience 
• Anxiety 
• Attachment 
• Depression 
• Sleep 
• Self-Harm 
• Eating Disorders 
• Therapeutic Communication Skills 
• Solution Focussed Working 

 
Self-Harm: 
The focus of the training programme in schools and community services is self-harm – the training 
programme started in September 2016. The Primary Practitioners also specialise in self-harm and 
focus on interventions in this area. The additional capacity developed in CAMHS through the 
establishment of the eating disorder service has a focussed response to self-harm through clinical 
interventions. 
 
Care Coordination: 
We have appointed a Care Coordinator who is working with colleagues in NHS England, CAMHS and 
external commissioners and providers to effectively manage transitions and ensure we have 
appropriate placements delivering positive outcomes for our children and young people. The Care 
Coordinator leads the CTR process for children and young people in Wakefield.  
 
The Care Coordinator leads the review of out of area placements, ensuring the bets outcomes for 
children and young people are achieved and value for money is being delivered. 
 
Eating Disorders: 
A multi-disciplinary regional eating disorder service is in place across Kirklees, Calderdale, Wakefield 
and Barnsley and is reflective of National Guidance; Access and Waiting Times Standards for ‘C&YP 
with an Eating Disorder’ and is meeting the waiting time standards.    
+ 
CYPIAPT: 
Staff from CAMHS and the YOT is attending the programme. Plans are in place to rollout the core 
principles in 2016/17. We are also working across all providers to prepare staff for attendance on 
the programme in the next cohort, and Wakefield have successfully accessed places on the CYP 
Enhanced Evidence Based Practice (EEBP) Course to support transitions to the full IAPT programme, 
which includes colleagues from third sector organisations. 
 
Perinatal Mental Health: 
A third sector provider has been commissioned to deliver peer volunteer coordinator roles, a 
programme of training and support around Perinatal Mental Health, and to set up a befriending 
scheme to work directly on Perinatal Mental Health. This service is established and is providing 
support. The Perinatal Mental Health strategy group continue to meet, and have established a 
robust delivery plan.  
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11.  Rationale for Investment 
 

Wakefield invests well in CAMHS provision, maintaining a strong community offer, and has an 
effective service offer for mental health intervention. The consultation and engagement identified 
that the key barriers for accessing services and critical issues for children and young people come 
earlier in life, and earlier in their support need, when they first need to access services. 
 
Children and young people told us that they wanted support earlier, in their own communities. They 
also discussed having more help to help themselves, and to help their peers and family. 
 
As a result Wakefield is investing in Primary Practitioner roles to offer earlier interventions and 
working intensively with early help service providers and schools to train, educate and support in the 
identification and interventions for mental health and wellbeing. 
 
We are developing locations for accessing services in the community and have commissioned an 
online counselling service so young people have immediate access to services, and can get support 
independently, in their home if they choose. 
 
We have identified with partners the need to ensure that we can effectively support transitions, 
preventing delays in transferring children and young people and ensuring effective support and care 
packages are put in place. Care coordination will support this and ensure the early intervention work 
continues to reduce demand for specialist services and prevent the escalation of cases. 
 
All partners will work together to assess the needs of children and young people and to provide 
support. The transformation process will put in place governance arrangements and systems to 
support the multi-disciplinary offer. 
 
Wakefield through the transformation process will ensure children and young people receive care 
and support in a seamless and coherent way and will further streamline referrals and transition 
between services. There is investment in care coordination to support the delivery of a timely and 
joined-up offer for children and young people. This includes a focus on transition between specialist 
and community services, and between children’s and adult services. 
 
Wakefield has aligned its STP to the principles and work developed through the LTP. The STP has a 
focus on early years and mental health, and the transformation plan forms a key part of the 
proposals for these areas in the STP. The ‘Early Years’ and ‘Mental Health’ pages from the STP are 
included at Appendix P. 
 
Alongside the transformation programme Wakefield is undertaking a robust improvement process 
with the CAMHS service. This aligns with the approach set out in the transformation programme, 
and the commitment made under the application for additional funding to support waiting times. In 
partnership we have undertaken a process mapping exercise to identify areas for improvement, and 
developed an action plan to focus work in these areas. Improving the accessibility of CAMHS service 
alongside the transformation plan provides a holistic whole system improvement and cultural 
change. The CAMHS service is positively and dynamically engaged in both the improvement process 
and the transformation plan, and is a critical partner in achieving both.  
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Mental Health Transformation: Funding Summary: 
 
Area 2015/16 2016/17 

Funding Allocation Actual Spend  Funding Allocation Projected Spend  
 
Eating Disorder Service 
 

 
£195,515 

 

 
£195,515 

 

 
£799,000 

 
£799,000 

 
Future in Mind Transformation 
 

 
£489,395 

 

 
£489,395 

 

 
£195,515 

 
£195,515 

 
Other funding (including CYPIAPT) 
 

 
£50,000 

 
£50,000 

 
£112,500 

 
£112,500 
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12. Implementation 
 

The transformation plan and subsequent review have been developed collaboratively with 
representation from partners through the project board and has achieved strategic buy-in from 
reporting through the governance structure (at Appendix C), and approved by the Health and 
Wellbeing. 
 
The refreshed plan will be published on 1st November 2016 on the following websites: 

• Wakefield CCG:  http://www.wakefieldccg.nhs.uk/ 
• Wakefield Metropolitan District Council:  http://www.wakefield.gov.uk/ 
• Young Lives Consortium Wakefield: http://www.ylc.org.uk/ 
• Healthwatch Wakefield: http://www.healthwatchwakefield.co.uk/ 

 
The project board continues to meet on a three weekly basis. The function of the group continues to 
be to manage the implementation of the actions. The theme boards established will also retain their 
role and manage the operational implementation in their theme area. 
 
The governance structure remains active, and regular reporting continues, in order to maintain 
strategic buy-in throughout the duration of the programme. 
 
Key Strategic Links 
The implementation of the action plan is reported regularly to the Health & Wellbeing Board to 
maintain progress and manage strategic links locally, and through the joint Health and Wellbeing 
Strategy. The Children and Young People’s Plan locally supports the delivery of the transformation 
plan, with governance and challenge through the Children and Young Peoples Partnership Board. 
 
The transformation plan supports the Wakefield action plan in response to the Crisis Care 
Concordat, with specific actions identified in the CCC Action Plan in relation to the transformation of 
mental health services for children and young people. 
 
The transformation plan has informed the STP for Wakefield and is reflected in that work 
programme. The Early Years and Mental Health sections of the STP are included at Appendix P. The 
transformation plan refresh also aligns with the additional funding available to support waiting 
times, and the resources available to further support PNMH locally. 
 
The transformation plan links with the Urgent and Emergency Care Vanguard led by the West 
Yorkshire Urgent and Emergency Care Network, and will ensure that all patients with urgent and 
emergency needs in West Yorkshire will get the right care in the right place, first time, every time. 
This will include building on the existing programme of work through the Crisis Care Concordat to 
have completed a West Yorkshire service review and gap analysis of urgent mental health services; 
develop and agree a Crisis Care Concordat approach for children and young people; and have fully 
mental health staffed emergency response control centres. 
 
The transformation plan will be implemented in line with the Future in Mind programme, and will 
support national programmes and recommendations. 
 
Collaborative Commissioning 
Wakefield is already working to develop joint commissioning arrangements, with the CCG aligning 
commissioning process with the Local Authority for children’s services, and children’s commissioning 
and adult mental health commissioning aligned to develop a whole life pathway for mental health, 
managing the transition in to adulthood, and parental and perinatal mental health. 

http://www.wakefieldccg.nhs.uk/
http://www.wakefield.gov.uk/
http://www.ylc.org.uk/
http://www.healthwatchwakefield.co.uk/
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The joint commissioning arrangements are governed through the Connecting Care Executive, which 
is a multi-agency board with representation across the statutory commissioners, and from the third 
sector, and is a key part of the governance and challenge for the implementation of the 
transformation plan (evidenced in the governance structure diagram), and bring together the 
commissioners from across the sectors to jointly plan and deliver services, commissioned in an 
integrated way. 
 
It is through these joint commissioning arrangements that the implementation of the transformation 
plan will be executed. Collaborative commissioning will support a number of actions on the 
transformation plan.  
 
Outcomes Focus 
An action plan for each of the three national and eleven local priorities has been developed with 
clear outcomes for each area of the work. 
 
The impact of the transformation process is being evaluated through the development of KPIs, 
though a performance framework developed in partnership with Public Health. The framework is 
updated quarterly to demonstrate progress and reported annually to assess the current status of 
mental health and wellbeing services in Wakefield and benchmarking between the annual 
assessments will measure progress. 
 
We have commissioned annual case studies to be carried out with children and young people to give 
a qualitative understanding of their experiences of services. This will be refreshed annually 
throughout the programme, and be used to evidence impact and evaluate the progress we are 
making. 
 
Delivering Evidence Based Practice 
Wakefield is a wave five CYPIAPT area and members of staff from Wakefield are currently attending 
the training programme. The model in Wakefield is for a whole system approach to assessing need 
and supporting children and young people, and there are clear expectations that the whole system 
will work towards delivering evidence based interventions and practice. The CYPIAPT principles will 
be rolled out across the whole system through the CAMHS Primary Practitioner roles, and Wakefield 
also has staff from the Youth Offending Team on the CYPIAPT programme. 
 
Performance management and information gathering will be developed by the transformation 
programme to ensure quality data is collected and monitored  to improve services for children and 
young people. 
 
Evidence based interventions are key to delivering effective outcomes and the implementation of 
the transformation plan will deliver evidence based practice across the whole mental health and 
wellbeing system.  
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Appendix A: Child population in Wakefield 
 

Age Group Male Female Total 
0-4 9,966 10,467 20,433 
5-15 19,905 20,467 40,372 
16-17 3,931 4,129 8,060 
18-25 15,550 15,587 31,137 
 
0-16 Total 31,814 32,987 64,801 
0-19 Total 37,376 39,012 76,388 
16-25 Total 19,481 19,716 39,197 

 
 Wakefield England 
Children (0 – 4 years old)  20,433 (6.1%) 3,393,400 (6.3%) 
Children (0 – 19 years old) 76,388 (23.2%) 12,771,100 (23.9%) 
School children from minority ethnic groups 4,246 (10.3%) 1,740,820 (26.7%) 
Children living in poverty 21.4% 20.6% 
Life expectancy at birth: 
Boys 
Girls 

 
77.8 
81.3 

 
79.2 
83.0 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



46 | P a g e  
 

Appendix B: Future in Mind Project Board Terms of Reference 
 

TERMS OF REFERENCE FOR THE WAKEFIELD FUTURE IN MIND PROJECT BOARD 

Purpose The Wakefield Future in Mind Project Board will ensure the development of a 
transformation plan for mental health and wellbeing services for children and young 
people in Wakefield, in line with national guidance     
 

Objectives / 
Responsibilities 

1. To agree  and implement a Transformation Plan for mental health and wellbeing 
services for children and young people in Wakefield  

2. To support a full service stock-take to inform the plan 
3. To have regard for the Future in Mind guidance and apply the principles are 

requirements when developing the plan 
4. To engage with the work of the project board and relevant sub-groups to inform the 

plan, ensuring attendance or representation at all meetings 
5. Members to be an advocate and model for the changes proposed in their 

organisatons, and communicate the aims and objectives of the group 
6. Ensure the proposals for transforming services supports a ‘whole life’ model of care, 

and links effectively with the work underway in adult mental health services  
 

Membership • Dr Ann Carroll - Clinical Lead – WCCG  
• Dr Clive Harries - Clinical Lead – WCCG 
• Ian Holdsworth - Commissioning (Children’s) – WCCG 
• Alix Jeavons - Commissioning (Adult MH) – WCCG 
• Carla Harrison - Project Manager - WCCG 
• Lisa Chandler - Public Health – Wakefield Council 
• Helen Sweaton - Wakefield Council – Children’s Services 
• Carol Ludvigsen - Hospital School PRU 
• Emily Castle - Young Lives Consortium Wakefield  
• Jeanette Collins - Minsthorpe CC (Schools Representative)  
• Sarah Dixon - CAMHS (SWYPFT) 
• Bernie O’Brien - St Georges Day Nursery (PVI Childcare) 
• Julie O’Hara - Wakefield LSCB 
• Dr Alison Grove - Community Paeds (MYHT) 
• Chris Wathen - LA Mental Health Framework 
• Kevin Robinson - Barnardos 
• Detective Constable Sharon Ann North – Police / CPS 
• Joe Seddon – YOT 
• Jeanette Owens – CRI 

 
There is no formal quoracy for the Board, however members are expected to attend or 
send representation to all meetings of the project board. 
 

Accountability 
arrangements 
and authority 

Future in Mind Project Group has been established by the CCG as Lead Commissioner for 
the programme with clear commitment of support from Wakefield Metropolitan District 
Council.   
 
These terms of reference do not delegate any additional authority to the Board.  The Board 
will act in accordance with the authority held by the individuals who are members of the 
Board.   
 

Date agreed & 
review date  

Agreed 15th June 2015, to be reviewed 15th December 2015 
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Appendix C: Future in Mind Governance Structure 
 
The proposed governance arrangements for the Future in Mind Programme are included below: 
 
 
 

 
 
 
 
 
 
 
 
 

 
 

 
 

 
 
Future in Mind Project Board: A multi-agency group chaired by the Lead Commissioner to coordinate the operational response to develop the 
transformation plan. All key stakeholders commissioning and providing mental health and wellbeing services are represented. 
 

Future in Mind Project Sub Groups: Theme groups have been identified by the Project Board to develop specific areas of the transformation plan – this 
includes groups focussing on third sector engagement, school and education, engaging the voice of children and young people, CYPIAPYT and Perinatal MH.  
 

Connecting Care Executive: The key milestones of the project will be reported at the CCE, as a multi-agency strategic group with key representation to 
make decisions about direction. The monthly meetings provide sufficient opportunity to get feedback on the programme within the timescales required. 
 

Health and Wellbeing Board: Key strategic oversight for the programme will be through the H&WB Board. This is as recommended in the ‘Future in Mind’ 
guidance, and will ensure key strategic steer for the programme across the partnership. 
 

Governing Body / Clinical Cabinet / CYPPB / LSCB: The programme will report in to Governing Body and Clinical Cabinet to retain buy in and support from 
the CCG as lead commissioner, and CYPPB to update the LA and its partners about progress and timescales. The LSCB will also provide strategic oversight. 

Health & Wellbeing Board 

Connecting Care Executive 
Clinical Cabinet 

Children and Young People 
Partnership Board 

 

Future in Mind Project 
Board 

Future in Mind Project Sub Groups 

Governing Body 

Accountability: 

Reporting: 

Wakefield Local 
Safeguarding Children Board 

 



 
 

 

Appendix D: Evidence of Need 
 
Wakefield JSNA 
The Children and Young People’s JSNA has been refreshed in 2015.  A new approach has been 
adopted, based on feedback received from stakeholders, many of whom stated that they required a 
summary document to provide a high level overview of the health and wellbeing status of children 
and young people in Wakefield, and for it to clearly prioritise issues.  There is no single best way of 
prioritising inherently complex and varied health and wellbeing issues, and any such process involves 
a certain degree of subjectivity.  The children and young people’s JSNA steering group developed a 
scorecard approach, this has been used, in an attempt to introduce objectivity, robustness and 
transparency into the prioritisation process.   

 
Emotional health and wellbeing of children and young people is recognised as a priority area for 
Wakefield, reasons for this include: 

• There are significantly higher rates of hospital admissions for intentional self-harm in 
those aged 10-24 in Wakefield.   

• Data from the 2015 Children’s Survey shows that almost a third of pupils have low to 
medium low emotional wellbeing.   

• Half of children in care (LAC) have a score from the strength and difficulties 
questionnaire (SDQ) that is borderline or cause for concern.  

The recommended priority areas are due to be formally approved by the CYPPB in September 2015. 
 
Emotional health 
and wellbeing  
 

Emotional health and wellbeing, also referred to as mental health, affects an 
individual’s ability to cope and manage with change, transition and life events.  
Being emotionally resilient and having positive mental health will assist children 
and young people with their transition into adulthood.  The majority of adult 
mental health disorders have their beginnings in childhood; 50% of adult mental 
health disorders (excluding dementia) start before the age of 14, and 75% 
(excluding dementia) start before the mid-twenties, so tackling problems when 
they first emerge is both morally right and cost effective.    

 
It’s estimated that at least 9.6% of young people suffer from a diagnosable 
mental health problem, with many more experiencing issues around anxiety, 
stress and body image; leading to poor emotional wellbeing and low levels of 
resilience, resulting in young people being less able to cope with the challenges 
of life.  Left unchecked, this can spiral into acute, long-term illness.  Poor mental 
health in childhood is associated with a broad range of outcomes, including poor 
educational achievement, a greater risk of suicide, substance misuse, antisocial 
behaviour, offending and early pregnancy.  There are inequalities in good 
emotional health and wellbeing in children, with children from the most 
disadvantaged backgrounds being three times as likely to develop a mental 
health disorder45. 

 
Data and intelligence to support the understanding of emotional health and 
wellbeing in children and young people is recognised nationally as being 
problematic.  Comparative data is limited to children and young people who 
have been admitted to hospital for certain conditions, whilst data relating to the 
larger number of children who may be experiencing mental health difficulties is 
limited to national research and local surveys.  
 

Hospital 
admissions for 

Wakefield has lower rates of hospital admission rates for mental health 
disorders in those aged under 18 than the national average.  In 2012/13, there 
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mental health 
disorders  
 

were 44 admissions to hospital because of a mental health disorder, a rate of 
64.3 per 100,000 population aged under 18, compared to 87.6 in England.  
 

Hospital 
admissions for 
self-harm 
 

In contrast, the rate of hospital admissions as a result of self-harm is significantly 
higher in Wakefield compared to both the national and regional averages, and 
the rate is increasing.  Local analysis has shown that the majority of self-harm 
admissions are due to self-poisoning by Aminophenol derivatives (pain killers), 
and that around 60% of admissions are female. 
Table to show hospital admissions as a result of self-harm (10-24 years) per 
100,000 population aged 10-24 years, Wakefield and comparator areas 

Year Number Rate 
Wakefield Regional England 

2012/13 311 538.6 342.7 346.3 
2013/14 323 569.2 394.7 412.1 

 
Table to show intentional Self-Poisoning (ICD-10 X60-X69) age 15-24 years 

Cause 2012-13 2013-14 Total 
Intentional self-poisoning by and exposure 
to non-opioid analgesics, antipyretics and 
ant rheumatics 

134 125 259 

Intentional self-poisoning by and exposure 
to antiepileptic, sedative-hypnotic, anti-
parkinsonism and psychotropic drugs, not 
elsewhere classified 

66 59 125 

Intentional self-poisoning by and exposure 
to narcotics and psychodysleptics 
[hallucinogens], not elsewhere classified 

22 38 60 

Intentional self-poisoning by and exposure 
to other and unspecified drugs, 
medicaments and biological substances 

25 27 52 

Other Intentional self-poisoning (including 
alcohol) 11 13 24 

Total 258 262 520 
Source: Public Health Outcomes Framework  
 
The Wakefield Children and Young People's Survey 2015 included a question 
around coping strategies adopted when faced with problems. ‘Cutting or hurting 
themselves’ was 9th in the top 10 strategies adopted by year 9 girls. 8% of Year 
9 girls selected ‘cutting or hurting themselves’ as an approach they would adopt.  
This strategy was not identified in the top 10 of year 9 boys or by students in 
further education. 
 

Estimates of 
mental health 
disorders and 
emotional 
difficulties 
 

A national survey of mental health disorders in young people, completed in 
2004 by the Office for National Statistics, is the most authoritative source for 
estimating the numbers of children and young people with mental health 
difficulties.  By applying the findings from this national research to the local 
population of Wakefield it is estimated that there are around 4,260 children 
with clinically diagnosable mental health disorders, 9.6% of children.   

 
There will be many more children with lower-level or transient emotional, 
behavioural or social problems which will nevertheless have a significant impact 
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on their educational, social and family functioning and will require intervention.  
Some children may, for example be struggling to cope with the effects of family 
breakdown, illness or bereavement, or they may be experiencing bullying.  They 
may not go on to be diagnosed with a mental health problem, but their 
emotional wellbeing, functioning and ultimately adult mental health is likely to 
be impaired if they aren’t offered timely support.  Research suggests that, in 
addition to the 9.6% of children with diagnosable disorders there are a further 
15-20% that are likely to be experiencing severe emotional or mental health 
difficulties at any time.  This would equate to a further 6,655 to 8,870 children in 
Wakefield.  
 

Emotional and 
behavioural 
health of Looked 
After Children 
 

Research shows that 45% of looked after children have a diagnosable mental 
health condition; since 2008 local authorities have had a duty to administer a 
screening questionnaire (for mental disorders), to the primary carers of any 
child that has been LAC for at least a year.  The strength and difficulties 
questionnaire (SDQ) is the screening tool that is used; the questionnaire has 20 
questions relating to emotional symptoms, conduct problems, hyperactivity and 
peer problems.  A score of less than 14 is considered normal, 14-16 is borderline 
cause for concern and 17 or over is cause for concern.  LAC in Wakefield in 
2013/14 had a lower average score (13.7) than national (13.9) and regional 
averages (14.0).  The average score of LAC has fallen year on year since 2011/12, 
when it was 14.0.  Although the average score per LAC child is considered to be 
normal, around 50% of LAC in Wakefield have scores that are borderline or 
cause for concern.   

 
Further information on emotional health and wellbeing can be found in the 
mental health needs assessment and on the JSNA website, in the Children and 
Young People’s Survey 2015 reports, under the places section: 
http://www.wakefieldjsna.co.uk/childrens-survey-hrbq-2015/  
 

 
Wakefield Children and Young People's Survey 2015 
A Children and Young People’s survey was completed in 2015; a total of 3,223 pupils took part in 44 
primary and 11 secondary schools in Wakefield District.  The survey asked several questions that give 
an indication of emotional wellbeing.  
 
Emotional Health 
 

The Short Warwick-Edinburgh Wellbeing Scale (SWEMWBS) uses responses from 
a number of questions to give an overall score of wellbeing, the higher the score 
the higher the indication of positive wellbeing, the lower the score, the poorer 
the level of wellbeing.  

 
In both Year 5 (9-10 year olds) and Year 9 (13-14 years old), 27% of pupils had 
low to medium low wellbeing.  Applying these proportions to the whole school 
age population suggests that there could be almost 12,000 children and young 
people who could benefit from support to improve their resilience and 
wellbeing.  
 
There are geographical differences in the proportion of pupils who have low and 
low to medium wellbeing scores; Wakefield Central has the highest proportion 
of primary school pupils (34%), compared to South East with the lowest 
proportion (19%).  The highest proportion of secondary pupils with low and low 
to medium wellbeing scores is in Pontefract and Knottingley (31%), compared to 

http://www.wakefieldjsna.co.uk/childrens-survey-hrbq-2015/
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Normanton and Featherstone with only 16%.   
 
There appears to be an upward trend for secondary aged students saying they 
are not happy with their lives at the moment. 13% in 2011 said they weren’t 
happy with their lives at the moment; this increased to 16% in 2013 and is now 
at 19%. 
 

Worries 
 

Pupils were also asked how much they worried about a list of issues; these 
included school work/exams, problems with friends, family problems, money 
problems and the way you look.  The proportion of pupils who stated that they 
worry quite a lot or a lot about any of the issues listed increases with age, with 
47% of primary pupils and 58% of secondary pupils stating that they worry quite 
a lot or lot.  

 
When the overall 'headline' figures for worrying are divided by sex, we see that 
boys and girls worry with different frequencies about different things. However, 
across all year groups, and for both boys and girls, school work/exams is the 
issue that most pupils reported worrying about quite a lot or a lot, but girls 
worry rather more about this than boys do. The differences were less striking for 
primary aged pupils 
 
We typically see girls percentages for the worries questions consistently higher 
than the boys results. We can’t tell if they worry more or whether they are just 
happier to say that they do. The gap appears to widen as age increases too. 
Worrying about the way they look is typically more of an issue for girls than 
boys: 9% of Year 5 boys and 16% of Year 5 girls report worrying about this but by 
Year 12+, 17% of boys report this but the gap has widened to 48% of girls saying 
the same. 

 
Girls are more likely to report fear of going to school because they may be 
bullied 44% of girls compares with 34% of boys in Year 5 and in Year 9, 39% of 
girls compares with 17% of boys. 
 
For those who say that they feel at least a little unsafe in the area where they 
live, there are correlations with a number of other concerns. They are more 
likely to say they are afraid of going to school because of bullying, are less happy 
with their life in general and more likely to say that they have received a 
message online from people that they don’t know. 
 

Problem Solving 
 

A question was asked about the adoption of problem-focussed and emotion-
focussed coping strategies. The thinking behind this question is that responses 
can be 'problem-focussed', dealing directly with the problem (think about it, talk 
to someone about it) or 'emotion-focussed', trying to reduce the emotional 
impact of having the problem (keep busy, eat more). Emotion-focussed 
responses are not a bad thing and, if you are very upset about a problem, are 
very understandable and even necessary, but they should not be the only 
response and they can lead to other problems. 

 
Secondary aged boys are more likely to play computer games and girls more 
likely to listen to music, the rest are fairly similar except that we see in the top 
10 for girls ‘cut or hurt themselves’, which is absent from the boys' list. 
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7% of year 9 boys and 8% of year 9 girls reported that they would ‘seek help 
with the problem online’. 
 
There are a few differences between the genders in the Year 5 and Year 9 data 
in terms of issues (e.g. family problem) that they would talk about with 
someone they trust. What is most striking however is that the gap widens for all 
issues by the time they reach Year 12+. For example, 72% of boys and 75% of 
girls in Year 5 would talk to someone about a bullying issue, 60% of boys and 
57% of girls said this in Year 9 but by Year 12+, 52% of boys compares with 67% 
of girls who would talk about this with someone they trust. This must be a 
concern for those working with older boys. 
 
For those secondary aged pupils who say they use self-harm as a coping 
strategy, there are many links with health-risky behaviours. They are more likely 
to say they have been offered cannabis and more likely to have smoked 
cigarettes and tried e-cigarettes. They are also more likely to say they are afraid 
of going to school because of bullying, feel unsafe in the area where they live 
and are less happy with their life in general. 

 
More information is available from: 
http://www.wakefieldjsna.co.uk/site/wp-content/uploads/Wakefield-2015-
Emotional-Health-Wellbeing.pdf 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.wakefieldjsna.co.uk/site/wp-content/uploads/Wakefield-2015-Emotional-Health-Wellbeing.pdf
http://www.wakefieldjsna.co.uk/site/wp-content/uploads/Wakefield-2015-Emotional-Health-Wellbeing.pdf
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Appendix E: Case Studies of CYP experience of services.  
 
 
 
 

 
 
 
 
 

Future in Mind 
Case Studies 
July 2016 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

“Someone I know went to the doctor about their 
anxiety and the GP said ‘it’s in your head’. This 
isn’t alright. The decent, human thing to do is 
research something to help people. If you’re a 
cashier and someone asks you about a product, like 
if it contains nuts, you’d find out, because you’d be 
doing your job. It should be the same with doctors 
or anyone doing their job. 
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This is one of three reports covering ‘Future in Mind’ work undertaken and should be read 
in conjunction with the others: 

Vulnerable Children and Young People Report July 2016 
Voice of Children and Young People Report July 2016 
Future in Mind Case Studies July 2016  
 
This report and information in it can be used or reproduced however please ensure the 
information used is credited to Healthwatch Wakefield.  
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Words, terms and organisation names used in this report 
 
ASD autism spectrum disorder 

Aspergers a form of autism 

Autism a lifelong, developmental disability that affects how a person communicates with and 
relates to other people 

CAMHS Children and Adolescent Mental Health Services 

EMDR eye movement desensitisation and reprocessing 

LGBT lesbian gay bisexual and trans 

MESMAC sexual health organisation 

MRI magnetic resonance imaging, a type of scan 

OCD obsessive compulsive disorder 

Rightsteps provides evidence based psychological therapies to people with common mental 
health problems. 

Rosalie Ryrie Foundation provides various services to victims, perpetrators, children and 
young people and their families who have experienced domestic violence, aggressive and or 
conforming behaviours. 

STD sexually transmitted disease 

The Sanctuary Project semi-independent supported accommodation for young people aged 
16-25 with medium to high support needs, such as those leaving care or being released from 
secure care or custody. 

Trans an umbrella term that refers to all of the identities within the gender identity spectrum 

YOT Youth Offending Team 
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Introduction 

Healthwatch Wakefield was established under 
The Health and Social Care Act 2012 and 
commenced in April 2013. It provides an 
opportunity for local people to have a stronger 
voice to influence and challenge how health 
and social care services are provided. 

Young Healthwatch in particular gives a 
voice to children and young people. It is 
open to those aged 8-18 years, and up to 25 
years for those who are vulnerable and 
those with disabilities. It gives these 
individuals an opportunity to identify issues 
and gaps in services and to help shape and 
develop services. 

Future in Mind is a national initiative from the 
Department of Health and NHS England. With 
a clear ambition in the form of key proposals 
to transform the design and delivery of a local 
offer of services for children and young people 
with mental health needs. Clinical 
Commissioning Groups were invited to apply 
for funding to support change in their area and 
in NHS Wakefield Clinical Commissioning 
Group were successful with their application. 

 

Aim and outcome 

Healthwatch Wakefield were required to 
undertake a number of case studies with 
young people who had experienced mental 
health issues and how they had tried to get 
advice or support. 

The outcome identified for this element of the 
work was to hear about local young people’s 
experiences and to give them a voice. 

 

Process 

Different organisations and individuals were 
approached to find young people who would 
be able to take part in the case studies. 

The studies were aimed at young people up to 
18 years or up to 25 if the young person has a 
learning disability. 

One person conducted the interviews which 
covered basic questions about mental health 
and accessing services and support. 

Questions: 

1) Can you tell us about why you felt you 
wanted some help and support and when 
this was? 

2) Where did you go to get the help/support at 
first? Why did you go to them? Was it easy to 
find what you wanted? 

3) Did you know what was on offer in terms 
of support? 

4) Have you got some help and support at the 
moment? Who is it from? Is it enough? What 
difference did it make? 

5) If you needed some regular support for 
example counselling, where would you like it 
to be, e.g. school, youth club, doctor’s, 
community centre, other place? 

6) From your experience of trying to access 
help and support, what do you think could 
have been done differently? What would 
have worked better for you, to find the help 
you needed? 

The interviews were informal and at a place of 
the young person’s choosing. 

The interviews took place in March and April 
2016 in a number of different locations. 
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#1 
Female, 18 years 
It just felt like the rug had 
been pulled from under 
my feet. 
About three years ago I finished my GCSE’s but 
the results I got meant that the A levels I’d 
chosen weren’t available to me. It just felt like 
the rug had been pulled from under my feet. I 
ended up on a course that didn’t suit me and I 
started with anxiety and anger. I was anxious 
and depressed and angry. It was a weird kind 
of anger though, I wasn’t hitting anyone or 
anything; it was like I’d scream if someone was 
chewing or people were annoying me, things 
like that. 

I went to my GP, they were really good. It was 
the only place I could think of to go. Because I 
was sixteen they fast tracked me and referred 
me straight away to Wakefield CAMHS. I don’t 
think this is usual, I think GP’s often give 
young people the ‘it’s a phase’ chat. It was 
about a two to three weeks wait and then I 
got a letter from them and two weeks later I 
had my first appointment. I went to see them 
but was immediately discharged because my 
issues were too large, so I needed to be put 
into a long term plan. It’s because I was 

sixteen. My issues would take longer to deal 
with so there was no point in going into a 
children’s service. I was referred on to the 
Well Women Centre and then the STAR rape 
services. I don’t think they’d been told about 
my anxiety, but I just couldn’t walk in; I was 
too anxious. I was already volunteering with 
MESMAC so I got some counselling through 
them. You can get twelve free sessions and 
then add two on but they were really good 
and I ended up having more. 

It wasn’t easy to find services or support. I’ve 
now been referred to adult psychiatry but 
they’re relying on me to have the strength to 
make contact with them. I had no idea what 
was on offer. I went through Rightsteps but 
they referred me on to adult psychiatry. 
Rightsteps can help in the short term but my 
issues are more complicated. 

I don’t have support at the moment; not until 
I get the courage to contact adult psychiatry. I 
do get support from my fiancée. We take it in 
turns to support each other. She’s there for 
me and when she needs me I stop thinking 
about my worries and look after her. Having 
to ring the service myself is hard. 

If I needed support I’d like it to be in a place 
that is nice, quiet and inconspicuous. 
Somewhere where not everyone knows why 
you’re there. In the old Clayton Hospital there 
was a place where if you went in one direction 
you were having your ears done. If you went 
in the other direction you were going because 
you had an STD. The Josephine Butler Centre 
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is a better system because you can be going 
there for lots of different things. 

It would have made a difference if I hadn’t had 
to do the initial phone call. And there needs to 
be something bridging the gap between 
CAMHS and adult services. Young people are 
left because they’re at a certain age. I think 
they should take young people on to eighteen 
and then have a transition into adult services. 
There needs to be more information online 
and signposting. We need information online 
that’s easy to access and tell us what local help 
there is. 
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#2 
Male, 18 years 
You shouldn’t have to fight 
to say help me. 
When I first needed help it was about four 
years ago, when I was fourteen. I was really 
struggling to sleep and having nightmares 
about things that had happened. My mum has 
always been really supportive but I didn’t want 
to bother her. Then, one day in high school, I 
had to drink lots of energy drinks because I 
wasn’t sleeping, but I fell asleep in maths. The 
teacher was concerned and contacted my mum 
and dad. They were separated and sometimes 
they didn’t get on; and my mum doesn’t drive 
so my dad had to pick her up so they could 
come into school. I was a bit nervous about 
that. I’d been self harming and my dad didn’t 
know. My mum didn’t know either; so it was 
really hard when all that came out at once. 

It was someone in high school who called 
CAMHS. School were okay; they were kind of 
supportive, but they didn’t speak to me. 
Trained counsellors talk to you. Like about 
self harming, they give you advice like ‘cut 
and clean’; and LGBT issues. The teachers 
didn’t do that. CAMHS were ok but my mum 
came in with me so they worked on me and 
my mum rather than me. It was good to sort 

out mine and mum’s relationship but they 
didn’t deal with my issues like the nightmares 
or the self harming. 

When you’re younger CAMHS are the only 
option but it’s extremely worse when you’re in 
the middle, like sixteen to eighteen. You can’t 
get into adult services. Luckily I had support at 
college, they have counsellors there. I saw Josie 
every other week and she was really helpful. 
It’s a really popular service which is both a good 
and bad thing I suppose; bad because people 
need counselling but good because the service 
is there. I went to her for sessions twice. In the 
first year it was for the nightmares and then in 
the second year about gender stuff. At first she 
knew the bare minimum about gender issues 
but then she researched everything to help me 
and learn. I still go to one of the groups she 
found out about for me. 

I get support from friends and family and 
currently at university. I have a therapy 
appointment with them. My mum found out 
about it for me on the open day. I was a bit 
wary at first so didn’t go straight away. I went 
at Halloween. I’m not sure of other options but 
it’s great to have an outsiders view, it helps me. 
It’s not always okay to talk to my boyfriend; 
you need someone outside of your life. 

I get regular support from friends, family, 
flatmates and university, so I’ve got what I need 
now. It hasn’t always been like this. I’ve 
reported some of the doctors where I live. It’s 
like medical vigilantes. I had to fight for over a 
year to have my title changed on my records. I 
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have the deed poll but the GP said you can’t do 
that. I said ‘Google it!’ When I try and talk to 
the doctor I feel like I’ve educated myself but 
they haven’t and I’m ten years younger than 
they are. I was constantly on Google trying to 
figure out why I was feeling that way. 

If things are to be different I say education is 
the key! I think we need to educate people out 
of certain ways of thinking about gender and 
LGBT issues. I want to go into schools and talk 
to young people. Most teachers usually, about 
ninety percent, are white, male and straight. 
Straight people can’t tell gay people how they 
feel. People are not going to feel able to come 
out if they don’t know what to do. Someone I 
know went to the doctor about their anxiety 
and the GP said ‘it’s in your head’. This isn’t 
alright. The decent, human thing to do is 
research something to help people. If you’re a 
cashier and someone asks you about a product, 
like if it contains nuts, you’d find out, because 
you’d be doing your job. It should be the same 
with doctors or anyone doing their job. You 
shouldn’t have to fight to say help me. 
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#3 
Female, 19 years 
I had to get a criminal 
record before something 
was done. 
It was when I was fourteen because I was 
getting arrested, sometimes every day of the 
week, sometimes a few times a week. I was 
then sent to the Youth Offending Team (YOT) 
because it’s not normal to get arrested that 
many times, so it was about why that was 
happening. 

I came to Rosalie Ryrie because my YOT 
worker referred me. She basically said ‘I think 
it could help’. I’d tried CAMHS, firstly when I 
was about twelve and then again when I was 
fifteen. It wasn’t for me. I felt like the workers 
were all about ticking boxes so I told them 
what they wanted to hear; I didn’t stay long. 
When I got referred to Rosalie Ryrie it was 
quick to be seen, within a week. 

It’s brilliant here at Rosalie Ryrie. They have a 
good understanding of issues and they’ve been 
through stuff too. Maybe not the same thing, 
but stuff; and they care. This was easy for me 
but I imagine it can be hard for other young 
people to get what they need; having said that 
I had to go through getting arrested. 

Something extremely bad had to happen 
before I found here. 

I’m not getting help at the moment but I know 
that if I need it all I have to do is show up or 
ring and get an appointment. Ann gives out 
her personal mobile and this doesn’t get 
abused because people wouldn’t do that. 
They’d turn you away at CAMHS. This is 
enough for me. If I needed to start coming 
again Ann would book appointments for me. It 
makes a difference having them here. If I want 
I can see someone for a few times if I need to 
and then it’s okay again. 

If I wanted to go anywhere else it would 
need to be somewhere where the staff know 
things and they’ve been through stuff. They 
try to get to the bottom of things. When I 
went to CAMHS they basically said ‘you’re 
naughty’. They were testing me for ADHD 
and then looking into schizophrenia. They 
were looking for something to blame it on 
rather than fixing the problem. I didn’t know 
why I was like I was. 

If things could have been done differently, I 
wish I hadn’t had to be arrested. School had 
seen it; my mum had been to the doctors 
about it. I had to be involved with the YOT, had 
to get a criminal record before something was 
done. At school I had CAF (Common 
Assessment Framework) meetings. They knew 
what was going on at home. They’d say to me 
that if I got angry I could go home; so I used to 
play on that. 



 
 
 
 
 
 
 
 

P a g e  | 62 

I didn’t feel like I needed help but I’ve been 
coming here for about five years and it’s 
really helped. Some services seem to think 
they can ‘fix’ someone in six weeks. It 
doesn’t work like that. 

My worker in YOT was brilliant, always there 
for me. I had her work mobile and even if she 
was with someone she would say ‘can I ring 
you back in five minutes’, and she did. 

With the police I’d say a couple understood 
what was happening. A constable sat down 
with me and took time out and asked me what 
was wrong. He then told me straight. He said 
‘you’ve got a brain, use it’ and ‘you don’t want 
to end up like the rest of ‘em here’. It was an 
eye opener. 
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#4 
Female, 18 years 
It has been a fight to 
navigate the system and 
we have supported our 
young person to do this, 
but there will be many 
more who have not got this 
kind of support, what 
happens to them? 
The Sanctuary Project provides supported 
accommodation for young people leaving care 
in Wakefield. The people who run the project 
are experienced practitioners and work 
alongside a range of different professionals. 
They work with a number of young people at 
any time and are currently supporting a young 
woman who has a history of self harming and 
who has been to Accident and Emergency on a 
number of occasions, with two serious 
incidents within one week. Horbury Community 
Mental Health Team had said she didn’t meet 
criteria to be offered services. She has a history 
of not attending appointments, which can 
mean that young people are excluded. It hasn’t 
helped in the past that male workers have been 
assigned to her case, which was difficult for her 

when they asked her about previous sexual 
abuse. It is reported that it has taken nine 
months to get to join an 18 month waiting list 
to deal with this historical abuse. The people at 
the project mentioned trying to get some 
support via Rightsteps but the young woman 
struggles to get herself out of the house. The 
workers themselves struggle to navigate the 
system and access the right support. 

The young woman agreed on the Friday to 
meet with me on the following Monday to talk 
to me about her experiences. When I arrived 
on the Monday it took some encouragement 
to get the young person to come from her 
bedroom and join me. She seemed tired and 
reluctant to engage and retreated to her room. 
Her support workers discussed with her 
whether she would like to rejoin us and she 
said she would in a while. It became clear after 
some time that she didn’t feel able to take part 
at that time. 

I stayed for some time with two people who 
support the young people there and they 
talked of numerous obstacles that they, and 
their young people, face in accessing and 
receiving suitable and appropriate support. 
This case study preyed on my mind for a 
number of reasons. The young people I had 
already spoken to had felt comfortable to 
meet with me and were eloquent in 
articulating their experiences of needing, 
accessing and receiving mental health support 
and services. I felt this young person had been 
both in the system, through it, and let down by 
it. The voice she had, through her advocates, 
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had been consistently denied; and she seemed 
to be left unable to go over it all over again at 
that point. I contacted the people at the 
project to thank them and say I didn’t want the 
young person to feel in any way that she had 
let me down by changing her mind or that I 
wasn’t interested because she didn’t fit into 
my schedule, and that we could do the case 
study differently if she still wanted to take 
part. Their reply is as follows: 

“Thanks so much for coming out to see our 
young person, and you are right this is the 
young person you met. I think she was in a bad 
place when you came on Monday, but this is 
sometimes how it is with the young people we 
work with which in itself makes accessing 
services really difficult. They don't particularly 
like strangers and find it hard to discuss 
situations with others, particularly around 
mental health. I know if you had come on a 
different day she may well have been able to 
engage with you. 

I am more than willing to do anything that 
gives this young person a voice along with the 
many others we have cared for. I am sure we 
could get a quote from her. Is it possible for us 
to complete the questionnaire you brought 
with you, with our young person, instead of 
yourself? She would feel more comfortable 
doing this with us......it's just a thought. 

I just wanted to say that the situation above 
has changed since the previous email and the 
young person is now accessing services 
through Horbury Mental Health Team. Initially 
she was turned down and we were told that 
she did not meet the criteria for help and 

support and then following a self referral to 
Rightsteps at Christmas time, it was put back in 
the hands of Horbury Mental Health Team and 
we were eventually given an appointment. 
However both psychiatrists at the team are 
male which has caused issues, it is only with 
support that this obstacle has been overcome. 
At the hospital, once again they are male 
psychiatrists who also both refused initially to 
see her with support workers present; once 
again an issue for the young person. We were 
told it was an 18 month waiting list for 
psychotherapy but we have now heard from 
the service and been given an appointment, 
male initially until we insisted on a female. It 
has been a fight to navigate the system and we 
have supported our young person to do this, 
but there will be many more who have not got 
this kind of support, what happens to them? 

Thanks for being understanding and patient, 
we do appreciate this as we know your time is 
valuable. I am sorry if I chewed your ear off 
but I am passionate about caring for our young 
people and I want the best for them as I think 
they deserve it. Mental health is a major issue 
for our service users as they have complex and 
difficult pasts and they really do need help 
from professionals to work through historic 
issues/abuse to be able to move forward with 
their lives. I think as a society we owe them 
priority/easy access to services which will 
meet their needs, at the very least. Once again 
thank you so much for taking time to listen, it 
means a lot to us and our young people.” 
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#5 
Female, 24 years 
I get really anxious going to 
strange places. I want to 
escape; the walls, I feel like 
they’re closing in. 
I wanted to understand why I’ve got 
depression and anxiety. I wanted to get to 
grips with it. Everything was closing in. I feel I 
have a big demon at the moment. I live on my 
own and I’m paranoid something bad is going 
to happen. I’ve been like this since I was 19. 
I’ve been on various antidepressants since 
then. I feel like I’m on a level now, the 
medication is working but it has been about 
finding the right one. I’ve been on these since 
last year, so it took four years to get on the 
right ones. 

When I was first diagnosed it was January 
2011. I was living somewhere else then and I 
went to my doctor. At first they thought there 
was nothing wrong with me. I knew. I was 
depressed, angry, and self harming. And now I 
have horrible scars that I have to live with 
every day. I keep most of them covered, on my 
legs, but there’s one I can see every day. I felt 
my doctors weren’t listening. 

I have good days and bad days, yesterday was 
a bad day. Last February things were really 
bad, I almost got sectioned. I’m pleased to say 
that I didn’t. I’m persevering with my 
medication and trying to think more positively. 

When I was nearly eight my Granddad died; I 
remember the exact date, I remember the 
phone call to my Mum, that he was 
unconscious and then he died half an hour 
later. I remember all that. We sat and cried 
and cried. Also my Mum and Dad had split up. I 
was splitting my time between them and I 
didn’t understand why. 

In 2008 my Uncle was found dead, I had just 
turned 17. I was at college and I got a phone 
call and I remember storming out of class. I 
couldn’t cope, couldn’t go to college. It was 
hard seeing my Mum and Sister after such a 
while, I was going to my Uncle’s funeral, and I 
was worried about my Dad. I tried to get help 
with college. Around the same time my Uncle, 
and my Dad’s Sister was ill and she had her life 
support switched off. My Dad wouldn’t let me 
go. I was in my bedroom crying and crying. I 
had lost two relatives in six weeks. 

I started comfort eating and binging. Then 
there had to be another funeral, a long way 
away, and I just didn’t know what to say to my 
cousins. They’d lost their Mum. I didn’t really 
talk about it. I fell behind at college, which was 
more stress. The college counselling made me 
worse not better. 

I didn’t want to upset my Dad or my younger 
Sister so I’m ashamed to say I started drinking 
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to numb the pain. But I was doing it behind my 
Dad’s back, I was hiding it. Then a friend had 
lost her husband to cancer and another friend 
had lost her Mum. This was the same year as 
my GCSE’s and it was really difficult. I didn’t 
know I had dyslexia but I knew something was 
wrong and I tried to tell school. It all got on top 
of me two to three years ago. 

I feel like I have a lot of support at the 
moment. I get a lot of support from the person 
who works in our community. She’s absolutely 
great, amazing. I have supportive friends, the 
community I live in, my doctor, and a 
particular friend. She brought me back from 
the brink two years ago. I can talk to her about 
most things which is great because it’s hard for 
me to trust sometimes. I’ve had problems with 
fake friends who have hurt me in the past. And 
I keep busy in my community. 

If I wanted more support or help it would need 
to be somewhere I’m comfortable with. I get 
really anxious going to strange places. I want 
to escape; the walls, I feel like they’re closing 
in. That’s how I feel at home sometimes. 

If things could have been done differently, I 
should’ve admitted the problem two years 
earlier and then I could have got help and 
been more stable now. I was in denial. I had 
real struggles with my education. They didn’t 
see I had a problem. 

They could’ve found out when I was younger 
and that would’ve made a difference. It was 
through the Richmond Fellowship that my 

dyslexia was diagnosed last year. They helped 
me. I went to them because my friend was 
really worried about me and she got me help. 
I feel like she saved my life. 
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#6 
Female, 16 years 
If they’d done that I would 
be in a better place now. 
It was more my parents who wanted help, I 
was five. They tried again later. I was rather 
violent in school and I wouldn’t do the work, it 
was too easy. I went to CAMHS but they 
looked at the ‘behaviours I was displaying’ 
rather than what was going on. I was five to six 
years old and bullshitting the psychiatrist. I 
was lying to protect what was important to 
me. They said nothing was wrong with me and 
released me; there were loads of problems 
after that at school. 

When I was about nine or ten a social worker 
got involved. I’d been at lots of different 
schools and then I got sent to Priory. They 
were very good. So, I was about twelve and I 
got diagnosed with ASD/Aspergers, OCD. Well, 
now I have a complicated diagnosis, if I tell you 
you’d need a bigger piece of paper. So, there 
was John, a social worker, and also Emma 
Jane, a social worker, and YOT were involved. I 
think Emma at CAMHS might have asked me 
about my home life, but the social workers 
told me about here. 

I think I was twelve, I was referred but then 
went through court, I’d been charged with 
quintuple assault, and started with the YOT. 
I’ve been involved with services all this time 
but I think it was only six months ago when 
the doctor at CAMHS asked me about, and 
found out about, my background and family 
life. I’ve spent a long time telling them what 
they want to hear. I can manipulate. 
Sometimes I’d tell them what they wanted 
to hear because I wanted to get out of there. 
Sometimes I did it because I didn’t want to 
get anyone in trouble; my family. I feel that 
when I was twelve, if I hadn’t been sent here 
I’d be in a very different place. 

When I did come here I spent the first three 
months correcting Ann, testing. She had to be 
patient. It took a long time to open up. With 
CAMHS it seems like they’re scared of what 
they can ask, or what’s acceptable in their 
boundaries. My Dad had outright told them he 
hit me but they got their diagnosis and it 
wasn’t mentioned again. It was like it was 
covered up with diagnosis. I feel like there are 
certain amounts of time you can get. You get a 
therapist for three months. Then you might 
get something else for another three months. 
I’ve been told now I’ve ‘exhausted every form 
of therapy’. I have asked for EMDR (eye 
movement desensitisation and reprocessing) 
and I’d like an MRI. My doctor talks about 
when I have ‘an episode’ or if I have a ‘dip in 
mood’ and keeps upping my meds. I mean I do 
like my meds. But I think CAMHS might be 
scared of asking questions because it might 
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open up too much. There are certain things 
they steer clear of like self harming. It’s their 
job to ask though, and they must see fifty kids 
a day so some must be self harming. 

Do I feel like I have help and support at the 
moment, in some ways no but in a lot of ways 
yes. I have my CAMHS doctor who gives me 
treatment, like my medication and EMDR but 
not counselling; and I have Rosalie Ryrie. I 
feel there’s something missing with CAMHS 
but it’s as it should be at Rosalie Ryrie. This 
place has made a difference because I am 
where I am now and have not gone 
completely off the rails. 

I think if you need support it’s important that 
that place is open and homely, no clinical feel 
to it. And with real people who can tell if 
you’re lying, and they’ll tell you that you are. It 
shouldn’t be like a hospital where you go and 
you’re facing a blank wall. 

If there’s anything that could’ve been done 
differently is that they could’ve noticed what 
was wrong when I was five or six. If they’d 
done that I would be in a better place now. 
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#7 
Female, 18 years 
I don’t ask for help or 
support, I just keep things 
bottled up. How would 
someone help me stop 
stressing? 
Exams have been really stressful; I’m not the 
smartest student, but I’m not dumb. My family 
haven’t ever really studied or been into 
education so I felt there was quite a bit of 
pressure on me to do well and go to Uni. As well 
as that, when I was younger I really suffered 
with my weight. I struggled up to being about 
16; I got to about 21 stone. What I do with 
things though is I bottle it up. I don’t talk about 
things really, I keep it to myself. When I was 
young I was the class clown, up to about Year 9 
but then my GCSE’s were coming up and I just 
decided to go for it. It was very stressful going 
through that though. 

I did go to the doctor about the weight issue but 
they offered me a free gym and I already had 
access to one. I had issues around body image 
and low self esteem; I was lacking in confidence, 
but I kept this to myself. I was worried about a 
condition you get with your skin when you are 
overweight, so they told me to lose weight, 

which I did, I lost three stones. I just felt the 
doctors told me something I already knew and 
offered me something I already had. 

I don’t feel there was any support available at 
school. There was help at school for studying, 
but not for how you’re coping with studying. I 
was determined though and I got my GCSE’s. 
I’m at college now and that’s been quite 
difficult too, but I keep myself to myself and get 
on with it. I would imagine that Wakefield 
College would have support available or 
counselling or something but I’m not aware of it 
if they do. They have loads of posters up for 
different things but I haven’t heard or been told 
of any support available. 

I don’t ask for help or support, I just keep 
things bottled up. How would someone help 
me stop stressing? I don’t think my Mum even 
knows what options I’m doing. I think if I went 
to her saying it was hard she’d say ‘well you 
chose to go’. And I did, it’s my choice. If I did 
want support or help I’d want it to be 
somewhere local, convenient and private; like 
at a GP’s or college. 

If things could have been done differently I 
think it would have been much more helpful if 
the doctor had been female because they might 
understand or sympathise more with issues 
about body confidence and self esteem. I don’t 
have anything against male doctors; I just think 
that would have helped. 
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#8 
Male, 18 years 
I was suffering with 
depression and I didn’t 
want to be here anymore. 
About three years ago I got help through my 
diabetic nurse, Sheila. I was diagnosed with 
diabetes twelve years ago now, two days after 
my birthday. I was seven. But three years ago I 
couldn’t control my sugars at the time. I was 
being bullied at school; I felt horrible. I’ve got a 
number of other medical conditions and ADHD, 
and I’m different. They were name calling and I 
was getting into trouble. Calling me all names 
under the sun and one of them threw a table at 
me. Well, I threw it back. School gave me one to 
one sessions. I was suffering with depression and 
I didn’t want to be here anymore. I was eating 
what I shouldn’t and drinking what I shouldn’t. 
So I was about fifteen and I tried to end it all. 

So my nurse, she emailed off her own bat to 
CAMHS. I’ve got that many illnesses but she was 
great. She used to take us all over. We used to go 
off all the time to Blackpool and Brid. She used to 
organise all those trips and about fifty of us used 
to go from Wakefield and Pontefract and 
Dewsbury. We’d get Fridays and Mondays off 
school as well. 

It was easy for me to get help because I’d got 
Sheila, she got me the help. CAMHS was ace. I’d 
get Friday afternoons off school and I’d be on my 
bike and off from Fev to Cas. I’d go once every 
three weeks and we’d do arts and crafts. We’d 
do arts and crafts and talk about things like one 
to one. Every three months there’d be a big 
meeting; my mum was involved for the first two 
months then it was me and the worker. I saw 
them for about twelve months, the same person. 
It only changed once for one session but the rest 
of the time it was the same person. It was great. 

I don’t need help now. I’ve got really good 
friends, we look out for each other. I just helped 
a friend out and I said ‘well, you’ve been there 
for me’. And I’m always busy. I’m working, I’ve 
just done a 6-2 shift and at the weekend I was 
doing gardens. I’ve got lots going on. I’m going 
out tonight. If I did need support I’d want it close 
to home and with a worker you could have a 
laugh with. We had fun. 

If anything could have been done differently I 
think it would be that I could’ve had more help at 
school when I needed it. When it all happened I 
was at the high school. I was in the LGI for about 
six months because of my ulcer but there was no 
treatment then, I was put on steroids. But the 
nurses there were great as well. So I was at the 
high school then went to Pinderfields School for 
about six months and then managed to move to 
Kings in Pontefract. Everything was fine there, 
everything is good now. 
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Key themes 

Positive 

Although the studies were with a relatively 
small number of young people it was 
encouraging to find that some had positive 
experiences. This covered a range of different 
professionals and services including a GP, a 
Youth Offending Team worker, a community 
worker, a nurse, a police constable, and 
CAMHS. 

“I went to my GP, they were really good. It was 
the only place I could think of to go. Because I 
was sixteen they fast tracked me and referred 
me straight away to Wakefield CAMHS. I don’t 
think this is usual, I think GP’s often give young 
people the ‘it’s a phase’ chat. It was about a 
two to three weeks wait and then I got a letter 
from them and two weeks later I had my first 
appointment.” 

“My worker in YOT was brilliant, always there 
for me. I had her work mobile and even if she 
was with someone she would say ‘can I ring 
you back in five minutes’, and she did.” 

“I get a lot of support from the person who 
works in our community.” 

“It was easy for me to get help because I’d got 
Sheila, she got me the help. CAMHS was ace.” 

“I saw them for about twelve months, the 
same person. It only changed once for one 
session but the rest of the time it was the 
same person. It was great.” 

Negative 

Of the negative experiences the young people 
had with accessing or receiving services some 
of them talked about the difficulties in making 
contact or going to the service, and for some 

of them it made them so anxious they had not 
continued to find, or continue with, support. 

“It wasn’t easy to find services or support.” 

“...they’re relying on me to have the strength 
to make contact with them.” 

“Having to ring the service myself is hard.” 

“I get really anxious going to strange places.” 

 

Another theme was the lack of suitable, age 
appropriate services. 

“When you’re younger CAMHS are the only 
option but it’s extremely worse when you’re in 
the middle, like sixteen to eighteen. You can’t 
get into adult services.” 

 

A further issue mentioned was how the young 
people felt about the process once in a service 
such as ticking boxes, being fixed within a 
timescale and workers avoiding some issues 
brought to them. 

“I felt like the workers were all about ticking 
boxes so I told them what they wanted to 
hear.” 

“Some services seem to think they can ‘fix’ 
someone in six weeks. It doesn’t work like 
that.” 

“With CAMHS it seems like they’re scared of 
what they can ask, or what’s acceptable in 
their boundaries.” 

“CAMHS were ok but my mum came in with 
me so they worked on me and my mum rather 
than me. It was good to sort out mine and 
mum’s relationship but they didn’t deal with 
my issues like the nightmares or the self 
harming.” 
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There is an issue with the lack of gender 
appropriate professionals. 

“However both psychiatrists at the team are 
male which has caused issues, it is only with 
support that this obstacle has been overcome. 
At the hospital, once again they are male 
psychiatrists who also both refused initially to 
see her with support workers present.” 

“If things could have been done differently I 
think it would have been much more helpful if 
the doctor had been female because they 
might understand or sympathise more with 
issues about body confidence and self 
esteem.” 

 

There is also an issue with age appropriate 
services or services where you can transition. 

“...there needs to be something bridging the 
gap between CAMHS and adult services.” 

“(Because I was sixteen...)...I went to see them 
but was immediately discharged because my 
issues were too large, so I needed to be put 
into a long term plan.” 

 

A recurring theme was that they felt 
something could have been done earlier and if 
it had been they would have been in a better 
place much sooner. 

“I had to be involved with the YOT, had to get 
a criminal record before something was done.” 

“They could’ve found out when I was younger 
and that would’ve made a difference.” 

“... they could’ve noticed what was wrong 
when I was five or six. If they’d done that I 
would be in a better place now.” 

“If anything could have been done differently I 
think it would be that I could’ve had more help 
at school when I needed it.” 

What these young people said they 
would like 

More information: 

“There needs to be more information online 
and signposting.” 

“I think we need to educate people out of 
certain ways of thinking about gender and 
LGBT issues. I want to go into schools and talk 
to young people.” 

 

Local, private, pleasant services where workers 
are knowledgeable: 

“If I needed support I’d like it to be in a place 
that is nice, quiet and inconspicuous. 
Somewhere where not everyone knows why 
you’re there.” 

“If I did want support or help I’d want it to be 
somewhere local, convenient and private; like 
at a GP’s or college.” 

“If I wanted to go anywhere else it would need 
to be somewhere where the staff know things 
and they’ve been through stuff.” 

“I think if you need support it’s important that 
that place is open and homely, no clinical feel 
to it. And with real people who can tell if 
you’re lying, and they’ll tell you that you are.” 

 

To finish, one professional spoken to in the 
case studies made it clear what they felt 
should be a minimum offer to our children and 
young people: 

“I think as a society we owe them priority/easy 
access to services which will meet their needs, 
at the very least.” 

 
 



 

 

Appendix F: Voice of Children and Young People report  
 
 
 
 
 

 
 
 

Voice of Children 
and Young People 
Report 
July 2016 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

“Sometimes when you’re hit with everything that's 
wrong with the world all at once and you have to 
sit down. And injustice.” 
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This report is one of three reports covering ‘Future in Mind’ work undertaken and should be 
read in conjunction with the others: 
 
Vulnerable Children and Young People Report July 2016 
Voice of Children and Young People Report July 2016 
Future in Mind Case Studies July 2016  
 
This report and information in it can be used or reproduced however please ensure the 
information used is credited to Healthwatch Wakefield.  
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Voluntary sector groups involved in this work 

 
Young Lives Consortium 
Lightwaves Leisure Centre, Lower York Street, Marsh Way, Wakefield WF1 3LJ 
 
The Old Quarry Adventure Playground 
93 Sycamore Avenue, Knottingley WF11 OPJ 
 
Next Generation 
Lightwave’s Leisure Centre, Lower York Street, Marsh Way, Wakefield WF1 3LJ 
 
Wakefield City Youth and Community Project 
c/o 16B Charlotte Street, Wakefield WF1 1UH 
 
Dominion Training 
13 Cheapside, Wakefield WF1 2SD 
 
Eastmoor Community Project 
St Swithun’s Community Centre, Arncliffe Road, Wakefield WF1 4RR 
 
Hall Green Youth Club 
Hall Green Community Centre Wakefield, 1a Painthorpe Lane, Hall Green, Wakefield WF4 3LA 
 
Inspiring Community 
Portobello Community Centre, Portobello Road, Wakefield WF2 7JJ 
 
Tiger Trust 
The Mend-A-Hose Jungle, Wheldon Road, Castleford WF10 2SD 
 
 



 

 

Introduction 

Healthwatch Wakefield was established under 
The Health and Social Care Act 2012 and 
commenced in April 2013. It provides an 
opportunity for local people to have a stronger 
voice to influence and challenge how health 
and social care services are provided. 

Young Healthwatch in particular gives a 
voice to children and young people. It is 
open to those aged 8-18 years, and up to 25 
years for those who are vulnerable and 
those with disabilities. It gives these 
individuals an opportunity to identify issues 
and gaps in services and to help shape and 
develop services. 

Future in Mind is a national initiative from the 
Department of Health and NHS England. With 
a clear ambition in the form of key proposals 
to transform the design and delivery of a local 
offer of services for children and young people 
with mental health needs. Clinical 
Commissioning Groups were invited to apply 
for funding to support change in their area and 
in NHS Wakefield Clinical Commissioning 
Group were successful with their application. 

 

Aim and outcome 

Healthwatch Wakefield were required to 
create an ongoing relationship with children 
and young people and a process for feeding 
their views into service design and review, 
working with the local voluntary and 
community sector (VCS) to build on existing 
arrangements and lead this work. 

The desired outcomes were that services are 
designed to meet the needs of children and 
young people, and that engagement is 
improved and DNA (did not attend) numbers 
are reduced. 

Process 

In January 2016 a work stream was set up with 
Healthwatch Wakefield as lead organisation 
alongside key local VCS groups already working 
with children and young people. 

In order to extend the reach of the working 
group, we initially mapped out all VCS 
organisations in Wakefield District known to 
be working with children and young people. 
We then agreed that each member of the 
group would take two to three organisations, 
including some schools, to work with when we 
began to develop the process of engagement. 
This built on existing relationships where 
possible and increased our reach from the nine 
organisations involved to around thirty. 

Alongside the mapping exercise, we jointly 
developed a survey for children and young 
people based on questions that we knew 
would be relevant to this stage of the Future 
in Mind development and that we hoped 
would also pick up some of the main issues 
we were aware of around access to support 
for mental health.  

The first survey was piloted within the groups 
and several significant changes were made as a 
result. After we were collectively satisfied with 
the questions, we began to go out and engage 
with children and young people more widely. 
Please see appendix B for the survey 
questions. 

 
Over the course of around six 

weeks, the views of 877 
children and young people 

have been gathered. 
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Points to consider 

The survey had an unusual demographic mix in 
comparison with similar surveys done 
previously in Wakefield District. Usually 
surveys have a much higher response, over 
90%, from white British population, but this 
survey had 62% response from white British 
children and young people. 18% ticked the 
‘other’ box for ethnicity and quite a high 
proportion of these were from Eastern 
European origin. We think this can be 
explained by the fact that the survey was 
taken out by VCS organisations, many of whom 
are working with an ethnic minority 
demographic. We also suspect that the 
‘teenager’ factor might be attributable to a 
certain extent, as some VCS workers described 
noticing that young people put things like 
‘gypsy/traveller’ when they were not of this 
background. 

Question 2 asked who children and young 
people would go to for support and 42% of 
them said they would go to their youth 
worker. Again, we think this is 
unrepresentative of the general population 
and reflective of the fact that the survey was 
carried out by VCS organisations already 
working with children and young people 
possibly in a youth worker type role. 

We found that the survey was completed by a 
high number of children and young people 
from our more deprived areas of Wakefield 
District. Well over half of the surveys that 
identified where the child or young person 
lived, 810, came from areas that map against 
the five wards with the highest number of 
children living in poverty. 
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Percentage of children in poverty 20148     

 

After housing costs Before housing costs 

Wakefield West Ward 39.0 25.0 

Airedale and Ferry Fryston Ward 36.0 23.0 

Wakefield East Ward 33.0 21.0 

Hemsworth Ward 31.0 20.0 

Knottingley Ward 30.0 19.0 

 

 

                                                           
8 From Wakefield Observatory 
http://observatory.wakefield.gov.uk/dataviews/tabular?viewId=470&geoId=27&subsetId=25  

http://observatory.wakefield.gov.uk/dataviews/tabular?viewId=470&geoId=27&subsetId=25


 

 

Survey Findings 

This section goes through the survey responses 
and analyses the key messages from each 
question. The survey was a combination of 
qualitative and quantitative questions that 
were designed to find out some key 
information about: 

• What causes our children and young people 
to feel stress / struggle with their mental 
health? 

• What do they do when they feel they need 
help, who do they go to? 

• For those who have sought help, was it 
what they needed? 

• For those who would like help, what help 
would they like and where would they like it 
provided? 

It was sobering to see that just over 50% of 
the children and young people surveyed had 
already tried to find help to deal with issues 
that were causing them stress. 45% of them 
reported that they went to their friends in the 
first instance and 42% to parents, making it 
vital for us to support children and young 
people to support one another where 
possible, and ensure that parents are well 
informed about accessing help if necessary. 
78% said when they did seek help the support 
offered was good and 71% said it was what 
they needed. 

The first question in the survey was designed 
to get children and young people thinking 
about the things that might cause them 
feelings of stress. We asked them to tick the 
ones that they felt they had experienced. The 
majority said that falling out with friends had 
been a cause of stress for them, followed by 
school or college work being too hard, and 
thirdly that family problems had caused stress. 
There are some interesting gender and ethnic 

differences in the answers that are discussed 
on pages 9 and 11. As can be seen by some of 
the comments, children and young people are 
coping with a number of issues ranging from 
fears about the world we live in: 

 
“Sometimes when you’re hit 
with everything that's wrong 

with the world all at once and 
you have to sit down. And 

injustice.” 
 

…to very personal bereavements: 

 
“Had brother/sister baby died 

before being born” 
 

…and how difficult it can be to make their own 
way in the world:  

 
“People forcing me to do 
things and lies about me” 

 
 

 
“Don't have any friends” 

 
 

 
“Tests, assessments, (just feel 

like I forget everything)” 
 

 

 
“Scared of people” 

 



 

 

1. We want to ask you about how you cope with feelings of worry, stress, anger or just general 
unhappiness. We've written below some of the things that we know can make people feel bad. 
Please tick the ones that you've experienced and add any that we might have missed.  

  Response 
Percent 

Response 
Total 

1 School or college work too hard   
 

52.26% 451 

2 Falling out with friends   
 

53.53% 462 

3 Changing schools   
 

17.27% 149 

4 Family problems   
 

43.57% 376 

5 Not enough money   
 

21.32% 184 

6 Feeling left out or lonely   
 

37.20% 321 

7 Problems with 
girlfriends/boyfriends   

 

20.28% 175 

8 Unemployed   
 

11.24% 97 

9 Don't like how I look   
 

27.00% 233 

10 Being bullied   
 

32.79% 283 

11 Don't like myself   
 

21.67% 187 

12 Lost someone I care about   
 

36.85% 318 

13 Peer pressure to do things I 
don't want to do   

 

20.51% 177 

14 Illness - yours or someone close 
to you   

 

28.97% 250 

15 Other (please specify):   
 

7.53% 65 

 
answered 863 

skipped 14 

 
Differences by gender 
A higher number of girls report experiencing 
things that cause stress than the average, 
particularly problems with friends, 11% higher, 
feeling left out / lonely, 7% higher, and being 
bullied, 6% higher than the average. 

Boys are reporting things that cause them 
stress lower than the average, including 10% 
less reporting family problems than the 
average and 12% fewer saying they don't like 
themselves. 

Children who feel their gender identity is 
different to that at birth report higher levels of 
stress in relation to family, 12% higher than 
average and feeling left out or lonely, 13% 
higher than average. They are significantly 
more likely to report that they don't like 
themselves, 42% against an average of 22%. 
They do report much lower levels of stress 
connected with falling out with friends, 21% 
lower than average. 

Gender differences between boys and girls 
are marked in areas of friendship, 65% of 
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girls and 40% of boys report stress from 
falling out with friends. Boys also report less 
stress in relation to family, feeling left out or 
lonely, having lost someone and not liking 
themselves. 16% of boys report feeling peer 
pressure to do things they don't want to do, 
in comparison to 20% of girls. 

The table below shows the three highest 
reported areas of stress by gender. Children 
who feel their gender is different to the one 
they were assigned at birth reported their 
third highest area of stress not as being falling 
out with friends, but being the fact that they 
didn’t like themselves, 42% against the 
average score of 22%. 
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Differences by ethnicity 
White British children and young people report 
slightly higher, between 2-7%, levels of stress 
than the average against falling out with 
friends, family pressures, feeling left out or 
lonely, having lost someone, feeling bullied 
and not liking themselves.  

Asian or Asian British children and young 
people report better than average responses 
against falling out with friends, feeling left out 
and lonely, 13% against an average of 37%, 
having lost someone, 17% against 37%. They 
also report stress in relation to being bullied 
15% in comparison with 33% average. 

Black or Black British children and young 
people have comparable responses against the 
average in most areas, but report better scores 
against having lost someone, 6% against 37%, 
being bullied, 21% against 33%, and feeling 

peer pressure to do things they don't want to 
do, 9% against an average of 21%. 

Children from a mixed/minority ethnic group 
report lower levels of stress against school or 
college work, 35% against 52%, feeling left out 
or lonely and having lost someone, both 25% 
against 37%. 

The table below shows the three highest 
reported areas of stress by ethnicity. Although 
there is variation, none of the responses 
demonstrated a higher than 10% difference 
against the average. 
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2. If you or a friend of yours had any of these issues and wanted some advice or support, who would you 
go to? Tick as many as you like. 

  Response 
Percent 

Response 
Total 

1 Friend   
 

59.86% 519 

2 Parents   
 

51.21% 444 

3 Family   
 

46.71% 405 

4 Youth Worker   
 

42.33% 367 

5 Doctor   
 

9.69% 84 

6 No one   
 

8.42% 73 

7 Other (please specify):   
 

11.42% 99 

 
answered 867 

skipped 10 

 
It is clear that most children seek support 
from people closest to them. Friends, 
parents and family come high up on this list. 

The high number of responses for youth 
workers was probably influenced by the 
nature of the methodology, as most of the 
surveys have been done with the support of 
VCS organisations already working with 
children and young people. 

Although we tried to take the survey into 
broader settings including schools and 
statutory provision, the majority of 
responses have been through the voluntary 
sector. 

In the ‘other’ section, 53 out of the 99 
people who provided comments said they 
would talk to their teacher, and we feel that 
if this had been included as a category, the 
total responses might have been higher. 

Some of the ‘other’ responses included 
counsellor, social worker, support worker, 
other adults who are trustworthy and a 
couple of children mentioned their pet. 

However, there were some who didn’t feel 
able to seek support: “None. I wouldn't want 
to speak to anyone. I would keep it to myself 
as I am afraid to talk about it.” 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



 

 

3. What kind of support do you think would be helpful? 

  Response 
Percent 

Response 
Total 

1 Someone to talk to/listen to me   
 

72.84% 625 

2 Internet advice and information   
 

20.16% 173 

3 A telephone helpline   
 

14.22% 122 

4 To talk to other people in the same 
situation   

 

41.26% 354 

5 Other (please specify):   
 

5.94% 51 

 
answered 858 

skipped 19 

 
Most children and young people said they 
would prefer to talk to someone, whether this 
was someone just to talk to / listen to them or 
more specifically, someone who was in the 
same situation as they are. 

There were some gender differences in the 
responses to this question, which can be 
seen below. 
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4. If you were offered counselling or the chance to talk to someone about what was bothering you, where 
would you prefer to see them?  

  Response 
Percent 

Response 
Total 

1 At my doctor's   
 

18.74% 161 

2 In my own home   
 

42.61% 366 

3 At a youth club   
 

27.12% 233 

4 At school/college   
 

32.60% 280 

5 At a local community centre   
 

25.84% 222 

6 At a walk in centre   
 

12.92% 111 

7 Other (please specify):   
 

6.87% 59 

 
answered 859 

skipped 18 

 
It is possible that the high response indicating 
that they would want support in their own 
home is linked to the fact that most young 
people said they would ask family or parents 
for help in the first instance, rather than there 
being a desire to have counselling or a more 
formal intervention at home. 

Reponses to the ‘other’ category included 
CAMHS, job centre, somewhere private, the 
library, somewhere outside like a park, coffee 
shop/KFC/MacDonald’s. One person summed 
it up by saying “Anywhere where I'm 
comfortable”. 

Another had a slightly quirkier response and 
would prefer to be seen in “a small quiet room 
surrounded by happy penguins”. 

The second section of the survey asked 
children and young people to tell us whether 
or not they had personal experience of 
accessing support. Just over 50% said that 
they had. 

 
 
 
 
 

 

5. Looking back to question 1, have you had any experience yourself of trying to get advice or support for 
any of these issues?  

  Response 
Percent 

Response 
Total 

1 Yes   
 

50.24% 427 

2 No - If no, please skip questions 6, 7 
and 8 and go to question 9.   

 

49.76% 423 

 
answered 850 

skipped 27 
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6. If yes, who did you go to for advice or support?  

  Response 
Percent 

Response 
Total 

1 Friend   
 

45.07% 201 

2 Parents   
 

41.70% 186 

3 Family   
 

22.65% 101 

4 Youth Worker   
 

25.11% 112 

5 Doctor   
 

14.80% 66 

6 Other (please specify):   
 

18.61% 83 

 
answered 446 

skipped 431 

 
Again, nearly half of the ‘other’ responses 
were that people would go to their teacher, 
head of year, or school. Some others 
mentioned counsellors/IAPT/CAMHS, or that 
they would seek support from their boyfriend. 

Some people reported poor experiences of 
seeking help; “No one actually cared about my 
problems in a profession so I dealt with them 
on my own. Only friends cared as doctors 
overlooked me.” 

 
 

7. Was the advice or support you were given any good?  

  Response 
Percent 

Response 
Total 

1 Yes - please tell us what was good 
about it below   

 

77.50% 341 

2 No - please tell us why it wasn't very 
good below   

 

22.50% 99 

 
answered 440 

skipped 437 

 
There were lots of comments given in 
response to this question, around 64 were 
negative, 207 were positive and there were a 
few responses that indicated some elements 
of the support being good and some bad. 

Of the negative comments, the following could 
be identified as themes: 

• Information or advice given was not useful 
or relevant to the situation. 

• The advice didn’t help; they still felt the 
same way. 

• They weren’t taken seriously and wrong 
assumptions were made about them. 

• They didn’t feel understood or listened to 

• They didn’t understand what was being said 
to them 

• It didn’t stop the bad things happening, and 
sometimes made things worse. 
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“They basically said it would be ok, but it 
wasn’t” 

“If it is ‘important’ they have to tell a teacher, 
so I don’t tell her anything anymore” 

“No one understood” 

“No, they gave me medication and it made me 
more sad” 

 
The positive comments identified three main 
themes that underpin why children and young 
people felt that the support they were given 
was good: 

• They felt listened to and understood 

• The advice or help given actually resolved 
the situation they were in 

• They were helped to understand their 
situation and given the support to resolve it 
themselves. 

“She listened to me and there was never 
anything I couldn’t talk to her about” 

“They could relate to me, they understood and 
listened” 

“They gave me different information and 
weren’t patronising” 

“Listened to my problem and helped me feel 
better. They were really sympathetic, caring 
and offered advice” 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



 

 

8. Was it what you needed?  

  Response 
Percent 

Response 
Total 

1 Yes   
 

70.78% 310 

2 No   
 

9.82% 43 

3 Not really   
 

19.41% 85 

 
answered 438 

skipped 439 

 

Although the majority of responses to this 
question were positive, the comments 
revealed other issues around ongoing 
bullying, not getting the help that they felt 
they needed, not getting any help at all, 
waiting for services, and feeling that things 
haven’t changed for the better. 
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Conclusion 

There are some interesting findings in this 
survey, not least that more than half of the 
877 children and young people surveyed tell us 
that they have had to try and find advice or 
support for issues that were affecting their 
mental health. They tell us that they firstly go 
to their friends and/or parents for help, which 
gives us an imperative to ensure that accurate 
and relevant information and advice is easily 
available to everyone. 

They tell us that the main stressful things they 
experience are falling out with friends, 
school/college work being too hard and having 
problems within the family. They value most 
having someone to talk to if they’re struggling, 
or being able to talk to other people who have 
experienced the same issues. 

Although a very high number of children and 
young people have sought help, happily 78% 
tell us that the advice they were given was 
good and 71% said it was what they needed. 

The questions asked in this survey were fairly 
general. They did not focus on any particular 
challenging issues or target children and young 
people who are receiving support within 
mental health services. We know that this 
survey is the tip of the iceberg far as gathering 
experiences of children and young people is 
concerned. The Wakefield 2015 Future in Mind 
report shows that in 2014/15 our CAMHS 
service locally received 2,514 referrals, of 
which 398 (16%) were accepted into service. 
358 referrals for self harm / crisis interventions 
were made, with 148 accepted into service 
and 15 children and young people actually on 
active caseload at 31st March 2015. 

The Wakefield Children’s Joint Strategic Needs 
Assessment in 2015 found that Wakefield has 
significantly higher rates of hospital admissions 

for intentional self harm in those aged 10-24. 
Almost a third of pupils answered questions in 
the Children and Young People’s Survey (2015) 
indicating that they have low to medium low 
emotional wellbeing. Half of children in care 
(LAC) have a score from the strength and 
difficulties questionnaire (SDQ) that is 
borderline or cause for concern. 

We also know from our own work with 
children and young people at Young 
Healthwatch that there are things that can be 
done much better in relation to supporting 
them at times of need. We are pleased that 
Wakefield Clinical Commissioning Group is 
keen to support further work to bring the 
voice of children and young people to the 
table. We look forward to building on these 
initial findings. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Demographic information 
 

10. What is your age?  

  Response 
Percent 

Response 
Total 

1 8-11   
 

22.62% 195 

2 12-18   
 

62.53% 539 

3 18-25   
 

12.53% 108 

4 Prefer not to say   
 

2.32% 20 

 
answered 862 

skipped 15 

 

11. What gender are you?  

  Response 
Percent 

Response 
Total 

1 Female   
 

54.48% 468 

2 Male   
 

40.98% 352 

3 I feel that my gender is different to 
the one I was assigned at birth   

 

1.40% 12 

4 Prefer not to say   
 

3.14% 27 

 
answered 859 

skipped 18 

 

12. What is your ethnic background?  

  Response 
Percent 

Response 
Total 

1 Asian or Asian British   
 

10.79% 93 

2 Black or Black British   
 

3.94% 34 

3 Mixed/multiple ethnic groups   
 

2.32% 20 

4 White   
 

61.60% 531 

5 Prefer not to say   
 

3.60% 31 

6 Other (please specify):   
 

17.75% 153 

 
answered 862 

skipped 15 
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13. Do you consider yourself to have a disability? Please tick all that apply.  

  Response 
Percent 

Response 
Total 

1 No   
 

77.46% 660 

2 
Long standing illness or health 
condition e.g. cancer, diabetes, HIV 
etc 

  
 

2.35% 20 

3 Learning disability   
 

5.40% 46 

4 mental health condition   
 

4.93% 42 

5 Physical or mobility   
 

2.11% 18 

6 Hearing   
 

1.41% 12 

7 Visual   
 

2.35% 20 

8 Prefer not to say   
 

7.16% 61 

 
answered 852 

skipped 25 
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Children and Young People’s Mental Health Survey 2016          Future in Mind 
 

We want to ask you about how you cope with feelings of worry, stress, 
anger or just general unhappiness 
 
1. We’ve written below some of the things that we know can make people feel bad. 

Please tick the ones that you’ve experienced and add any we might have missed 
 

School or college work too hard   Unemployed  
     

Falling out with friends   Don’t like how I look  
     

Changing schools   Being bullied  
     

Family problems   Don’t like myself  
     

Not enough money   Lost someone I care about  
     

Feeling left out or lonely   Peer pressure to do things I don’t want to  
     

Problems with girlfriends/ boyfriends   Illness - yours or someone close to you  
 

Any others, please 
tell us 

 
 

 
2. If you or a friend of yours had any of these issues and wanted some advice or 

support, who would you go to? Tick as many as you like 
 

Friend   Parents   Family  
        

Youth Worker   Doctor   No one  
 

Other, please tell us  
 

 
3. What kind of support do you think would be helpful? 
 

Someone to talk to/listen to me    Internet advice and information  
 

A telephone helpline   To talk to other people in the same situation  
 

Other, please tell us  
 

 
4. If you were offered counselling or the chance to talk to someone about what was 

bothering you, where would you prefer to see them? 
 

At my doctor’s   In my own home   At a youth club  
        

At school/college   At a local community centre   At a walk in centre  
 

Other, please tell us  
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5. Looking back to question 1, have you had any experience yourself of trying to get 
advice or support for any of these issues? 

 

Yes   No  If no, please skip questions 6, 7 
and 8 and go to the section to tell 
us a little bit about you.  

 
6. If yes, who did you go to for advice or support? 
 
Friend   Parents   Family  
        

Youth Worker   Doctor     
 

Other, please tell us  
 
 

 
7. Was the advice or support you were given any good? 
 

Yes   No  
     

Can you tell us what was good about it? 
 
 
 
 
 

 Can you tell us why it wasn’t any good? 

 
8. Was it what you needed? 
 

Yes   No   Not really  
 

If you would like to tell us more about this please do: 
 
 
 
 
 
 
 

If you or someone you know needs any help now these services might be useful: 
 

 

Local telephone: 01924 377 011 (local charges apply) 
National telephone: 116 123 (this number is free to call) 

                                    
 

Or go to:    

http://www.samaritans.org/about-us
http://www.childline.co.uk/
https://www.kooth.com/index.php
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Appendix G: Vulnerable Groups 
 
 
 
 
 

 
 
 

Vulnerable Children 
and Young People 
Report 
July 2016 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

“There are some children and young people 
who have greater vulnerability to mental health 
problems but who find it more difficult to 
access help. 

If we can get it right for the most vulnerable, 
such as looked after children and care leavers, 
then it is more likely we will get it right for all 
those in need.” 
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This report is one of three reports covering ‘Future in Mind’ work undertaken and should be 
read in conjunction with the others: 
Vulnerable Children and Young People Report July 2016 
Voice of Children and Young People Report July 2016 
Future in Mind Case Studies July 2016  
 
This report and information in it can be used or reproduced however please ensure the 
information used is credited to Healthwatch Wakefield. 
 
Quotations have been taken from ‘Future in Mind: Promoting, protecting and improving our children 
and young people’s mental health and wellbeing’ 
NHS England Publication Gateway Ref No 02939  
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Voluntary sector groups involved in this work 

 
Young Lives Consortium 
Lightwaves Leisure Centre, Lower York Street, Marsh Way, Wakefield WF1 3LJ 
 
The Old Quarry Adventure Playground 
93 Sycamore Avenue, Knottingley WF11 OPJ 
 
Chantry YMCA 
St Barnabas Centre, Brunswick Road, Rotherham S60 2RR 
 
Tapepuka 
103 Raines house, Raines Business Centre, Wakefield WF1 1HR 
 
Next Generation 
Lightwave’s Leisure Centre, Lower York Street, Marsh Way, Wakefield WF1 3LJ 
 
Gasped (Greater Awareness and Support for Parents Encountering Drugs) 
The Resource Centre, 5-5a Cheapside, Wakefield WF1 2SD 
 
Wakefield City Youth & Community Project 
c/o 16B Charlotte Street, Wakefield WF1 1UH 
 
CRI Wakefield Young People’s Service 
10a Cross Street Chambers, Cross Street, Wakefield WF1 3BW 
 
 

 

“Studies have shown marked health inequalities in relation to 

children and young people’s mental health, with correlations 

between poor mental health and disadvantage – for example, 

children in low income families having a threefold increased risk 

of developing mental health problems.” 
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Introduction 

Healthwatch Wakefield was established under 
The Health and Social Care Act 2012 and 
commenced in April 2013. It provides an 
opportunity for local people to have a stronger 
voice to influence and challenge how health 
and social care services are provided. 

Young Healthwatch in particular gives a 
voice to children and young people. It is 
open to those aged 8-18 years, and up to 25 
years for those who are vulnerable and 
those with disabilities. It gives these 
individuals an opportunity to identify issues 
and gaps in services and to help shape and 
develop services. 

Future in Mind is a national initiative from the 
Department of Health and NHS England. With 
a clear ambition in the form of key proposals 
to transform the design and delivery of a local 
offer of services for children and young people 
with mental health needs. Clinical 
Commissioning Groups were invited to apply 
for funding to support change in their area and 
in NHS Wakefield Clinical Commissioning 
Group were successful with their application. 

 

Aim and outcome 

In Wakefield District we were required to 
undertake a scoping exercise through effective 
consultation to identify hard to reach groups 
and establish barriers to accessing services, 
and clear solutions to overcome these. 

The outcome identified for this element of the 
work was to improve access to services for the 
most vulnerable and hard to reach groups. 

 

 

Process 

In January 2016 a work stream was set up 
with Healthwatch Wakefield as lead 
organisation alongside key local voluntary 
sector groups already working with children 
and young people. 

The first task was to identify the categories of 
vulnerability that were to be considered. The 
group initially used the nine protected 
characteristics from the Equality Act 2010, but 
these were expanded upon as work 
progressed, including referencing the 
Vulnerable Group themes from the Clinical 
Commissioning Group’s Mental Health 
Transformation Plan. 

The key services that work with the vulnerable 
groups were identified and approached in 
order to elicit information about what they 
offer, what they perceive the risks and gaps to 
be, and what barriers exist for these children 
and young people to access mental health 
support. In addition, the members of the task 
group themselves had considerable knowledge 
and experience. 

Evidence has been produced with detailed 
information about the findings. From this, the 
main themes were identified and in depth 
discussions were held about what solutions 
might be practical and feasible in order to 
overcome some of the barriers to access and 
engagement. 
 

Key themes 

We heard common themes within all or most 
of the vulnerable groups, and we are aware 
that many children and young people will be 
experiencing more than one issue. Some of the 
key messages included: 
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Gaps / potential risks 

• Gaps in availability of qualified child 
counsellors, especially specific to child 
sexual exploitation. 

• Barriers experienced where same gender 
counsellors/workers were not available 
causing children and young people to 
disengage from services. 

• A lack of cultural sensitivity where workers 
were not from the same background as 
children and young people, leading to 
social/cultural misunderstandings and 
disengagement. 

• The basics need to be in place – for services 
to have the ability, and time, to listen; 
services for children and young people need 
to acknowledge different approaches. 

• Children and young people need 
opportunities: to be listened to, have 
somewhere to go, and something to do. 

There could be a greater understanding of the 
expertise that already exists within 
communities identified as vulnerable, and 
resourcing provided to support them. 

• There appears to be no Child Poverty 
Strategy in Wakefield despite up to 39% of 
local children in some wards, Wakefield 
West, living in poverty after housing costs 
2014 
http://observatory.wakefield.gov.uk/datavi
ews/tabular?viewId=470andgeoId=27andsu
bsetId=25 

• A lack of resilience and key competencies, 
particularly in 17-18 year olds, was 
identified. 

• It is unclear how services keep in touch with 
children or young people who do not have a 
permanent address, are homeless, sofa 

surfing, or living in hostels and bed and 
breakfast accommodation. 

• There is no generic advocacy provision for 
children and young people in Wakefield 
District, although there is a service for 
looked after children provided by 
Barnardo’s. 

 

“Young people who are 

amongst the most excluded 

from society, such as those 

involved in gangs, those who 

are homeless and/or looked-

after children, need support 

from people they trust.” 

 

 

Barriers to Accessing Services 

Communication 

Use of ‘professional language’ which alienates 
young people. 

Language generally, especially where English is 
not a first language. 

Poor literacy and lack of confidence. 

Having an understanding of the process; 
it needs communicating in an 
appropriate way. 

Information about services that are on offer 
and how they can be accessed needs to be 
promoted in different formats. 

http://observatory.wakefield.gov.uk/dataviews/tabular?viewId=470&geoId=27&subsetId=25
http://observatory.wakefield.gov.uk/dataviews/tabular?viewId=470&geoId=27&subsetId=25
http://observatory.wakefield.gov.uk/dataviews/tabular?viewId=470&geoId=27&subsetId=25
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Stigma 

Cultural beliefs about mental health, 
particularly Romany Gypsy and Traveller 
Communities /African communities/other 
Black and Minority Ethnic communities 
(BAME). 

Mistrust of Professionals 

Young people can feel targeted and over 
scrutinised. 

Mistrust can build up over time if they have 
had bad experiences throughout the 
system. 

Lack of a joined up approach 

Tensions when approaches are not seen as 
holistic/joined up. Mainstream services are 
not always aware of other provision, for 
example within the voluntary sector, so 
children and young people are discharged 
or referrals turned down with no other 
support offered. 

Cost 

Sometimes ‘specialist’ interventions need to 
be bought in by schools, GPs and even 
secondary mental health services, which 
can result in even longer delays and more 
likelihood for disengagement. 

Travel costs for young people and their family 
to access service if not in their locality can 
be prohibitive. 

Transitions 

It needs to be recognised that transition 
sometimes takes longer for ‘specific’ young 
people, for example those who are Deaf, 
from African communities, or looked after 
children who find it even more difficult 
without support to navigate services. The 

system needs to be responsive to the 
individual’s transition to adulthood. As 
young people hit different stages of 
adulthood and become independent their 
resilience varies and changes over time. 
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Solutions 

The following solutions have been identified as 
ways that commissioners and providers might 
start to address some of the barriers and risks. 

An Asset Based Approach - take an asset 
based approach to enable early 
intervention and prevention work with 
communities, and whole system 
ownership by individuals, linked to 
point 3. 

Strengthen the Common Assessment 
Framework (CAF) process to include the 
voluntary and community Sector (VCS), 
providing appropriate training and capacity 
for them to be involved effectively. 

Clarify the support available from the Early 
Help Hubs, ensuring that gaps in support 
are acknowledged and that clear pathways 
of support involving all partners are in place 
to meet needs, including support into and 
out of more intensive services. 

Recognise and support the role of community 
navigators, existing locally based skilled 
workers within communities, who support 
children and young people to access 
services. 

Commission existing groups within the third 
sector to support the Clinical 
Commissioning Group and the Local 
Authority in involving families in accessing 
support for children and young people, 
recognising that grassroots relationships 
can result in better outcomes in difficult 
areas, for example encouraging families 
from diverse communities to foster, cross-
generational kinship support, parenting and 
peer support. 

Practical support and 
information/communication 

Information about support and services made 
available as widely as possible and in 
different formats, targeted to places that 
children and young people access. 

Interpreters, British Sign Language 
interpreters, and literacy support, including 
support to understand the system, with 
clear information about how to access 
services and what to expect. Promote 
understanding and compliance with NHS 
accessible information standard (31/07/16) 
https://www.england.nhs.uk/ourwork/pati
ents/accessibleinfo/ 

Counsellors from a range of backgrounds, 
ethnic mix, male and female, who are 
trained to work with children and young 
people with specific needs. 

Offer support within the community that 
children and young people are already 
familiar with, or are able to access, being 
aware that rural isolation and lack of 
transport can be a barrier. 

Provide befriending / mentoring / peer 
support for individuals and for families. 

Address issues such as parental consent being 
a barrier for a young person to access 
support in schools that is staff to be aware 
of the use of Gillick competency1 where 
appropriate. 
1 "...whether or not a child is capable of giving the 
necessary consent will depend on the child’s 
maturity and understanding and the nature of the 
consent required. The child must be capable of 
making a reasonable assessment of the advantages 
and disadvantages of the treatment proposed, so 
the consent, if given, can be properly and fairly 
described as true consent." 
(Gillick v West Norfolk, 1984) 

https://www.england.nhs.uk/ourwork/patients/accessibleinfo/
https://www.england.nhs.uk/ourwork/patients/accessibleinfo/
https://www.nspcc.org.uk/preventing-abuse/child-protection-system/legal-definition-child-rights-law/gillick-competency-fraser-guidelines/#pageref11215
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Commission a system of support that is 
flexible and outcomes based 

Develop a local child poverty strategy to 
inform commissioning. 

Commission a joined up system of support, not 
services that work in isolation, which can be 
achieved in part by training/coaching for 
professionals to include: 

o How to have the initial conversation 
with a vulnerable young person. 

o Recognising and acknowledging 
trauma. 

o A good awareness of the wider system 
offer of support, and pathways to 
access these. 

Co-produce services with all relevant 
stakeholders. 

Actively seek out the voices of vulnerable 
children and young people, and their 
carers/families 

Regular intelligence gathering and dialogue to 
inform providers and commissioners. 

Consistent, independent evaluation of 
services. 

Provide real opportunities for people, 
individuals and groups, to challenge bad 
practice or gaps. 

Ensure that children and young people feel 
understood within their community and 
cultural/individual context and are given 
time to build up trust. 

Get transitions right 

Pathways out of intensive secondary care not 
just to be focused on therapeutic 

interventions but on support to live a life in 
the community. 

Make sure that the young person knows 
exactly what they can expect in relation to 
their support going forward. 

Strengthen the sharing of information and 
support in the transition from school to 
college and through to adult life. 

Children and Adolescent Mental Health 
Services (CAMHS) practitioners/workers to 
support children and young people to move 
on to adult services, to make the handover 
smoother. 

 

“Co-ordinated services should 

be provided in ways in which 

children and young people 

feel safe, build their 

resilience, so that they are 

offered evidence based 

interventions and care, 

drawing on the expertise and 

engagement of all the key 

agencies involved.” 
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Vulnerable Group: 1 Looked after children (LAC) 
Organisation lead: Jeanette Owens, CRI 
Services contacted: Barnardo’s CAPS, CRI, WeSail, Youth Offending Team (YOT), School 
LAC Nurses 
 
Interventions 
• LAC is a statutory responsibility and interventions rest with Social Care. LAC nurses complete health 

assessments to identify additional support e.g. emotional/mental health/general health. Assessment 
also done by school nurses. Sexual health and substance misuse referrals made to specialist services. 

• Child Sexual Exploitation (CSE) interventions by Barnardo’s CAPS service which offers one to one and 
group work and advocacy. LAC is an identified vulnerability when involved with YOT. There is a multi- 
agency approach for children and young people who are LAC. 

• Wakefield Early Support Advice Information Liaison Service (WeSail) support families with a child with 
special educational needs and or disabilities. They also provide advice and support to foster carers. 

• Local authority participation worker and Children in Care Council (CiCC) organiser. 

• The CSE service and CAPS (Children’s Advocacy and Participation Service) are two different services. 
CAPS offer advocacy support to LAC children and young people as well as those having Education, 
Health and Care Plan (EHCP) meetings. We ensure they know their rights and support them with any 
complaints. 

• The YOT has strong links with all its partner agencies such as Children’s Social Care teams and the 
Early Help Hubs. For example, the YOT links well with Looked after Children’s services to ensure that 
young people’s health and wellbeing needs are being addressed and there is no duplication of work. 
YOT practitioners are linked into the work of other teams that support vulnerable young people to 
promote multi-agency working and improve outcomes. 

Gaps or risks for this group 
• Continuity of care of young people leaving care. Need to have good transition arrangements for 

young people when they reach 18 years and they need to access adult provision, e.g. mental health, 
substance misuse. 

• Training and support for foster carers – they find out by default about WeSail/issues in school 
support via SENDASS (Special Educational Needs and Disability Information and Advice Support 
Service). 

Barriers to accessing support 
• LAC can have a number of professionals involved with their care plan. Have negative experiences of 

professional involvement. 
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• Stigma because they are LAC. 

• Foster cares need to know what services are provided – a menu of interventions could prove useful. 
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Vulnerable Group: 2 Care Leavers 
Organisation lead: David Sargent, YMCA 
Services contacted: Barnardo’s CAP, Community Awareness Project, Saviour Trust, The 
Sanctuary Project, WeSail 
 
Interventions 
Barnardo’s CAPS (Children’s Advocacy and Participation Service): 
• Advocacy support for young people looked after by Wakefield Council. 

• Advocacy support to young people over 11 years who have Child Protection Conferences. 

• Independent Visitor service for children and young people who are looked after by Wakefield 
Council. 

• Placement Interviews- speak to young people over 11 years when they move from one placement to 
another to find out their experience of care. CAPS now support any child identified and wishing for 
support in child protection and core group meetings. 

• CAPS support the Missing service by completing all missing referrals for young people who are LAC 
and have been missing for over 24hrs. 

• Help young people in Care who want to make a complaint. 

 
Community Awareness Project: 
• Via a referral system – clients are referred from other services in Wakefield District. 

• Practical support – meals, shower, toiletries, household items, furniture. 

• Referral to other agencies –child abuse, sexual abuse, marriage, family, debt, anger issues. 

 
Saviour Trust: 
• Intervenes to resolve housing problems for the homeless in Pontefract and surrounding areas. 

• Intervenes to provide information, advice and guidance, drop-ins, food parcels and positive activities 
to all service users. 

• Intervenes to work alongside Local Authorities to maintain properties to a certain standard in keeping 
with ‘Responsible Landlord’ status with Wakefield Council. 

• Intervenes to work with tenants to strive towards positive ‘move-ons’, gaining employment, family 
reconciliation and rehabilitation back into the community. 

 
The Sanctuary Project: 
• Provides semi-independent supported accommodation for young people aged 16 to 25 years with 
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medium to high support needs. 

• Specialises in offering an outcome focused supported housing service for five young people at any 
one time. 

• Has worked intensively with a broad spectrum of young people for over 15 years in many different 
settings including New Hall Prison, Job Centre plus, Local Youth Clubs, NACRO (National Association 
for the Care and Resettlement of Offenders) YIP and Youth Inclusion Support Panel (YISP), The Bike 
Shed project. 

 
LA 16+ Forum provided by Sarah Huntingdon, Wakefield Council. Provides Children in Care Council 
 
 
Gaps or risks for this group 
 
From Barnardo’s/ CAP 
• Non registration at GP. 

• Potential transient lifestyle. 

• Substance misuse. 

• Young carers can be missed in the community. 

• New technology. 

 
From Community Awareness Programme 
• Domestic abuse and violence. 

• Potential for abuse when in the community. 

• Availability of services to which a referral can be made. 

 
From Saviour Trust 
• Lack of employment prospects. 

• Poor training record. 

• Personal health not treated as a priority. 

• Gap in targeted support for mental health issues. 

• Lack of effective transitional services for 16-17 year olds. 
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From The Sanctuary Project 
• A gap in mental health provision to address issues that cause breakdown in tenancy. 

• Substance misuse. 
 
Barriers to accessing support 
From Barnardo’s/CAP 
• Lack of confidence. 

• Hidden Disability e.g. ADHD 

• Lack of trust in ‘institutions’ and authority. 

• Communication/new technology; e.g. young people use Whatsapp as a preferred messaging service. 
Professionals’ phones not able to use new technology. 

• Increase in young people whose first language is not English. 

• Meetings are arranged for LAC young people when they are in school. Needs to be more flexibility 
when meetings are held and in consultation with young people. 

• Any change to service provision needs to be communicated to referrers and young people. 

 
From Community Awareness Project 
• Fear of retribution from family/carer. 

• Poor literacy. 

• Homelessness. 

• Previous negative experiences. 

 
The Saviour Trust 
• Prison institutionalisation. 

• Poor social skills. 

• Learning disabilities. 

 
The Sanctuary Project 
• Mistrust of authorities. 

• Poverty and financial hardship e.g. lack of travel budget. 
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Vulnerable Group: 3 BAME (South Asian and Eastern European) 
Organisation lead: Mohammed Ayub, Light Waves Community Trust; Foquia Shaban, 
Wakefield City Youth & Community Project; Emily Castle, Young Lives Consortium 
Services contacted: Next Generation, Wakefield City Youth & Community Project, 
Tapepuka, Homestart, Youth Service, WeSail, Youth Offending Team 
 
Interventions 
South Asian Community and Eastern European Communities 
• No or little statutory input. 

• Voluntary and community sector (VCS) delivering this, e.g. boys/girls group. 

• Provision of personal, health and wellbeing including sports activities. Social development provided 
by the VCS. This includes after school provision, e.g. school clubs, youth clubs. 

• Home Start offer an overall service to parents struggling with the full time care of children under 5 
years. 

 
YOT Core offer - service to all young people, we provide bespoke service that meets their needs, 
assessment takes place within 15 working day, 'Asset Plus' focuses what's going to keep people away 
from offending, fits with signs of safety. We are changing the way we assess and work to an 'asset 
approach’ that will build resilience rather than focus on the causes. The typical profile of young people 
that offend currently white 16 (possibly 98%), perhaps disengaged with education. Background 
fluctuates, when needed we access services e.g. language services to work with parents. 
 
Gaps or risks for this group 
South Asian Community and Eastern European Community 
• Lack of specialist counselling services, information or advice for BAME communities in Wakefield, 

including interventions at a local or national level. 

• No current intervention or provision provided for health and wellbeing, in relation to South African 
obesity and South Asian diabetes (a risk factor in cardiovascular conditions). These are generational 
health issues which need to be addressed. 

• Understanding – e.g. finding out about Polish autism culture, they focus on cures/interventions. Do 
not speak English – need interpreters to be available to ensure equity of access. 

• Eastern Europeans coming to the area now for ‘entry level’ jobs. 

• Poor Resources. WeSail try to use interpreters but nothing in the contract. 

 
Barriers to accessing support 
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South Asian Community, e.g. Pakistani and Eastern European Community 
• Cultural perspective: includes beliefs, values, and ideas. 

• Poor knowledge of provision and services available or how to access those services. 

• Sharing of information in the right format. 

• Poor communication about services, link to poor or very basic language skills. Need more Interpreters 
e.g. for both Asian and Eastern European communities. 

• Community liaison team has gone, and a reduced interpreter service. Unsure if there any BAME 
Leads in the Early Help Hubs? 
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Vulnerable Group: 4 African- Newer BAME Communities 
Organisation lead: Chawa Muverengwi, Tapepuka 
Services contacted: Wakefield Council Family Services, CAFCASS (Children and Family 
Court Advisory and Support Service), Family Courts, Police 
 
Interventions 
• Wakefield Council Family Services 
• CAFCASS 
• Family Courts 
• Police 
 
Gaps or risks for this group 
• Mechanical approach and rigid procedures can often miss the salient and subtle issues. 

• No effort to work with newer defined BAME users, often needs driven initiatives, which impede 
inclusion. 

• There is a lack of socio-cultural interpretation which would better meet needs of the newer BAME 
ethnic/faith groups. 

• Newer BAME communities are misunderstood. They try to fit in ‘to learn the rules’ but are 
hierarchically excluded and discriminated against. 

• No monitoring and evaluation mechanism of mainstream VCS organisations interventions. 

• Lack of capacity - funding issues - of newer BAME user led groups to know about BAME children from 
specific backgrounds, in care or youth justice system, so they can support or visit in order to make 
recommendations. 

• No effort to address underlying cause –mental ill health being symptomatic. 

• Needs not met in a realistic/positive manner, leading to refusal of young people/adults to participate 
in discussions/ research, resulting in disengagement and reliance on own devices. 

• A bridging/ stop gap service or transitional service for African children and young people and their 
parents, with practitioners who understand the cultural needs of this BAME group. 

 
Barriers to accessing support 
• Poor practice, prejudice. 

• Perceived poor parenting styles with neglect factors, but ’professionals’ not looking at real causes e.g. 
low income or on benefits, or inability to remain in work due to poor mental health of parent. 
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• Ever changing immigration laws have negative effects. 

• Lack of empathy and compassion. 

• Perceived disinterest of those who are in a position to implement solutions that will help the service 
user and or the family. 

• Disjuncture in the understanding of the ‘sense of family’, therefore parents don’t like social workers 
or other related practitioners 

• Children and young people from these communities have a lot of pressure put on them, juggling 
many ‘identities of self’. 

• Mental illness is known or defined differently in different cultures. Children and young people are not 
used to talking through issues, unequipped to deal with them in this way. 
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Vulnerable Group: 5 Learning Disabilities, Physical Disabilities and Special 
Educational Needs 
Organisation lead: Tara Watson-Morgan, Old Quarry; and Emily Castle, Young Lives 
Consortium 
Services contacted: Kids WeSail, Able2, Kidsaware, Homestart CAPS Barnardo’s 
 
Interventions 
• CAPS offer support to young people who have a transition, review of first Education Health and Care 

Plan meeting. 

• Independent Support Service, Dan Potts. 

• WeSail – current offer is a commissioned service offering: key working, info and advice, parent 
training, children’s voice, SENDASS, direct work through the childcare service. 

• Home Start does support families and children with disabilities although part of that support is 
signposting to specialist advice services. 

• Local Offer and SEND Transformation Team 

 
Gaps or risks for this group 
• Don’t duplicate things, e.g. ‘Local Offer’ and work going on in the ‘SEND’ Transformation. WeSail is 

the last service standing, not enough robust services. There is Star House but don’t have a market 
place, very little domiciliary care. There is a focus on older children. 

• Even harder for children re mental health services – who does assessment? How do you assess need? 
CAMHS are the assessors but not the commissioners. 

• Personal health budgets for learning disability and mental health to replace a service that has already 
been provided. 

• Reduction in Connexions offer is impacting on services for young people in relation to work, 
education and training. 

 
 
 

  



 
 

P a g e  | 114 

Vulnerable Group: 6 Sensory Disability 
Organisation lead: Emily Castle, Young Live Consortium 
Services contacted: SENSE, Wakefield and District Deaf Society, Def Ex, Wakefield District 
Sight Aid 
 
Interventions 
• Have key workers for 18-25 years for advice and information. 

• Homestart do support families with disabilities, although part of that support is signposting onto 
specialist advice/services. 

 
Gaps or risks for this group 
• Deaf Children and Young People are without the help and support they need to communicate their 

issues and known difficulties accessing services. 
 
Barriers to accessing support 
• Transition difficult, emotional abuse. 

• Need to use interpreters but nothing in contracts. 
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Vulnerable Group: 7 Sexual Abuse 
Organisation lead: Stan Foster, Gasped 
Services contacted: Well Women, Rosalie Ryrie Foundation, PEERS, STAR, YMCA, 
Barnardo’s, NSPCC 
National organisations: NSPCC (North East Yorkshire and Humber) West Yorkshire 01192 
182 700, areas of expertise: include domestic and sexual abuse and trafficking, Stop it 
Now – National helpline for Under 16 ‘s. 0808 1000 900 – child sexual abuse 
helpline/prevention, Barnardo’s Turnaround Service – support organisation re Sexual 
exploitation (grooming used for sexual activity), Get Connected Helpline for under 25 
year olds, includes domestic violence and sexual violence issues, Kidscape - National 
Helpline 084551 205 204, office: 020 7730 3300 Specialism - Child Sexual Exploitation 
(CSE), Rape Crisis Helpline – National helpline 0808 802 9999 - Helpline for ages 14 +, 
includes signposting 
 
Interventions 
• PEER Support Yorkshire (PEERS) – based West Parade, Wakefield. Offer psychotherapy and 

counselling for children and young people ages 2-24 years. PEERS provide therapeutic interventions 
for victims of all types of abuse; however there is specialism in child sexual abuse/child sexual 
exploitation and cyber abuse. 

• PEERS can also offer Parent Infant Therapy, for parents and children from domestic abuse/child 
sexual abuse/emotional perspective. PEERS works with the family and the system using a social care 
model attending relevant child protection meetings. 

• PEERS offer consultations around abuse issues from mental health and abuse perspective. 

• PEERS also offers training in and around issues of trauma, abuse, mental health, child sexual 
abuse/child sexual exploitation, cyber abuse, self harm. 

• Rosalie Ryrie Foundation - 01924 315140. Wakefield based, works with clientele across the district, 
VCS organisation which provides various services to victims, perpetrators, children and young people 
and their families who have experienced domestic violence, aggressive and or conforming 
behaviours. 

• Well Women Centre – locally based VCS organisation offering support to women 14+. Work 
holistically to support mind, body, spirit, build confidence and self esteem to empower. Offer drop in 
support, counselling, complementary therapies, training and social activities. 

• STAR (Surviving Trauma after Rape) – locally based organisation in Laburnum Road, Wakefield offers 
support services for individuals aged 14 + who have been raped or seriously sexually assaulted. 

• YMCA Wakefield – support for young people. 
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Gaps or risks for this group 
• Long term, age, and developmental stage support is needed. It will need to be an area that is 

supported through a child’s life as it will have different implications at different stages. 

• A whole family system approach needed as the impact will be significant within the family where the 
abuser is likely to be a part. 

• Education on what is ok and what is not ok to promote disclosure. 

• Training for a whole range of frontline staff and volunteers in confidently hearing children and young 
people and not overpowering their voice with our fears. 

 
Barriers to accessing support 
• Children not disclosing/reporting the abuse in the first place - under significant pressure from the 

abuser not to - significant numbers of the women seen as adults did not disclose as children. 

• Where children do disclose legal or social services processes take over and their emotional processing 
needs are neglected, they are re-traumatised by court processes and anxiety and self-blame are 
heightened. 

• Massive issues of blame and shame for everyone involved prevent asking for help, this could be the 
child, or a family member who didn’t know/prevent the abuse. 

• They may not want to talk about it but still need support. Needs to be a very wide/holistic offer 
taking in play therapy, non verbal opportunities, physical activity etc. 

• Geography of the district, many local support organisations are based in Wakefield city centre. 

• Travel time and cost. 

• Feelings of being judged. 

• Lack of trust of mainstream organisations. 

• Feelings of not being believed / shame. 

• Not knowing where to go, who to turn to and who does what. 
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Vulnerable Group: 8 CSE (Child Sexual Exploitation) 
Organisation lead: Jeanette Owens, CRI; Mohammed Ayub, Next Generation; and Emily 
Castle, Young Lives 
Services contacted: Barnardo’s CSE Service, Safeguarding Board, WeSail, STAR, Victim 
Support, Youth Service, Well Women Centre, YOT 
 
Interventions 
• Kevin Robinson/ Barnardo’s Turnaround provide 1.5 x FT equivalent (3 P/T roles) as part of the multi-

agency response in offering 1 to 1 crisis response / emotional support and therapeutic group work to 
young people identified at ‘higher-risk’. These workers are also available to provide consultation / 
advice to the multi-agency response and fellow professionals including CSE Champions in Early Help 
Hubs. 

• ‘Reducing Risk’ group work delivered by youth workers based at the Hut in Airedale. 

• Safeguarding Board has risk assessment used to identify CSE concerns. 

• The CSE National Working Group (Wakefield Safeguarding Board is a member) has current resources 
that can be used in 1 to 1 sessions with young people. 

• WeSail Charity –identified issues around sexualised behaviour, children and young people with 
special educational needs and with disabilities vulnerable to being exploited. There still remains 
stigma around disabled children and sexualised behaviour. 

• ’Keep safe’ work with disabled children. 

• Well Women Centre – WOW project, working with young women at risk of CSE. 

• Wakefield Child Sexual Exploitation Practitioner Forum. The YOT has continued to chair this event 
held every three months. Membership of the forum has risen to over 40 and it provides a learning 
and development opportunity to all staff in identifying and responding to indicators of CSE. Themed 
sessions have included working with boys at risk of CSE, supporting parents and carers and 
completion of the revised West Yorkshire CSE Risk Assessment Tool. 

 
Gaps or risks for this group 
• There has been provision of professional and parent training inputs / awareness raising but this is in 

process of internal review and could cease. 

• There is no specialist service for victims of sexual abuse that is currently funded. 

• Risks are in line with recent Children’s Commissioner Report and NSPCC documentation of Letting the 
Future In, which PEERS use. 

• Lack of post sexual abuse intervention increases mental health, crime, drug and alcohol use, unsafe 
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sexual activity, prostitution, self harm and domestic abuse. 

• There is a gap in provision of qualified child counsellors working with children in Wakefield. 

• The risks here are adult qualified counsellors will be working with children and using adult models on 
children. 

• Child counsellors must be used for children under 13. This a requirement of BACP (British Association 
for Counselling and Psychotherapy) and UKCP (United Kingdom Council for Psychotherapy) governing 
bodies. 

• CSA/CSE requires specialist knowledge and training to provide a therapeutic intervention for victims, 
non- offending parents and those involved with the child after the abuse. 

• Risks are children and non offending parents do not get the support. The abuse impacts on and 
affects whole families and communities. 

• Child sexual abuse victims are being sent to YOT and other services where staff are insufficiently 
trained/qualified, as often two areas identified in this vulnerable groups overlap and the quickest 
service can be chosen rather than the best fit. 

• Emotional abuse recovery work is under researched/funded and this deficit leads to behavioural 
issues presented at home or school for which parents seek help or child becomes known to services 
through crime, self harm, domestic abuse, child sexual abuse, child sexual exploitation. 

• Schools lack information and knowledge about trauma and attachment in order to help regulate 
students before seeking help at crisis point. 

• No perinatal service that both mum and baby can access for attachment issues outside of NHS, not 
sure if there is one in Wakefield. 

 
Barriers to accessing support 
• Expertise of workers in assessing risk, see gaps/risk YOT and other services. 

• Currently PEERS is not funded or commissioned therefore financial barriers to those in need of 
specialist service, have to pay 

• PEERS services not widely known throughout the VCS, schools or GP surgeries. 

• GP’s refuse to pay for outsourcing this specialist treatment. 

• Schools currently say they do not have funds to pay for adequate in house counselling for young 
children; at present use adult therapist service. 

• Schools say they are unable to pay for specialist training, and also would not have time to devote to 
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attending this training unless it was on a weekend. 

• Schools and GP’s sometimes do not understand child trauma, therefore they do not know the signs 
to look for and refer on. 
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Vulnerable Group: 9 Domestic Violence 
Organisation lead: Stan Foster, Gasped 
Services contacted: Rosalie Ryrie Foundation, Well Women, Safe at Home, YOT, 
Homestart 
National organisations: AFRUCA – Africans Unite against Child abuse, charity to safeguard 
and promote the rights and welfare of African Children, CCPAS- Churches Child 
Protection Advisory service – Christian based Charity offering support to families and 
children affected by abuse, Child Line a national helpline for children and young people 
0800 1111, NSPCC – cover domestic violence, sexual abuse and trafficking 
 
Interventions 
• WADDAS, Wakefield and District Domestic Abuse Service. 

• Rosalie Ryrie Foundation offers support to victims, perpetrators, families re domestic violence. 

• Well Women Centre, counselling and group support. 

• GASPED, Wakefield based VCS organisation working with young people affected by parental drug 
/alcohol abuse. Improving emotional wellbeing, safety plans, counselling includes one to one, 
telephone, skype and email, 24 hour helpline, bereavement counselling, crisis intervention aged 18+ 

• Home Start, Wakefield based VCS organisation offering support for families. Also support families 
through domestic abuse although part of that support is signposting to specialist advice/services. 

• Lifeboat Community, Wakefield District based VCS organisation which acts as a bridge to support 
families. 

• Anah Project, Bradford based but covers Wakefield area. Offers support re domestic abuse to Asian 
women. 

• Stonham, Calderdale 0845 155 1485, offers West Yorkshire service for women and children fleeing or 
at risk of domestic abuse, works with 16+ 

• Jewish Women’s Aid, supports Jewish women and children suffering from domestic abuse, West 
Yorkshire 0808 801 0500. 

 
Gaps or risks for this group 
• No service in Wakefield which works with children and young people affected by parental or sibling 

drug or alcohol misuse. 

 
Barriers to accessing support 
• Schools and GP’s not always willing to pay for services once referred on. 
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• Schools reluctant to draw down people premium. 

• Lack of referral structures with the appropriate funding. 
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Vulnerable Group: 10 Young Carers 
Organisation lead: Safeen Rehman, Healthwatch Wakefield/Young Healthwatch 
Services contacted: Wakefield Carers, Barnardo’s, Youth Service, Gasped, Young Lives 
Consortium, WeSail 
 
Interventions 
• WeSail. 

• Wakefield Carers, Wakefield based organisation support carers, Young Carers not operating now in 
Wakefield. 

• Young Families, Wakefield District, support to teenage parents. 

• The Well Project, Normanton, works with age group 12-25 providing positive activities. 

 
Gaps or risks for this group 
• WeSail - there is a gap below 13 years. The 13+ service is now delivered by the Youth Service, but 

delivered without preparation or training. 

• No specific known young carers groups. 
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Vulnerable Group: 11 Travellers 
Organisation lead: Kate Honeyman, Young Lives 
Services contacted: Wakefield Council 
 
Interventions 
• Shay Lane Primary, Crofton, majority of junior school children from Heath Registered Site go to Shay 

Lane Primary, some also go to Sandal Magna in Agbrigg. 

• Some Irish Traveller Children (Catholics) based in Wakefield go to high school at Thomas A Beckett 
School. 

• WeSail work with traveller children. 

• Homestart do support families and children from the travelling community. 

• Wakefield Council Gypsy and Traveller Liaison Officer Garry Robbins works on site. 
 
Gaps or risks for this group 
• Need culturally sensitive staff to work alongside Gypsy and Traveller communities. Have cultural 

awareness sessions for Health and other practitioners. 

• Assertiveness courses for girls and women in a male dominated culture. 

• Adopt different ways of communicating, e.g. word of mouth, audio or use of DVD’s, because literacy 
levels are low. 

• Need joined up approach to work across boundaries to address social and economic factors that 
contribute to distress. 

• WeSail find engagement in general with traveller community has to be on their terms. 
 
Barriers to accessing support 
• Once children get to Upper/High school many do not attend, boys work with fathers; girls clean the 

house and cook but not all. 

• Need to build trust with community before you can do long term effective work. 

• Cultural beliefs, health problems, especially ‘shameful’ ones like mental illness, are dealt with by 
household members or kept within the extended family. 

• Use of anti depressants high among traveller women, depression and social exclusion. 

• Use of language; the term ‘mental’ viewed with suspicion, but understand and use the term ‘having 
trouble with my nerves’. 

• Insistence by GP Practices that you have a permanent address. Not all Wakefield’s Gypsy and 
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Traveller population live on Heath permanent site, there is a waiting list. 

• Same sex workers needed; women would not confide personal issues to male workers and vice versa. 
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Vulnerable Group: 12 Children and Young People Involved in the Youth 
Justice System 
Organisation lead: Emily Castle, Young Lives Consortium 
Services contacted: Youth Offending Team, Joe Seddon 
 
Interventions 
The Youth Offending Team (YOT) works with children and young people aged 10–18 who are involved in 
offending behaviour. The YOT completes an assessment, Asset, created by the Youth Justice Board, for 
each young person who comes to the attention of its services. The purpose of this assessment is: 

- To identify the causes of offending behaviour, or ‘criminogenic factors’. 

- Identify and address safety and wellbeing of each young person known to the service. 

- Assess the risk of harm to others, if appropriate. 

- Promote positive factors that will help the young person to desist from crime and achieve 
positive outcomes. 

The YOT is a multi-disciplinary organisation that offers holistic support to young people and their 
families, dependent upon their needs, identified through assessment. All young people are offered 
services specific to their needs. This includes: 

- Access to emotional wellbeing and mental health support. 

- Advice and guidance for young people involved in alcohol and substance use. 

- Help to remain in education or access opportunities in education, training and employment. 

- Support from a health practitioner. 

- A dedicated family worker. 

With regard to young people who present with emotional wellbeing or mental health concerns, the YOT 
has a dedicated pathway to provide further assessment and intervention. If more intensive support is 
required at this stage, the YOT will refer to specialist services such as CAMHS, FOCUS Forensic CAMHS or 
Insight, for young people displaying symptoms of psychosis. The YOT has developed good working 
relationships with these services which allows for improved access and flexibility for young people. 
 
Gaps or risks for this group 
• Threshold for acceptance into CAMHS is high and can exclude children with lower level, multiple and 

often complex mental health needs. Children under the supervision of youth justice services and 
those identified as being at risk of offending must not be marginalised and they should have equal 
access to comprehensive CAMHS services. 

• Specialist YOT CAMHS workers, or clear pathways into CAMHS, are needed to support children with a 
community sentence and should be available for those on release from secure accommodation. 

• There are limited resources for providing early interventions to young people who are assessed as 
having emotional wellbeing concerns however do not meet the threshold for specialist services i.e. 
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CAMHS. The YOT is planning to link with the new CAMHS Primary Practitioners in Wakefield and it is 
hoped this role can provide advice and guidance to YOT practitioners in delivering lower level 
interventions to young people. 

 
Barriers to accessing support 
• CAMHS have strict referral policies and also policies regarding DNA (did not attend) appointments 

which can be barriers to service access for these young people. 
• Substance use is also a potential barrier for service access as young people need to have addressed 

any substance misuse issues prior to being referred to CAMHS. 
• There may be some reluctance from young people to be referred to a mental health team such as 

CAMHS with regards to stigma. 
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Vulnerable Group: 13 Neglect 
Organisation lead: Tara Watson-Morgan, Old Quarry 
Services contacted: Department for Education, Wakefield Council, NSPCC, Safeguarding 
Board, Homestart 
 
Interventions 
• Wakefield and District Safeguarding Board – since services have been cut back, the council have a 

more holistic approach to children and young people that are neglected or who are living in poverty. 

• Children that are on a ‘Child Protection Plan’ can be under the category of Neglect (Level5) or under a 
CAF (level 4 because of Neglect). 

• Homestart support families with children at risk of neglect. 
 
Gaps or risks for this group 
• Neglect can be classed also as a child or young person who is missing from school for a number of 

weeks, therefore Neglect not just seen as a child or young person who is not be cared for, not fed or 
has scruffy clothes, etc. 

• Gap in services for children and young people who professionals have not picked up, who are being 
neglected. It might not be clear a child is being neglected until something serious arises, e.g. missing 
from school, clothes unwashed, no dinner money etc. 

 
Barriers to accessing support 
• If children and young people present with mental health issues they would have involvement from 

CAMHS (spokesperson from Wakefield and District Safeguarding Board). How then would a child or 
young person who is being neglected or living in poverty access the service if for instance 
they/parents have to pay for travel? 

• A lot of the children and young people could go ‘under the radar’, not be flagged up until someone 
notices behavioural change etc. 
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Vulnerable Group: 14 Child Poverty 
Organisation lead: Tara Watson-Morgan, Old Quarry 
Services contacted: Wakefield Council, JSNA Report, Local VCS, schools, Homestart 
 
Interventions 
• Homestart supports families and children living with impact of poverty. 

• Schools Nurture Group for children who ‘miss out’ on nurturing, for emotionally vulnerable children. 
These could be in Neglect or Child Poverty category. For example, Simpsons Lane Academy, Warwick 
Estate, Knottingley can offer a Nurturing Group, which includes Play Therapies but need more 
capacity. 

 
Gaps or risks for this group 
• There is currently no Child Poverty Strategy for the District. Suggested to do a matrix of groups who 

might be in the category of Child Poverty and what impact this has. Draw up some underpinning 
principles, some of the vulnerabilities may be as a result of child poverty, e.g. child sexual 
exploitation, domestic violence. 
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Vulnerable Group: 15 Asylum Seekers and Refugees 
Organisation lead: Chawa Muverengwi and Mohammed Ayub 
Services contacted: City of Sanctuary, Wakefield Council Refugee and Asylum Seeker 
Liaison, Wakefield Council Social Services Refugee – (unaccompanied children) Migrant 
Help, health workers, Homestart 
 
Interventions 
• Urban House Temporary Accommodation, overcrowded, receives all new refugees, temporary 

accommodation until dispersed to permanent areas. 

• Informal assistance through Wakefield community organisations, churches and other networks. 

• Homestart supports families with young children who are refugees and who are seeking asylum. 

 
NB. Wakefield to take 100 individuals from refugee camps in France, Syrian refugees mainly, most 
vulnerable children living in Calais and Dunkirk camps. 

 
Gaps or risks for this group 
• Mechanical approach and rigid procedures can often miss the salient and subtle issues. 

• There can be a lack of sociocultural interpretation which would better meet needs of the newer 
BAME ethnic/faith groups. 

• No effort to address underlying cause, mental ill health being symptomatic, time being a barrier. 

• Needs not met in a realistic/positive manner leading to refusal of young people/adults to participate 
in discussions/ research, resulting in disengagement and reliance on own devices. 

 
Barriers to accessing support 
• Poor practice, prejudice. 

• Ever changing immigration laws have negative effects. 

• Lack of empathy and compassion. 

• Perceived disinterest of those who are in a position to implement solutions that will help the service 
user and/ or the family. 

• Children and young people from these communities have a lot of pressure put on them, juggling 
many ‘identities of self’. 

• Mental illness is known or defined differently in different cultures, children and young people not 
used to talking through issues, unequipped to deal with them in this way. 
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Vulnerable Group: 16 Missing from education/home 
Organisation lead: Jeanette Owens, CRI 
Services contacted: Barnardo’s 
 
Interventions 
• Barnardo’s also support all young people who are reported missing, have return interview and risk 

assessment. 

 
*See Group 2 - Care Leavers for information re ‘Missing Interviews’ with children in care who have 
been missing. 
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Vulnerable Group: 17 Children out of the system/in between immigration 
status 
Organisation lead: Chawa Muverengwi and Mohammed Ayub 
Services contacted: City of Sanctuary, Wakefield Council Refugee and Asylum Seeker 
Liaison, Wakefield Council Social Services Refugee – (unaccompanied children) Migrant 
Help, health workers, Homestart 
 
Interventions 
• Health workers. 
• Social Services. 
• Schools. 
• GPs. 
 
Gaps or risks for this group 
• Unborn children to ‘undocumented’ or insecure immigration status parents put at very high risk. 

• Information not available in full as to the rights of these children, regardless of other issues. 

• Response from time of contact is increased by Social Services on a day to day basis. 
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Vulnerable Group: 18 LGBTQ (Lesbian, Gay, Bisexual, Trans and Questioning) 
Organisation lead: Kate Honeyman, Young Healthwatch 
Services contacted: YDSS/MESMAC Fruitbowl - Support group for LGBTQ Children and 
Young People 
 
Interventions 
• Fruitbowl Support Group, Council Youth Work Team and MESMAC support this one day a week. 

Support, info and activities for LGBTQ young people ages 13-19 years. 

• CAMHS. 

• Turning Point. 

• Doctor’s Surgery. 

• Private Counselling. 
 
Gaps or risks for this group 
• Fruitbowl: the group can’t serve all LGBT young people who may want to attend. We only offer 

provision once a week and we have been told by the young people they want more opening times. 

• Funding is an issue re capacity for Fruitbowl. 

• CAMHS waiting lists too long. 

• Turning Point: what is the age range, not sure if young people from 13 years can attend? 

• Doctors Surgery: receptionists can be blocking, also judgmental and some doctors are dismissive. Also 
appointment times are a problem. 

• Private counselling: cost, not enough provision in place. 
 
Barriers to accessing support 
• Fruitbowl: can’t advertise because of confidentiality/ anonymity. 

• Fruitbowl: funding for workers. 

• CAMHS: fear of being outed. 

• Turning Point: do people know about it? 

• Doctor’s Surgery: some receptionists and doctors with poor attitudes towards being a gay young 
person. 
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Appendix H: Listen to Me(ntal Health) 2016 Refresh  
 
Wakefield Young Healthwatch - Listen to Me(ntal Health) Toolkit Findings 
Summary 

Findings using Listen to Me(ntal Health) Toolkit! 

Wakefield Young Healthwatch gives a voice to children and young people (age 8 to 19 
years & up to 25 with vulnerabilities & disabilities) regarding health and social care 
services in their local areas. 

From October to December 2015 Wakefield Young Healthwatch have been using the 
Listen to Me(ntal) Health Toolkit to engage with Children & Young people (C & YP). We 
wanted to find out what support/advice and services C & YP access when they are 
anxious, feel stressed, depressed, or have been treated for severe mental health illnesses. 
We also wanted to know what other support and advice they wanted and where they 
would like it based. 

The Toolkit was used with 130 Children & Young people (C & YP) from nine different 
groups (including Wakefield College students), whose ages ranged from 6 years to 21 
years. The findings from this initial piece of work provide a ‘snap shot’ of the views of C & 
YP from different parts of the district 

 Included were : C.O.N.S.T (Normanton Junior Club), Fruitbowl –Wakefield LGB & T 
Support Group, Rycroft( Ryhill & Havercroft) Junior and Senior Clubs, St Georges Youth 
Club - Lupset, Wakefield College – Wakefield and Castleford Campus, Wakefield College 
– Social Care Students, Wakefield & District UK Youth Parliament/Youth Council. 

. All 130 Children & Young People (C & YP) answered question one about initial support 
(Q.1. Where do you access support and advice if they need to?) 

• 57  (43%) said they would speak to their Mum, Dad, Gran, Grandad or other family 
members in the first instance 

• 29 (22%) would confide in Close friends or Best friend 

• 12 (9%) said they would talk to Youth workers/volunteers or Teacher/teaching 
assistant. It was the younger ones (aged 6 years to 11 years) who mentioned 
Teacher or Teaching Assistant. Some of these children said they could put 
worries/concerns in a ‘Worry Box’ at school and the same day someone would 
speak to them. They also said they had some-one to help them with anger 
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management. 

Other sources of support came from Football Manger and Friends @ Local Football Team, 
Doctor, CAMHS, Neighbour, Friends Mum, Internet. 

66 Children & Young People ( C & YP ) answered  Q.2 & Q.3 What other support/advice 
do you want, and where do you want it baesd?  

53 of the 66 who participated were aged 16 to 21 years. These are some of their 
comments about other support they might need: 

• ‘Need Nothing/ No Support’ 10 (15%) said they had no one to talk to or they would 
not speak to anyone about their problems. They said they would keep it to themselves 
(these young people were aged 14 to 17 years).           

• ‘Someone who will not judge me’ 

• ‘Doctors who do not use google’ 

• ‘Relaxation techniques, de stress workshops, mindfulness clinics’ 

• ‘Social media, sign posts to find information’ 

Comments about where support should be based: 

• Support/Advice to be  based in College I attend 

• For the support to be near where I live – to be locally based. 

• To be at the Doctor's or a discreet Drop in Clinic ( ‘so nobody knows why you are 
going’) 

• To have  the support in my own home (‘where I feel safe and comfortable’) 

In Conclusion 

Of those C & YP (130 in total) who were asked where they accessed support and advice 
in the first instance: 43% said parents or family members, 22% would ask a best or close 
friend & 9 % would confide in Youth workers, Teaching Assistant or Teacher.  

When asked what further support they might need, 15 % ( of the 66 who answered this 
question) said  they would not talk to anyone -‘I keep it to myself’. Those who said this 
were aged 14 to 17 years. Other support included Talking Therapies, de stress 
workshops, sign posting to information via social media. 
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Those who participated said they wanted the support to be based locally (near where 
they live) preferably at the College they attended, or in their GP practice (a discreet 
drop in clinic). Also support was requested to be delivered  at home. Other places 
where C & YP said they wanted support to be offered included Youth Clubs, Pharmacy, a 
One Stop Shop, Asda, A & E, Cinema. 
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Appendix I: Consultation Results 
 
Education and Schools partnership group: 
A sub-group of schools and educational establishments was set up to support the planning for 
Future in Mind. Meetings were held with the group as a whole as a focus group to identify barriers in 
accessing services and set local priorities. Meetings were also held with individual schools to discuss 
in more detail the local priorities and develop plans for supporting and empowering schools to be 
better able to support children and young people with issues around mental health and wellbeing. 

 
The key priorities identified by the group were: 

• Empowering schools to offer more support. Schools felt disengaged from the local service 
offer, and unable to contribute meaningfully to the offer 

• Schools are to be empowered to provide more support directly through providing them with 
education, training, care support and mentoring; and through an integrated support package 
with clear lead responsibilities (arranged through the MDA process) 

• Training and development of school staff is key to the offer – with embedded support from 
CAMHS practitioners to offer training for the whole staff team and specialised support and 
clinical oversight for case management where schools are working with young people  

• Developing a direct referral process from Schools to CAMHS, a new pathway for providers is 
fundamental to the transformation plans 

• The needs of children and young people will be identified through multi-disciplinary 
assessments involving the school to plan care and support, taking a whole-family approach 

• The integrated area model provides a non-clinical environment for delivering services, and 
schools can provide a venue for this 

• There is a shared understanding of what we are trying to achieve – strong communication 
and a clear pathway and multi-disciplinary approach to case management with support for 
all partners. Schools will be key partners in this  

• We will develop a communication process for sharing progress with the young person so 
partners are aware of impact through the multi-disciplinary approach and schools will be 
kept involved with support being provided to their pupils  

• Lead practitioners were identified in each school who will support the development of the 
transformation plan. There is significant buy-in from schools and a real desire to make a 
difference through this work. 

 
The key issues identified for young people were:  

• Self-harm 
• Dieting fads and low-level eating disorders 
• Self-help and resilience in children and young people 

 
The group jointly developed a bid for the Child and Adolescent Mental Health Service and Schools 
Link Scheme, which set out the local ambition.  
 
Third Sector partner engagement: 
A number of consultation and engagement events were held with Third Sector groups, to develop an 
understanding of key issues and priorities in the Third Sector. The majority of Third Sector providers 
were represented, and sessions were held across the district to facilitate attendance. 

 
The Third Sector also led further consultation and engagement, with other third sector partners and 
young people – those events and outcome are listed below. These were facilitated by the Wakefield 
Third Sector engagement partner (Young Lives Consortium) and Healthwatch Wakefield. 
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The key priorities identified by the third sector are: 
• Credible and meaningful engagement of the third sector in the decision making and 

provision of care. The third sector will be engaged fully in the MDT assessments and care 
pathways identified 

• Third sector as a vehicle to engage the voice of the young person. There is a range of 
significant consultation already underway led by the third sector, but they offer a route to 
young people and an ability to reach young people and effectively gather their views 

• Third sector should be part of local commissioning decisions and delivery plans – lead 
commissioners should ensure that the expertise, capacity and infrastructure that already 
exists is supported and built upon  

• Wider choice should be offered to children and young people where and how they access 
services. The third sector has a strong reputation and relationship with young people and 
young people should have the choice to access services through a third sector organisation 
where this is appropriate 

 
Listen to ME(ntal Health): 
A consultation event was held with providers of mental health and wellbeing services and  young 
people on 14th July 2015 to discuss Children and Young People’s Mental Health; Issues, Concerns 
and Access to Mental Health Services. The event was led by Healthwatch Wakefield, The event 
focussed on previous consultation undertaken - what Young Healthwatch Wakefield knows so far, 
and did some in-depth work in sharing case studies; children and young people’s experiences, to 
consider: What worries you, What works well, and What needs to happen (Existing safety and 
strengths).  
 
The issues discussed that were identified from previous consultation were: 

• Low self-esteem/Mental health problems 
• Waiting times for CAMHS to Adult Services too long. 
• Need ‘Profs’ to understand more about self-harm 
• Schools need to be accountable – you have rights when you feel you have been denied 

services 
• Cyber bullying a cause for concern for vulnerable young people 
• Provision sporadic (little bit of provision) 
• Should have advisors in schools/counsellors or someone to talk to/support you 
• Specialist counselling –Slowness of getting counselling appointments makes you feel worse 
• Implementation of buddying system/mentoring could help a YP in need of support 

 
The priorities identified by the group were: 

• Services need to communicate between each other better 
• Health professionals, e.g. Doctors, Nurses need to acquire knowledge of the right services 

for communities of interest e.g. LGBT, young people with disabilities, BME communities.   – 
training to be on offer. Waiting Times when you are referred to CAMHS and Adult Services, 
including ADHD Services  ( there is an age issue usually when 17 years of age) 

• We need face to face counselling services locally 
Young Healthwatch Mental Health Forum: 
The Young Healthwatch Mental Health Forum was held in March 2015, with young people and 
service providers, and gathered views on the current issues/gaps in services. The priorities identified 
were:  

• Trying to cope with Mental health effects of being unemployed 
• Basic training needed for doctors and other professional  about LGBT community and also  

for them to know more about young people in ‘transition’ 
• They (doctors) say we are too quick to say we feel depressed – “you are just a teenager”, 
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basically deal with it!  
• A lack of knowledge on things that aren’t depression or anxiety, they need to give more 

time, dig deeper to find out more 
•  Still long waiting times for CAMHS, e.g. for anger management 
• Counselling support still an issue-sent back to group for ‘support’ because they  (Counselling 

staff) did not know enough, but VCS staff say they are not qualified counsellors.  
• There is reluctance from CAMHS to take on Young People (YP) @ 17 years of age, therefore 

leaving them unsupported. It appears like the waiting times are longer because you have to 
wait till you are 18 years old, then you go to adult services. 

Risk-taking Behaviours 
A project involving all students in year 9 from specific schools selected based on data from teenage 
pregnancy stats, school health behaviour questionnaire results, neighbourhood teams and funding 
have taken part in an anonymous online survey and the collect data which is then used by the 
students to market peer norms through a huge campaign (posters, film, peer presentation and 
giveaways). After taking part the students were able to recognise how they wrongly estimate risk 
taking behaviour amongst their peers and are able to make informed healthy choices and behaviour 
changes based on fact (actual data from their year group /school) not misperceptions.  

 
The project was developed due to research showing that young people overestimate risky 
behaviours and underestimate healthy, or protective behaviours: because risky behaviour is more 
noticeable young people tend to think that more of their peers smoke, drink alcohol, are having sex 
and even self-harm than actually do. This approach has also been used to explore perceptions 
around bullying. If these behaviours are thought to be the norm then young people are more 
vulnerable to engaging in these behaviours believing that “everyone else is doing it” and add 
emotional pressure. This misperception is often backed up by the negative portrayal of young 
people in the media. The social norms approach uses positive messages based on the ‘truth’ which is 
data collected from the group the campaign is aimed at. Research shows that if only traditional 
approaches (health education and fear appeals) are used to reduce risky behaviours among young 
people this will not readily change their behaviour and attitudes but more influential factors such as 
over estimating that ‘everyone is doing it’ albeit smoking, drinking alcohol or having sex and wanting 
‘to fit in’ will have an effect on behaviour (Albarracin et al.2005). 

 
The social norms interventions highlighted how young people over estimate the behaviour and 
attitudes of their peer group and how this pressure to ‘fit in’ or engage in risk taking activities such 
as sexual health, bullying and alcohol impacts on their well-being and emotional health.  

 
The gaps identified were a need for more promotion of positive health messages, not health 
‘terrorism’ and for young people to be supported to challenge media and community perceptions 
and dispel myths. 
 
The project involved National research supported by observation throughout the project and 
feedback from schools recognising that young people (including the most challenging and those who 
struggle academically) participate and engage more readily with more creative teaching methods 
delivered by outside specialists when learning about health issues (including sexual health, drugs and 
emotional health) than delivered by school staff). 
School Counselling Support 
There are an increased number of young people who are struggling with their school environment. 
Wakefield young people’s counselling service have identified if the most vulnerable children were 
able to cope better, it may reduce some of the referrals they were receiving. Referrals for pupils 
attending Ossett and Outwood Academy has increased therefore it is not only children from the 
most deprived areas who are struggling with change but families on low incomes, recently 
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redundant or those living in the pockets of social housing in the more ‘affluent’ areas are also 
affected.  These concerns /gaps were identified while researching if there was a need to develop and 
commission an intervention around emotional well -being in schools and if so to identify which 
target year would benefit the most.   
 
A culmination of feedback from the PSHE co-ordinators focus group, individual experiential 
interviews using  with school staff/teachers, young people’s counsellors and targeted youth support 
workers and  discussions during R&R workshops to explore their experiences of working with young 
people and emotional wellbeing as well as informal feedback from young people. A number of 
Wakefield high schools (not exclusively in the areas of deprivation) are seeing an increase in the 
numbers of students experiencing poor mental health, accessing school counselling support IF 
available and a trend in self-harm as a coping mechanism (identified through PHSE meetings, 
personal contact within schools and counselling services). 
 
There is increasing feedback from young people feeling under pressure to succeed academically; 
teachers also have raised concerns and recognise the immense pressure put on students from school 
plus the pressure students put on themselves which leads to anxiety, not sleeping or eating and 
emotional breakdowns in school and some pupils are being monitored by teachers to make sure 
they don’t ‘crumble’. To support this, counsellors from the young people’s service identified that a 
large number of students from Outwood and Ossett (in particular) were referred to /self-referred for 
support.     

 
The gaps identified were a reduction in capacity or no pastoral care / school nurses to do low level 
intervention & prevention work (imms, vacs & CAF & CP focus). No school counsellors/ TAMS 
workers in school. School using pupil premium to focus on academic achievement and attainment 
and how it this money is spent depends on school and Leadership priorities. PHSE co-ordinators are 
concerned that their subject is still being ‘cut’ in favour of core academic subjects even in light of the 
new OFSTED framework that has highlighted well-being as one of the areas that will be considered. 
Less services (bereavement, young carers, young people’s counselling) more demand for the Well 
Women service (only one worker who works with under 16yrs and in schools etc). Lack of trained 
young people counsellors outside of CAMHS.  
 
New Technologies / Social Media 
Social media Cyber bullying both online and mobile (which includes trolling, negative comments and 
distributing inappropriate images) is a concern of many parents, teachers and workers and has a 
huge impact on children and young people.  

 
Observation and informal discussions/questioning over an 18 month period backed by findings from 
other research / studies shows: 

• Media Use, Sports Participation and Well-being in Adolescence: Cross-Sectional Findings 
from the UK Household Longitudinal Study (20/5/2015) found that: 

• 63% of young people are using social networking sites, such as Facebook, Twitter and 
current favourite Snapchat, for at least an hour every day 

• Young people who chatted on social websites between 1 and 3 hours were about 40% less 
likely to be happy as those who chatted for less than an hour a day 

• Young people who were on social media or computer games for more than 4 hours a day 
were more than twice as likely to have socio-emotional difficulties as those who spent less 
than an hour a day on them. 

• Childline statistics identify that contacts around self-harm had risen 68 per cent in a year, 
mainly involving teenagers aged 13 to 16, this is increasing.  

 
The gaps identified are a lack of PHSE on the timetable focusing on emotional wellbeing, stress 
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reduction, coping with change, in depth work around the risk of social networks/ sexting etc (from 
victim and perpetrator). No specific person to talk to in school who has the capacity to  offer early 
intervention or prevention work (SENCO’s, Learning mentors and non-qualified classroom support 
workers are picking up more of this work on top of caseloads and other work so have little 
time).   Less agencies working with schools to deliver quality specific preventative/ early 
interventions. Out of school hours CAMHS appointments, trained peer buddy system, adequate 
promotion of services for support including online websites. 

 
The information was gathered to help develop or identify if low level emotional interventions would 
be beneficial to add to the website for universal practitioners (and part of PHSE lessons) to increase 
young people’s competences and promote emotional wellbeing - early intervention and prevention 
work. It also identified barriers and gaps in learning/strategies, mental health system, practitioner 
capacity and lack of services. 
 
Support for LGBT young people  
Discussions with Healthwatch Wakefield practitioners when analysing their visual research methods 
such as the arty boards and information within their report identified a gap in services for LGBT 
Young People. 

 
This identified that young people (LGBT) need to talk to someone so parents take them to their GP 
to be told ‘it’s a phase’ and how this effects their mental health and confidence as they feel 
dismissed. In contrast some young people are experiencing poor mental health as a result of living a 
secret (not told parents so live in fear of them / peers finding out). Transgender young people 
desperate to talk or get information about where to go for advice, once referred to specialist 
services the process and waiting list is long that it has a damaging effect on their mental health, 
there were several discussions around self-harm and suicidal thoughts.  

 
The gaps identified are a need for clearer support pathway, GP’s understanding the young persons’ 
experiences and signposting, PSHE to include sexuality (including homophobia) and where to access 
support. 
 
Emotional support for younger people                                                                                                               
National research /data, and local visual techniques - creative arts to explore emotional literacy 
focusing on Risk and Resilience competences identified young people age 10/11 as wanting someone 
to talk to at school about their problems or advise in the build up towards transition to increase their 
confidence and lower anxiety for when they go to ‘big school’.  

 
The gaps identified that there is little emotional literacy and coping with change skills delivered in 
some schools, less opportunities for outside agencies to work with schools to deliver quality specific 
preventative/ early interventions. No TYS service a very limited Youth work team picking up this 
work. 
 
Transition in to adult services 
Healthwatch practitioners have identified when analysing their arty boards and information within 
their report that accessing CAHMS at 17yrs old can be difficult as young people feel they are ‘fobbed 
off’ until they are 18 to go to adult services, this impacts on their mental health (having to wait and 
things get worse). This has identified gaps around counselling services (self-referral) for young 
people; web based support around sexuality, and improved CAMHS / Adult service transition 
process. 
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Access to services through the hubs:  
Consultation was carried out with 274 young people aged 11-17 year old, just before the summer 
holidays in the South East of the district, undertaken at break times in Hemsworth and Minsthorpe 
Academy Schools.  

 
A report was published with the outcome, but the summary of the results is: 

• 63% of the 274 11-17 year olds do not feel there is a good range of activities to be positively 
involved in within their community. 

• When asked if they felt happy and safe in their area, 60 of the young people rated 5 out of 
10 (midway, sat on the fence kind of judgement). 32 rated below 5 and only 18 said 10 (1 
being not at all happy and safe and 10 feeling completely happy and safe) 

• The main worry for the young people was around Anti-Social behaviour and drugs with a 
combined 130 young people identifying this.  As we know, much research tells us that both 
these issues can have a negative effect on individuals’ emotional wellbeing and mental 
health. 

 
The consultation told us that the young people identified having parks as being a good thing in their 
area and wanted to be able to access more parks and youth clubs. 
 
CAMHS Friends and Family Questionnaires: 
The ‘Friends and Family’ feedback has also been gathered in relation to understanding service user 
views in relation to the CAMHS service. The results for June 2015 are included as an example at 
Appendix I. 
 
Perinatal mental health User Survey: 
A survey of women who had experience of mental health issues during pregnancy and the antenatal 
period was carried out during Jul – Oct 2015.  The survey was available on line and in paper format 
and was promoted through a variety of routes including CCG internet site & twitter account, local 
press, Maternity Services Liaison Committee user group and facebook page and third sector 
partners.  A total of 41 responses were received.   
 
Results included: 
 

• Women identified a range of conditions that they had experienced including depression, 
anxiety, post traumatic disorder, postpartum psychosis and chronic mental illness 

• 56% had never experienced mental health concerns before pregnancy 
• Factors contributing to their mental health issues were most commonly: previous history of 

mental health; other stresses such as relationship / financial /bereavement; birth trauma; 
isolation or unrealistic expectations of pregnancy and birth 

• Many women did not tell their midwife, health visitor or GP that they had a problem, often 
because they felt ashamed or guilty 

• 30% of respondents said that they were still suffering mental health symptoms after 18 
months.   

• They were generally pleased that local IAPT services were available although sometimes the 
wait was too long 

• Their experience was not consistent with some women getting excellent support from their 
midwife / health visitor / GP whilst others felt they were not supported or understood 
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Appendix J: Services in Scope 
 

Service Description 
Midwifery 
 

Midwifery services are generally the first contact with a family, and can provide that 
initial support and intervention. Midwifery will be a key service in the delivery of 
effective perinatal mental health services. 

Health Visiting 
 

Health Visiting is a 0 – 5 service leading and delivering child and family health services 
(pregnancy through to 5 years) including offering parenting support and advice on 
family health and minor illnesses, new birth visits which include advice on feeding, 
weaning and dental health, physical and developmental checks, and providing families 
with specific support on subjects such as post-natal depression. Health visitors work 
closely with other professionals such as nursery nurses and Sure Start children's centre 
workers and retain the overview of the health and well-being of children and families in 
your area. Health visitors provide ongoing additional services for vulnerable children 
and families, and contribute to multidisciplinary services in safeguarding and protecting 
children, and deliver building community capacity projects. 
 
The two year old check offers an opportunity for an integrated early assessment. Each 
childcare nursery has a named HV. The HV will continue to undertake the ASQ as 
previously, following which they will include a summary of the contact on to the which 
is taken by the named HV to their contact meeting at the nursery, Nursery staff then 
complete their assessment and ask the parent to fill in the parent / carer section.  
 
Once all three sections are completed the HV and Nursery worker will review the 
document together at their termly meeting, discuss and concerns identified or actions 
that need taking etc. and agree a plan of action. At this point a further meeting can be 
arranged with the parent present if needed. Nurseries will be gathering comments from 
the parents. 

FNP 
 

Family Nurse Partnership provides and intensive support programme which targets 
pregnant teens and young parents, who generally are in need of further support or who 
are vulnerable or disengaged. The programme builds close relationships with young 
parents and their families and develops an understanding of the whole needs of the 
young person, their child and the family. 

Community 
Paediatrics 
 

Community Paediatrics is a 0-19 service and covers Wakefield and Normanton in the 
West and Pontefract, Knottingley and Castleford in the East. It manages children and 
young people with neuro-developmental (developmental delay), neuro-behavioural 
conditions (ADHD and Autism), and enuresis and bowel management in the 
community, special schools and hospital clinics.  CP leads and attends various multi-
disciplinary meetings with other agencies like Education, Social care, Voluntary sector 
as it relates to the children and young people. 
 
CP leads on the ADHD and Autism assessment and work closely with the Adult ADHD 
and Adult Learning disability, CAMHS, Education and voluntary sector services locally. 
CP also leads on the looked after and adoption panel assessments for the district to 
meet the varying timely targets for the local authority.  In the team there is designated 
paediatrician for SUDIC and Education (as a medical representative on the special 
educational needs panel). The team work very closely with our community paediatric 
nurses in providing the following services. The nursing team comprises of the following: 
community nursing, palliative care, learning disability, continence nurse, Epilepsy nurse 
and a Neuro-disability nurse.  
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Acute 
Paediatrics 
 

The acute paediatric service encompasses inpatient and outpatient services for children 
and young people. The acute paediatric service will be involved with children with 
mental health issues presenting in a variety of ways.  Children and young people 
commonly present as an acute admission with deliberate self-harm or less commonly 
with acute mental illness such as acute psychosis.  Mental health issues such as anxiety, 
depression, eating disorders, self-harm (e.g. cutting) may be identified as an incidental 
finding when children and young people are seen for an unrelated acute medical 
problem.   
 
Mental health issues may manifest as physical symptoms e.g. anxiety, depression, 
“medically unexplained symptoms”.  The psychological aspects of children living with 
chronic long term medical conditions is an important aspect of long term follow up for 
these children and young people.  Children with eating disorders may require acute 
medical input and/or physical assessment.  There is close liaison with CAMHS and with 
other areas of children’s services with the aim of providing an holistic approach to the 
care of children with mental health concerns, whether this is the primary reason for 
their presentation or one aspect of a child’s wider health needs.  
 

PVI Childcare 
and 
Childminders 
 

Wakefield currently has 75 PVI childcare providers and 266 childminders. This is an 
opportunity to support children and identify risks and needs at the earliest possible 
age. The extension of the two-year old funding offer further improves access to 
childcare for more vulnerable groups. Currently there are 1,450 children accessing a 
funded two year old place, and 1,800 children accessing a three and four year old place. 
 

Education 
establishments 
(primary and 
secondary 
schools, 
academies, 
private schools, 
colleges) 

Schools and colleges have the most complete access to the children and young people 
in Wakefield and represent a significant number of the referrals in to services. Schools 
have been engaged robustly as part of this programme and have discussed the desire to 
be empowered to provide more support through school, and to have clearer access to 
services, and to be part of the decision-making for the care and support for a child or 
young person and be kept up to date  

School Nurses 
 

School Nursing is a 5 – 19 service providing health and sex education within schools, 
carrying out developmental screening, undertaking health interviews and administering 
immunisation programmes. 
 
The school nursing service are supportive towards emotional health and wellbeing 
needs of children and young people in a number of ways: 
• There is the provision of a school drop-in across the high schools in the district where 

young people can self-refer to discuss any issues of concern; it would be in this 
setting where young people are most likely to self-disclose issues around emotional 
support requirement. On attendance at the drop-in an assessment would be 
undertaken to decide on the appropriate course of action to support that young 
person and if required support to them to have discussion with other appropriate 
adults such as their parents or school, to ensure support from all. 

• There is also the facility for all schools to be able to refer any child/young person into 
the service about whom they had a concern - this may be a school concern or a 
concern that a parent or the child had brought to the attention of school. This would 
be allocated out via a weekly meeting to an appropriate member of staff, who then 
then complete a health assessment and decided on the unmet health need/support 
and intervention required and then undertake a piece of work with that child to meet 
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that need - this is usually a short term intervention that typically lasts for about six 
weeks (though could go on longer if required). Alternatively either after the initial 
health assessment or on completion of an intervention by the service, if necessary a 
referral may be made to another service for a further intervention such as to the 
Community Paediatrician or the CAMHS. 

• Where schools identify a number of children/young people for whom there is a 
collective issue such as low self-esteem, the service offers small group sessions 
typically lasting 6-8 weeks, of intervention to support those young people. 

• We are currently increasing our universal provision of classroom based health 
promotion sessions, and out public health working party are discussing different 
topics that we may pursue, one of which will be around support with good emotional 
health and wellbeing. 

 
Primary Care 
 

Primary Care describes the day to day health care that patients receive. In the UK, this 
is predominantly provided by General Practitioners (GPs). Primary Care is a patient’s 
first port of call when suffering from illness, and acts as a point of coordination for the 
patient’s ongoing care. GPs can refer on to more specialist care in secondary care, and 
can also play a role in managing long term conditions for people who live at home.  
 
Within Wakefield CCG there are 40 GP practices, which cater for around 354,000 
patients. These practices are each a member of one of 7 locality-based clinical 
networks. These networks are designed to engage the practices in the work of the CCG, 
and support collaboration between practices.  
 

Local Authority 
– SEND Services 
 

Local Authority SEND Inclusion Services provide comprehensive services to all Families, 
schools, colleges, and specialist setting for CYP with SEN and disabilities who are aged 0 
to 25 years. These services aim to be accessible, delivered locally and focused on clear 
outcomes. This includes, providing resource placements and specialist provision for CYP 
who have complex social, emotional and mental health needs. Initiatives such as the 
Child and Family Inclusion Team (CFIT) provide family assessments and early 
therapeutic interventions to identified primary aged children in schools for 8 session 
delivered fortnightly.  
 
The Behaviour Exclusion and Support Team (BEST) provide early group interventions, 
advice, training and support to schools to develop social and emotional skills and 
promote resilience. The Educational Psychology Service (EPS) provides psychological 
advice, training (on a range of mental health and developmental disorders), 
consultation, training and both direct and indirect therapeutic support to CYP, schools 
and families. The Learning Support Service (LSS) and Pre-5 Services provide advice, 
direct interventions, training and consultation to children and families with complex 
SEND.  
 
The Local Authority also directly supports CYP who are Looked After and/or in Public 
care. Finally, the Special Educational Needs Support Service (SENSS) provides advice, 
training and support in relation to children who have physical, sensory, speech, 
language, and communication and social interaction needs. The Local Authority SEND 
Inclusion Services are therefore well placed to support the aims of Futures in Mind. 
 

Local Authority 
– Early Help 
Services  

Wakefield delivers its early help offer through seven integrated area hubs. These 
include the resources to deliver children’s centre services, family support, and youth 
provision. The hubs are developing multi-disciplinary approaches to case management 
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 and co-located hubs for delivery. 
 
The proposals for developing services through Future in Mind will build on the locality 
model developed by the early help hubs. 

Youth Services 
and YOT 
 

Wakefield YOT have developed an Emotional Health and Wellbeing Pathway to help 
identify and assess young people who would benefit from further intervention 
regarding their emotional and mental health. Initial concerns are identified through the 
YOT assessment (Asset) followed by a brief screening tool. This would lead to the 
completion of an assessment known as a ‘SIFA’ (screening interview for adolescents) 
which is an evidence based assessment tool developed by the Youth Justice Board (YJB).  
 
This is completed by a team of professionals based at YOT who have experience in 
delivering emotional wellbeing interventions with young people. If this assessment 
determines the young person would benefit from a specialist intervention, a referral is 
made to an appropriate service such as CAHMS, Focus (Forensic CAHM service) or 
Insight. The YOT also has two substance misuse practitioners seconded from CRI who 
offer an intervention to all young people who enter the criminal justice system. 

Third Sector 
providers 
 

There is a wide range of third sector provision which has been engaged through the 
Future in Mind programme. The Young Lives Consortium in Wakefield provides support 
and engagement for the sector, but information on the offer from all providers has 
been collected, and a range of focus groups to identify gaps in the service and options 
to transform services effectively. 
 
The third sector in Wakefield has been subject to a number of grants coming to an end, 
but there is still a resilient and responsive group of providers keen to make an impact 
and provide services as part of an integrated model.   

Sports / 
Recreation 
Groups 
 

West Yorkshire Sport are supported by Wakefield Council and provide a comprehensive 
directory of services for children and young people with a disability or support need. 
This universal offer will compliment formal service provision and should be effectively 
engaged through the Future in Mind programme. 

CAMHS 
 

Community CAMHS: for Children, Young People and Families up to the age of 18 years 
who require specialist mental health assessment and intervention, where mental health 
is having a significant impact on their daily functioning. Consultations provided to 
professionals in partnering agencies. Services include screening assessment including 
CAMHS risk assessment, psychiatry input, psychology input, art psychotherapy, child 
psychotherapy, CBT, Family therapy, EMDR, play therapy.  
 
CAMHS Primary Intervention Team: for Children, Young People and Families up to the 
age of 18 years who require specialist mental health assessment and intervention, 
where mental health is having a significant impact on their daily functioning. 
Consultations provided to professionals in partnering agencies. Services include CAMHS 
Single Point of Access (SPA) duty which receives all CAMHS referrals and offers 
telephone advice and consultation to professionals. Face to face consultation, advice 
and joint working to professionals where mental health is a presenting feature. Training 
to partnering agencies with an 'introduction to mental health and CAMHS' following 
this training is available on several topics self-harm, attachment etc. Screening 
assessment including CAMHS risk assessment, individual and family interventions for 
moderate presentations using core skills in treatment modalities such as CBT and 
Solution Focused Therapy, and provide group work for adolescents with anxiety 
presentations. 
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CAMHS Crisis Team:  for Children, Young People and Families up to the age of 18 years 
who require specialist mental health assessment and intervention, where their mental 
health presentation needs an intensive community intervention, in order to prevent 
admission to inpatient services as much as possible and to facilitate early discharge. 
Includes assessment and immediate intervention for children and young people who 
present with a mental health crisis, and includes working with professionals in 
partnering agencies. The service includes: Out of hours 24/7 crisis response 
(assessment and immediate intervention), intensive home treatment service for 
children and young people in mental health crisis including support for families, support 
for young people and families where inpatient treatment is part of the care plan, 
consultation, training and advice to professionals both within CAMHS and partnering 
agencies with specific links to Mid Yorks paediatric and emergency department. 
 

Specialist MH 
Services   

See section 8.2 for service details 
 

Housing 
Associations 
 

Housing associations are private, non-profit making organisations that provide low-cost 
social housing for people in need of a home. Any trading surplus is used to maintain 
existing housing and to help finance new homes. Wakefield District Housing manages 
more than 31,000 homes across Wakefield and is investing in new build homes. Other 
providers operating in the area include: Anchor, Accent Yorkshire, Chevin, Connect 
Housing, Riverside ECHG, Habinteg, Housing 21, Jephson, Leeds Federated Housing, 
Guinness Northern Counties, Places for People, Sadeh Lok, and Yorkshire Housing. 

Libraries 
 

Provide a community venue for service delivery, and the first step in self-help. The 
‘reading well’ programme has a catalogue of resources available on referral to help in 
early identification and support. 

Police 
 

The Police have been engaged throughout the Future in Mind project, and are keen to 
support the community rollout of Mental Health services 
 

Commissioners 
for Adult Mental 
Health Services 
 

A whole life pathway for mental health is being developed, with a focus on transitions 
for young people entering adult services. 
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Appendix K: Perinatal Mental Health Community Services Application 
 
 

 

 

 

 

 

 

  

Perinatal Mental Health 
Community Services 
Development Fund: 
Application Form  
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Perinatal Mental Health Community Services Development Fund: Application Form  

 

 

Version number: 1 

 

First published: 19 August 2016 

 

Prepared by: MH Clinical Policy & Strategy, Medical Directorate, NHS England 
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1 Introduction 
 

Please complete the application form below and submit to ENGLAND.PerinatalMH@nhs.net by 5pm 
16 September 2016.  Please also use this email address for any additional queries. 

 

All proposals will be reviewed by an expert panel including clinical, managerial and expert by 
experience representation. Successful applicants will be informed by the end of October. 

 

Proposals will be scored against a value for money framework covering three key themes: 

• outcomes (clinical, patient experience, safety/quality and sustainability) 
• resources 
• risks (ability to: achieve value; collect and report information; expand workforce with 

appropriate skills; build relationships). 
 

Scoring will be broadly equally weighted across the three areas as this should demonstrate an 
effective proposal that is deliverable and measurable. 

 

 

Please fully answer every question. 

  

mailto:ENGLAND.PerinatalMH@nhs.net
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2 Application form 
 

2.1 Organisation details 

 

Lead organisation  
NHS Wakefield CCG 
 

Lead contact name  
Morna Cooke 
 

Email  
Morna.cooke@wakefieldccg.nhs.uk 
 

Telephone 
 

 
01924 317717 
 

Postal address 
 
 
 

Wakefield CCG 
White Rose House 
Wakefield 
WF1 1LT 

Other organisations 
involved in the bid and 
named leads for each 
organisation 
 

South West Yorkshire Partnership NHS Foundation Trust (SWYFPT) -  James 
Drury, Interim Director of Strategic Planning and 
Contracting                                             
 

Mid Yorkshire Hospital Trust (MYHT) – Gill Pownall, Head of Midwifery 
 
Wakefield Local Authority – Anna Middlemiss, Deputy Director of Public 
Health  
 
Turning Point Talking therapies (IAPT) - Deana Kirkby, Turning Point IAPT and 
Community Services National Operations Manager  
Allan Bednar, National Clinical Therapies Lead, Turning Point 
 
Third Sector Lead (Homestart Wakefield) – Hazel Bell, Senior Co-ordinator 
 

Sponsoring CCG (if lead 
organisation not a CCG) 

 
Not applicable 
 

Region  West Yorkshire 
 

VSM approval – a named 
VSM (CE or Medical 
Director) from the lead 
organisation and/or 
sponsoring CCG must 
support the proposal 

Jo Webster, Chief Officer, Wakefield CCG 
Dr Phil Earnshaw, Chair, Wakefield CCG  
 
 

mailto:Morna.cooke@wakefieldccg.nhs.uk
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The proposal 

Summary 
 
Please provide a brief summary of your proposal. 
 
500 words max 
Wakefield in its Local Transformation Plan committed to support Perinatal Mental Health. We dedicated 
funding within Future in Mind in year one and two to support the delivery of services to improve PNMH. 
 
We have a PNMH strategy group which have led the design and implementation of services, and 
continues to lead the PNMH strategy in Wakefield.   
 
The key areas for action which we have identified through the strategy group, stakeholder engagement 
and user input are: 
• Consistency of care & better identification  
• PNMH Specialist Community team  
• Improved communication between professionals 
• Development of Infant Mental Health Services 
• Development of third sector community support 
• Ensure that appropriate training is available to a range of professionals including Hubs and GPs  
• Improve use of data on PNMH 

 
This early work has ensured that we understand the challenges, have secured commitment to improving 
PNMH services from all relevant agencies and have developed relationships to enable this.   
 
We do not currently have specialist community PNMH services however, we do have committed 
workforces who are keen to improve services and have been using their expertise on an informal, non-
commissioned basis.  This provides an excellent foundation on which to build a specialist community 
service.   
 
Our proposal is for a multi-disciplinary specialist community team that will focus on identifying women at 
the earliest opportunity and offering support as early as possible; a whole family focus with recovery at 
the heart of the service. 
 
This will be delivered through a multi-disciplinary, multi-agency team. The team will be made up of 
PNMH specialists who will act as champions, employed by the organisations across the partnership as 
part of their ‘parent’ service, but operating as a single integrated team focussed on PNMH. 
 
The team will include professionals based within our provider for adult mental health services, and 
CAMHS (SWYPFT), our Hospital Trust who provide maternity and children’s services (MYHT), our Local 
Authority (WMDC) and our third sector partner. The CCG will provide governance and challenge. 
   
This team will work closely with the obstetrician with a special interest in PNMH and the Health Visitor 
champions already in place.   
 
Roles of the team will include: 

• Training and specialist advice to other professionals  
• Monthly ‘clinics’ for professionals  
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• Training and awareness raising with the wider children’s workforce including midwife support 
workers and third sector agencies working with families 

• Training on Infant Mental Health and parent-infant bonding through delivery of accredited 
programmes such as Wait, Watch, Wonder 

• Carrying a caseload of complex cases and providing evidence based interventions as required 
• Liaising with the Mother & Baby Unit, particularly on women being discharged from services and 

supporting a return to the community 
• Strengthening communications between services 
• Improving data collection and information  

Our intended outcomes are: 
• An holistic interagency, family centred approach to PNMH 
• Improved communications between services 
• Support as early as possible to prevent the need for secondary care where possible 
• Provision of good quality specialist support when required 
• Focus on recovery. 

We will introduce an innovative contracting approach with an incentive payment for achieving joint 
outcomes, encouraging all services to work together to achieve common aims.   

 

Proposal and rationale 
 
Please provide a detailed description and rationale for your proposal. 
 
You must address the following questions: 

• Why should your project be funded?  
• How does it support the key outcomes of the perinatal MH programme and key requirements as set out in 

the application guidance? 
• How will it will it impact on the experience and outcomes for women with mental health issues in the 

perinatal period and their families? 
• How does it fit with local and national priorities, including delivering of care and interventions in line with 

evidence-based national standards and guidance? 
• What is the size of the patient cohort who will benefit from this access and how will you identify them? 

Are there any particular groups you need to / wish to target and how will you promote equality of access 
and care delivery in your service development? 

• What is your current perinatal mental health community service offer (including spend) and how will this 
enhance this offer / build key foundations for further future service development? 

• How will any new staff will be trained adequately to fill the specialist roles? 
 
1,500 words max 

 

 
Our proposal is for a multi-disciplinary specialist community team that will focus on identifying women at the 
earliest opportunity and offering support as early as possible; a whole family focus with recovery at the heart of the 
service. 
 
This will be delivered through a multi-disciplinary, multi-agency team. The team will be made up of PNMH 
specialists who will act as champions, employed by the organisations across the partnership as part of their ‘parent’ 
service, but operating as a single integrated team focussed on PNMH. 
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The team will consist of :       

o Consultant psychiatrist 
o Psychologist  
o CPN/Social Worker as part of the integrated CMHT  
o Parent – child Psychotherapist   
o Health visitor special interest   
o Midwife with a special interest   
o Primary care counsellor within IAPT    
o GP with a special interest   
o Peer support worker co-ordinator  
o Admin / management   

 
This includes our provider for adult mental health services, and CAMHS (SWYPFT), our Hospital Trust who provide 
our maternity and children’s services (MYHT), our Local Authority (WMDC) and our third sector partner. The CCG 
will provide governance and challenge. 
  
This team will work closely with the obstetrician with a special interest in PNMH and the Health Visitor champions 
already in place.   
 
Roles of the team will include: 

• Training and specialist advice to other professionals  
• Monthly ‘clinics’ for professionals to discuss cases 
• Training and awareness raising with the wider children’s workforce including midwife support workers and 

multi-agency Early Help Hubs, and third sector agencies working with families 
• Training on Infant Mental Health and parent-infant bonding through the rolling out of accredited 

programme such as Wait, Watch, Wonder 
• Caring a caseload of complex cases 
• Liaising with the Mother & Baby Unit, particularly on women being discharged from this services and 

supporting a return to the community 
• Strengthening communications between different services 
• Improving data collection and information  

 
• Why should your project be funded?  

Our proposal will fund a new team to meet the needs of women with PNMH more comprehensively.  
 
The foundation work we have undertaken means we are perfectly placed to mobilise quickly, building on the non-
commissioned activity and informal networks that already exist. 
  
Our proposal takes a multi-agency approach to ensure that, as well as providing specialist support and joined up 
care, we can enable earlier diagnosis through raising awareness within the wider children’s workforce.  This is 
fundamental to achieving sustainability. 
 
Extending our PNMH peer support project funded from early Future in Mind monies will also increase awareness 
and reduce stigma in the general population.   
 
We have ongoing user engagement to understand the needs of local women and have a clear set of outcomes 
which have been informed by those with lived experience.   
 
We have strong clinical support from services.   
 

• How does it support the key outcomes of the perinatal MH programme and key requirements as set out in 
the application guidance? 
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Research from the Institute of PNMH, Maternal Mental Health Alliance and others shows that women with PNMH 
needs often don’t present to services, when they do this could be at any of a wide range of services, professionals 
often don’t recognise need,  services are inconsistent and specialist services often don’t exist.  This chimes with the 
messages we have received from our own local engagement and user survey.   
 
This research indicates that a multi-agency, multi-disciplinary approach such as we are proposing is key to meeting 
women’s needs.  Our model of a specialist mental health team with input from midwives and health visitors with a 
special interest supporting and training the wider family workforce will ensure earlier diagnosis and intervention 
whichever services women are accessing.  This in turn will support earlier recovery and prevent infants suffering 
avoidable harm.   
 
The range of professionals within the team will ensure we are able to offer a spectrum, of support from low level 
social support through to specialist secondary care for the most complex cases.  
 
The extension to our peer support project via the Homestart charity will work with the wider community and 
particularly families from deprived communities to raise awareness of PNMH and increase openness and 
transparency amongst families, working with fathers as well as mothers.  An element of this scheme will be to 
deliver sessions into Colleges and secondary schools to raise awareness of perinatal mental health and reduce 
stigma.   
 

• How will it impact on the experience and outcomes for women with mental health issues in the perinatal 
period and their families? 
 

A survey of local women found that their experience of care was very inconsistent.  This programme will ensure 
roll-out of the agreed PNMH pathway and training to professionals in order to ensure that women are identified 
early, receive consistent care and a high quality service.  Where women require in-patient treatment at a mother 
and baby unit, the specialist community team will support safe transfer back to home as soon as possible, providing 
a seamless handover from the Unit and their own outreach team.   
 
Our ambition is that women feel listened to, understood and cared for in a way that maximises their chances of 
swift recovery.   
 
Our team around the family approach will reduce the long term impact of perinatal mental health on families, 
particularly the infant, ensuring that good bonding and attachment promotes their own mental health and 
cognitive development for the future, but also recognising and responding to the fact that fathers experience 
depression and anxiety around the perinatal period as well.  
 

• How does it fit with local and national priorities, including delivering of care and interventions in line with 
evidence-based national standards and guidance? 

 
At the start of our programme of work on PNMH last year, a broad stakeholder group assessed current provision 
against the NSPCC standards for PNMH.  We identified areas for improvement: 

• Information sharing between professionals  
• Training for GPs  
• Women with perinatal mental illness unable to access social support, including the opportunity to share 

experiences and support one another 
• No specialist PNMH team commissioned  
• Lack of clinical & strategic leadership 
• Poor data collection 
• Lack of preventative work 

 
The model we have identified in this application seeks to address all of these gaps.   
 
The PNMH community specialist services will enable us to be fully compliant with NICE clinical guidance 192 
including developmental standards.  The pathway which we have already put in place ensures that services are 
already utilising evidence based assessment tools.  This includes use of Wholley questions and GAD-2 by midwives 
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and health visitors leading to PHQ9 and GAD-7 where indicated.   
 
As part of the overall Future in Mind Programme, Perinatal mental health has been identified as a key work area for 
Wakefield CCG and our STP.   
 
 

• What is the size of the patient cohort who will benefit from this access and how will you identify them? 
Are there any particular groups you need to / wish to target and how will you promote equality of access 
and care delivery in your service development? 
 

Perinatal psychiatric disorder Estbld rate per 1,000 
births 

% of women 
affected 

Expected Wakefield 
cases based on 4,000 
birth per year 

Postpartum psychosis 2/1000 0.2% 8 
Chronic serious mental 
illness 

2/1000 0.2% 8 

Severe depressive illness 30/1000 3% 120 
Mild-moderate depressive 
illness and anxiety states 

100-150/1000 10-15% 400-600 

Post-traumatic stress 
disorder 

30/1000 3% 120 

Adjustment disorders & 
distress 
 

150-300/1000 15-30% 600-1200 

 
Our Homestart peer support project works primarily with families from deprived communities who fall below the 
threshold for targeted support and therefore often miss out on services.  Homestart utilise male volunteers to work 
with fathers as well as their work with mothers.   
 
Wakefield has a growing Polish community and this group will be targeted via the midwife led Polish antenatal 
group.  We will also work with ‘Creative Minds’, the SWYPFT project to reduce stigma, which is working with the 
Polish forum and also the local South Asian population.   
 

• What is your current perinatal mental health community service offer (including spend) and how will this 
enhance this offer / build key foundations for further future service development? 

 
We do not currently commission any specialist perinatal mental health community services. General services are 
provided within our contract for adult mental health services and adult psychological therapy services.   
 
There is a midwifery team for vulnerable women which includes PNMH and a recently appointed obstetrician with a 
special interest in PNMH both funded through normal maternity tariff arrangements.  There is also a health visiting 
lead for PNMH and health visiting champions for infant mental health – these are commissioned by the local 
authority.   
 
We have identified a number of professionals in mental health services who have an interest in PNMH and Infant 
Mental health but are not currently commissioned to provide a specialist service.  We believe that this provides a 
good foundation to develop a local specialist service.  
 
We have utilised some of our early Future in Mind funding to support a peer support project on PNMH.  This is 
provided via the family Charity Homestart and aims to: 

• Raise awareness of PNMH  & reduce stigma enabling parents to access services earlier for support whilst 
awaiting specialist treatments  

• Reduce isolation for sufferers of PNMH 
• Increase bonding  and attachment  
• Signpost to specialist services  
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• How will any new staff will be trained adequately to fill the specialist roles? 
 
Through the strategy group we have undertaken a workforce audit and identified a number of staff with training 
and experience in PNMH and infant mental health. We intend to recruit or second to specialist roles where this is 
appropriate and where there is availability of trained staff enabling our local workforce to utilise their existing skills 
and interest where appropriate. Through the model we are developing a whole system workforce development 
programme, which will provide universal up-skilling across teams, but also identify further development 
opportunities for those specialist staff in the model.  
  
Wakefield are developing an implementation plan to deliver the model, to manage recruitment and identification 
of the team, the mobilisation of partners, pathway development, the implementation phase, and review and 
evaluation.  
 
 

 

 
Design and delivery, including risk management  
 
Describe the stages of delivery for your proposal over the next three years. As part of this, please explain: 

• How are people with lived experience, families and staff involved in the design and 
implementation and how will they be encouraged to participate? 

• What are the governance arrangements and key roles and responsibilities in delivering your 
proposal? 

• How will you ensure clinical leadership forms a core part of oversight and delivery?  
• What other organisations/agencies from the wider health and care system are involved, and 

how? 
• What are the key challenges and risks to the service development, and how will you mitigate 

them? This may include data collection and reporting, workforce capacity and training, 
system engagement, etc. 
 

1,000 words max 
 
 
Last year we carried out a survey of local women who had experienced mental ill health through 
pregnancy and / or the postnatal period.   
They told us: 

• Many women did not tell their midwife, health visitor or GP that they had a problem, often 
because they felt ashamed or guilty 

• 30% of respondents said that they were still suffering mental health symptoms after 18 months.   
• They were generally pleased that local IAPT services were available although sometimes the wait 

was too long 
• Their experience was not consistent with some women getting excellent support from their 

midwife / health visitor / GP whilst others felt they were not supported or understood 

We involved service users in a stakeholder workshop to develop an action plan around PNMH as well as 
voluntary sector groups working with women.  Our current working group includes service user 
representation, a representative from PANDAS, the Well Women’s Centre and a representative from 
Homestart charity.  This ensures that we hear the voice of users and have a group through which we can 
check out proposals for service design.   
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Our working group also includes a wide representation from mental health services, midwifery, health 
visiting, social care, Local Authority Early Help Hubs (for families) and mother and baby unit.  We have 
secured commitment from these agencies to our development proposals with an agreed plan for each 
agency to commit resources to a specialist team hosted by one agency.     
 
The Wakefield CCG and SWYPFT bids are consistent and are mutually supported by both organisations. 
As a Vanguard area Wakefield has progressed local service delivery and is submitting a bid to go further 
faster. SWYPFT is submitting a bid which brings all local perinatal services across the SWYPFT patch up to 
national standards. Learning will be shared across the patch from the Wakefield experience, and 
operationally both proposals will be aligned to ensure practical efficiencies are generated. 
 
GOVERNANCE 
The CCG will maintain oversight of the development of the delivery of the model, continuing to chair the 
PNMH strategy group and leading the multi-agency team through implementation and delivery. 
 
The CCG will develop a specification for delivery and job descriptions for each of the roles. This will 
describe the matrix management and integrated delivery arrangements, and the specialist requirements 
of each post. 
 
A PNMH working has been developed and led by the CCG including all of the multi-agency practitioners 
to develop and review the model and ensure consistency of approach. 
 
Based on the specification, payment for delivery will be performance based, incentivising partners to 
deliver on the outcomes. This would build on clear performance measures established for the model. 
 
We would complete a full skills audit of the workforce to inform the workforce development strategy; 
this would identify priority areas for development, and ensure we had sufficient specialisms in the 
workforce. 
 
The CCG would retain strategic oversight of the delivery, and would provide management and 
administrative resources to support the implementation. 
 
 
Clinical Leadership 
The CCG has an active clinical lead for mental health who has been involved in the development of this 
bid; our Clinical lead for children & maternity services has also been involved.  The CCG will ensure there 
is strong links to primary care in the model. We are developing a GP with special interest role for PNMH, 
who will act as a champion for the services across the networks of primary care.   
 
This bid has the support of the Head of Midwifery and consultant head of service for obstetrics as well as 
our mental health colleagues.   
 
Key Challenges and Risks / Mitigation 
 

• Recruitment 
The ability to recruit staff is a risk however our workforce audit tells us that we have staff in the 
District who are skilled in this area and have a special interest.  Our intention is that dedicated 
funding will enable these staff to be freed up to focus on their area of interest.  We will offer 
secondments where appropriate.  If neighbouring CCGs or the mental health Trust are successful 
in a bid to this fund, we will seek joint appointments where this can offer a more attractive post 
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– for example, full time rather than part time.   
• Data collection 

Information and data collection tools are available however they are not consistently used to 
collect the requisite data.  Different services use different information systems.  A key function of 
our administrative and management support will be to develop information sharing systems as 
appropriate and to drive consistent use of systems in order to collect accurate information.   

• System engagement 
This service development will require joint working from all agencies.  Relationships and 
communications are already in place to make this possible and we have achieved multi-agency 
senior level sign off as part of our application process 

• User engagement 
Ensuring user engagement can be difficult however we believe that this will be achieved through 
use of the local Maternity Services Liaison Committee (user led group) and our third sector 
partners – particularly PANDAs, Homestart and Well Women’s centre.   

 
 
 

 

Timetable  
 
Please provide a timetable for the phases of the project over the three-year period, 
including stages of delivery and key activities. 
 
 
 

2016/17  Recruitment 

Nov - Mar Recruitment / secondment of clinical staff 

 

Recruitment / secondment of management / admin staff 

 

Extension of peer support worker project 

 

Commence development of local clinical network 

 

Refresh Terms of Reference for PNMH Strategy group 

 

Service user engagement 

 

Finalising of performance outcomes measures and contracting methodology 

 

  

2017/18 Delivery of integrated team 

 

Complete recruitment 

 

Develop local clinical network 

 

Operationalise MDT meetings & clinics 
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Pathway Development (ground work already done) 

 

Embed pathway 

 

Provide specialist training for staff 

 

Awareness raising and training for professionals working with families 

 

Agree evaluation methodology 

 

Work on information systems 

 

Commence data collection 

 

On-going service user engagement 

 

  

2018/19 Consolidate team 

 

Consolidate MDT approach 

 

Review specialist training requirements 

 

Awareness raising and training for professionals working with families 

 

Data collection  

 

On going quantitative & qualitative evaluation 

 

Service user engagement 

  2019/20 Mainstreaming 

 

MDT becomes 'business as usual' 

 

Clinic work moves into tariff / normal contracting arrangements 
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Outcomes and sustainability  
 
Please describe key outcomes and benefits of your proposal. Consider: 

• What are the key outcomes for the service development and how will this be 
collected, monitored and measured? For example, increased numbers of 
women accessing services, reduction in crisis responses, change in 
recovery/relapse rates, identifying earlier intervention, use of patient and 
clinician-reported outcome tools and measures. 

• How will you evaluate the impact of the service development, including 
seeking views of staff and people with lived experience on the difference the 
service has made to their lives?  

• How are people with lived experience, families and staff involved in measuring 
progress and how will they be encouraged to participate? 

• How will you make the service development sustainable for the longer-term 
(both financial in terms of commitment to future funding and non-financial, 
such as staffing and workforce development)? 

• How will learning be shared internally and with other partners and 
organisations? 

 
1,000 words max 
 
 
Key Outcomes & Evaluation: 
 
Through the LTP in Wakefield and led by our PNMH Strategy Group we have set ten key 
outcomes for the delivery model: 

1. Improved communications and inter-agency working 
2. Delivery of a whole family approach for PNMH 
3. Development of a multi-agency  model of care, with partners working together in 

an integrated model  
4. Early identification of PNMH support needs 
5. Earlier interventions, through the multi-agency teams, to provide support much 

sooner 
6. Prevent / reduce the need for support in secondary care 
7. Ensure there is good quality targeted secondary care, where this is required 
8. Maintain strong clinical grip on care, and have a clear focus on patient recovery  
9. Build on the strong models of peer support in Wakefield Clinical Commissioning 

Group 
10. Deliver a whole system workforce development programme  

 
We will use 3 main outcome tools to continuously evaluate the service:  

• Recovery STAR - a licensed evidence based tool for supporting and evaluating 
change 

• CORE outcome measures – a self reported licensed questionnaire 
• Qualitative evaluation developed locally as part of the administration and 

management of the team in order to ensure patient experience of services is 
central to evaluation 

 
We will also develop a user group to sit alongside the PNMH Strategy group.  This group 
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will be involved in the development of the service and of the evaluation ensuring that as 
the service grows, it meets patient need.  Membership of this group will be drawn from 
the users who have already been involved in this work, users recruited via the Maternity 
Services Liaison Committee, and women identified via our third sector partners, 
particularly PANDAs, Homestart and Well Women.  Women using the service will be 
encouraged to join the group.   
 
Sustainability 
 
Key to sustainability will be that staff working in community teams are not de-skilled by a 
specialist team, rather, they are given training and support by the specialist team to 
identify and manage PNMH issues themselves.  Long term relationships will also be 
developed between services such as CMHT and midwifery / health visiting.  This will 
build a culture where identifying and managing PNMH issues collaboratively is the norm.   
 
Our focus on early intervention should mean that by 2019 we will be seeing the benefits 
in terms of reduced need for secondary care services and where these are required, 
better quality and improved user experience for women and their families.   
 
From April 2019 the work of the team will move from ring-fenced funding to tariff based – 
with any additional activity, on-going training and advice from the specialist team funded 
through the additional funding in CCG baselines.   
 
The CCG has identified that additional mental health funding will be added to baseline 
funding in 2019/20 and has committed that perinatal mental health services will be a 
priority area for this funding.   
 

 

Resource requirements 
 
Please state the total amount of funding requested over the three-year period, including a year-on-year 
breakdown. 
 
Include a detailed explanation of how the funding will be allocated and a full breakdown of costs by type of 
activity. 
 
State how much of the funding will be used to: 

• procure external, professional services including specialist advice  
• recruit additional staff (including secondment opportunities and backfill if appropriate) 
• support/deliver training and/or mentoring 
• purchase materials/equipment/products.  
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A breakdown of staffing (at full year effect) is shown below.  These are indicative bandings and WTEs at 
this stage.   

  WTE Band Cost 
on costs 
@ 25% 

Study 
Leave at 
10 % Total 

o        Consultant psychiatrist 0.5   £60,000 £15,000 £6,000 £81,000 

o        Psychologist 0.5 7 £18,125 £4,107 £1,813 £24,045 

o        CPN 2 6 £60,714 £13,476 £6,071 £80,261 

o        Parent-Infant Psychotherapist 0.5 8a £21,935 £5,087 £2,194 £29,216 

o        Health visitor special interest 0.5 7 £18,125 £4,107 £1,813 £24,045 

o        Midwife with a special interest 0.5 7 £18,125 £4,107 £1,813 £24,045 

o        Primary care counsellor 1   £30,000 £7,500 £3,000 £40,500 

o        GP with a special interest 
2 
sessions         £23,400 

o        Peer support worker co-ordinator     £35,000 £8,750 £3,500 £47,250 

o        Admin  1 3 £18,152 £3,681 £1,815 £23,648 

o        Management 1 7 £36,250 £8,214 £3,625 £48,089 

TOTAL 

     

£445,498 

 
A year on year breakdown of costs including staffing, training and resources is shown below:  
 
Year 1   

Clinical Staff £36,716 

Administration / management / evaluation / recruitment £19,639 

Training £500 

IT / phones / travel £500 

Resources £200 

Total £57,555 
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Year 2   

Clinical Staff £317,305 

Administration / management / evaluation £115,522 

Training £3,600 

IT / phones / travel £1,500 

Resources £200 

  £438,127 

    

Year 3   

Clinical Staff £317,305 

Administration / management / evaluation £115,522 

IT / phones / travel £1,500 

Training £1,600 

Resources £200 

 

£436,127 
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Appendix L: Listen to Men(tal Health):  Young Healthwatch and VCS groups  
 

What Are We Worried About? What’s Working Well? What Needs to Happen? 
Young people have identified  

• Low self-esteem/Mental health problems 
• Waiting times for CAMHS to Adult Services too long. 
• Professionals’ do not understand  about self-harm 
• Schools need to be accountable – you have rights when 

you feel you have been denied services 
• Cyber bullying a cause for concern for vulnerable young 

people 
• Provision sporadic (little bit of provision) 
• Should have advisors in schools/counsellors or someone 

to talk to/support you 
• Specialist counselling –Slowness of getting counselling 

appointments makes you feel worse 
• Implementation of buddying system/mentoring could help 

a YP in need of support 
• Trying to cope with Mental health effects of being 

unemployed 
• Basic training needed for doctors and other professional  

about LGBT community and also  for them to know more 
about young people in ‘transition’ 

• They (doctors) say we are too quick to say we feel 
depressed – “you are just a teenager”, basically deal with 
it!  

• A lack of knowledge on things that aren’t depression or 
anxiety, they need to give more time, dig deeper to find 
out more 

•  Still long waiting times for CAMHS, e.g. for anger 
management 

• Counselling support still an issue-sent back to group for 
‘support’ because they  (Counselling staff) did not know 

• lots of passion 
• lots of skills 
• 2-3 year funding opportunities 
• Lots of good work already 

exists, pockets of good work 
• Lots of commitment 
• People putting in extra hours 
• Some young people report 

feeling really helped and 
listened to 

• Positive outcomes 
• Range of long and short term 

support services 
• Individual and group sessions 
• Healthwatch have worked well 

in engaging young people 

Young people said 
• Implementation of buddying 

system/mentoring could help a YP in need 
of support 

• Should have advisors in 
schools/counsellors or someone to talk 
to/support you 

• Need ‘Professionals’ to understand more 
about self-harm 

• Schools need to understand young 
people’s rights  

• Support for young people to learn how to 
use social media safety and when they are 
e being bullied on line 

• Young People’s priorities  
• Services need to communicate between 

each other better 
• Health professionals, eg Doctors, Nurses 

need to acquire knowledge of the right 
services for communities of interest eg 
LGBT, young people with disabilities, BAME 
communities.   – training to be on offer. 
Waiting Times when you are referred to 
CAMHS and Adult Services, including ADHD 
Services  ( there is an age issue usually 
when 17 years of age) 

• We need face to face counselling services 
locally 
 
VCS said  
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enough, but VCS staff say they are not qualified 
counsellors.  

• There is reluctance from CAMHS to take on Young People 
(YP) @ 17 years of age, therefore leaving them 
unsupported. It appears like the waiting times are longer 
because you have to wait till you are 18 years old, then 
you go to adult services. 
 
VCS 

• School staff feel overwhelmed by issues presented by 
young people 

• School staff firefighting situation 
• Less people to provide support in school 
• Less funding 
• Lack of access to supervision 
• Generally more pressure on kids, parents, and families 

which 
• Creates more difficulties 
• Increasing diagnosis 
Local observations 
• More children are observed as having difficulties from as 

young as 4 years old 
• 3 in 10 children/young people at one youth club present 

with difficulties and issues 
• Lack of access to services  
• Impact of social media 
• Cyber-bullying 
• Young children are struggling more (4-5yr olds) 
• Schools can’t afford for VCS/Organisations to go in 
• NSPCC are overwhelmed  
• Kooth.com will connect you to Childline 
• Some concern regarding online counselling; 

• Need to learn from what works and 
duplicate this 

• We need to share good practice 
• Recognition from authorities 
• Funding for sufficient staff to be able to 

spend time listening to young people 
• Good links to adult services 
• Understanding 6-12 week interventions 

won’t help everyone  
• Less changes in professionals and needing 

to repeat stories 
• Genuine consultation with young people 
• We have to market this well 
• Access 3rd sector funding 
• Joint funding applications 
• Mapping and advertising for services 
• More meeting between statutory and 

community services 
• Education for mental health in schools 
• Meet with Ian Holdsworth to discuss these 

ideas 
• Training in bereavement & disability 
• Developing Normanton Hospital 
• Training/supervision for school staff 

 
 
Safety Goal 
What would the situation look like for us to have 
no more worries? 

• We have goals for prevention and acute 
services 

• Better educations for children, families and 
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o What you can’t see 
o Anonymous 
o Can’t identify child 
o Who needs help 
o How can you  develop therapeutic alliances 
o Children want fact to face interaction 
o Need for empathy 
o What about younger children? How do they receive 

help? 
• Where will funding come from 
• Blaming bad parenting 
• Equipment being withdrawn 
• Links to autism services 
• Lack of supervision for volunteers 
• Increasing demand for services 
• Tried contacting MP’s 
• Poor communication 
• Need a range of services for different age groups and 

needs 
• Need for joint funding 
• Variations between schools – in what they fund, if use 

PSHE 
• Young people missing sessions 
• Where is the map of what is available 
• Beds for Wakefield children 
• Understanding/embedding of ADHD pathway 
• Adult services feel more accessible e.g. Richmond 

Fellowship 
• But there feels like a wide gap for children and young 

people 
• Cuts in LA/CCG funding 
• Lack of time 

schools 
• Leads to better detection and prevention, 

so there will be less acute problems; this 
will also save money 

• There will be the right support for serious 
problems – this can be long term if needed 

• To help break intergenerational cycles 
• Though timely and appropriate services 
• Plan for services and intervention to take 

long term view e.g. it is cost effective to 
intervene now 

• More communication between 
professionals 

• Better funding/smarter funding 
• To enable support and supervision for 

school staff 
• CCG coming to us earlier 
• Services based around what the child 

needs 
• And the child has understanding of this 
• A strong 3rd sector that can be trusted by 

families and reach ‘difficult to reach’ 
families 

• In partnership with statutory services and 
each other 

• Take time to build trust/relationships 
• Knowing what services are available 
• Young people are asked what they want, 

help and services, and how they want to 
access/receive those services 

• Young people are listened to 
• Decisions explained to young people 
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• Can CHAMS refer to STAR Bereavement 
• Relationships between VCS and Statutory services 
• Cuts to VCS; VCS under-represented 
• Increase in waiting lists 
• Too heavy a focus on outputs and performance rather 

than outcomes for young people 
• Funding bids turned down as they should be statutory 

provisions 
 
Danger Statement 
Who is Worried? 
Lots of organisations – but who manages this? 

o Healthwatch, Young Lives, Kidz, Well Woman, Star, 
Castleford Tigers Trust 

o Health Professionals, School Staff 
o Young People 
o Parents 
o Grandparents and the wider family 
o Carers 

What are they worried about? 
• People are troubled not troublesome 
• Cuts in services & funding 
• Less community services 
• Longer waiting lists 
• Poor communication between statutory and VCS 
• Lack of support 
• Young people who are hidden at home 
• School staff are stressed 
• Lack of supervision 
• Not knowing where to get help 
• Qualifications 
• Stigma 

 
Next Steps (refer to Action Plan for details) 

• Meeting with Ian Holdsworth to help share 
ideas an develop services 

• Engagement of young people and Enter & 
View 

• Develop an offer of joint training – 
VCS/Statutory/School staff (disability, 
bereavement) 

• Mapping & advertising of services for 
Future in Mind 

• Supervision for school staff to spend time 
listening to young people 

• This might need joing funding bids 
between Statutory and 
Voluntary/Community services e.g. Big 
Lottery, (identify groups) 

• Develop and share good practice examples 
to help spread learning across all sectors in 
Wakefield 

• More meetings within community sector 
and with statutory partners 

• Quarry Adventure playground to 
investigate links between play and mental 
health 

• All to think about good practice examples 
in out agencies to share at a meeting in 
September 

• Further Risk and Resilience training 
• Signs of Safety revisit with VCS, Schools, 

and social care 
• What are the pathways in place for access 
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• Impact of wider society 
• Few counsellors are trained in mental health and disability 
• Counsellors need skills to puddle-jump/work with 

bereavement 
• CSE & link to these vulnerabilities 
• Motorway network 
• Young people and children self medicating 

 
Why are they worried? 
Lack of support leading to; 

• family breakdown, teenage pregnancy, poor outcomes e.g 
offending, domestic abuse 

• grandparents become carers 
• young people becoming homeless 
• more children at risk of CSE 
• young person seriously hut themselves or die, leading to 

serious case review as a result 
• no opportunities to develop positive coping strategies 
• this leads to intergeneration cycles and lack of opportunity 
• location of difficulties e.g. mental health & 

offending/disability 

to mental health services? How can we be 
included in the new one? 

• Limited – Review of CHAMS – people 
receiving and on waiting lists 

• VCS to be part of E.H.H 
 
 

On a scale of 0 to 10; where 10 is we are listening to and respecting each other to keep children safe, 
 

0                1           to            2                     3           to            4                        5                         6                      7                      8                              9                            10 
 
                            3 people                                    6 people                                                                                            no-one was any higher than 3-4 
                      lack of services                         lots of good work 
                services fragmented                      but inconsistent 

direction of travel 
 

due to cuts 
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Appendix M: Waiting Times Funding Report  
 

Funding for Children’s Mental Health – reducing waiting times for treatment 
 

1. Background: 
Wakefield CCG has clear plans in place to improve access to services for children and young people 
for mental health and emotional wellbeing. This is set out in the Local Transformation Plan and 
evidence of progress made to date is evidence in the refresh of October 2016. 
 
The approach set out in Wakefield’s LTP was primarily an early intervention model. Increasing earlier 
identification and early intervention to improve outcomes for children and young people, and 
prevent escalation in to more clinical and acute services, reducing demand for higher-level services. 
 
The investment we have made has been to develop local mental health professionals, working in 
locality areas, providing children and young people with direct access to support and intervention. 
The core purpose of the locality teams is to coordinate the local offer, working with schools and 
education provision including childcare providers, as part of an integrated locality team to raise 
capacity and expertise locally to better support our children and young people at the point that they 
first need help.  
 
We have developed relationships with and capacity of the third sector and these partners are a 
robust part of the local delivery model, alongside colleagues in early help services.    
 
There has been investment in clinical services to have an immediate impact on waits, for those 
children currently waiting. We have invested in three additional Clinical Psychologist positions to 
provide earlier assessment and support for children and young people currently waiting. We have 
also developed a non-clinical offer, through our Educational Psychology service. 
 
This however has been limited, and the majority of resources in Wakefield have been committed to 
a longer term sustainable investment in early interventions, changing systems and cultures to 
achieve meaningful change. 
 
Alongside the investment through the mental health transformation funding, we are challenging and 
support our mental health provider through an improvement process, ensuring we are achieving 
good value for money on investment, and ensuring that children and young people receive the best 
possible support. This is reflected in our commissioning stances and our approach to contract and 
performance management. We have recently undertaken in partnership with the provider a series of 
robust process mapping sessions, which have identified clear areas for improvement and have 
formed an action plan for the provider, which we are managing the implementation of. 
 

2. Progress to date: 
In Wakefield we have delivered through our funding allocation for the transformation plan: 

• A project lead, driving implementation in the locality areas 
• A care coordinator, improving transitions and supporting effective case management and 

challenging all providers and partners in ensuring care for children and young people is good 
• A team of fifteen mental health practitioners, embedded in the community working closely 

with schools and partners in the locality area 
• Seven community navigator roles, provided by the third sector, taking a lead in coordinating 

service offer and advocating for the needs of individual children and young people 
• Three additional Clinical Psychologist posts, across the mental health provider and 

Educational Psychology service 
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• Online and face-to-face counselling, which is immediate access, and providing support for  
children and young people while they wait for services 

• A ten-session workforce development programme  for all practitioners working with children 
and young people, to raise awareness and improve consistency of practice, including key 
theme identified through consultation (self-harm, depression etc) 

 
This has been delivered in a pilot locality and is now rolled across the whole district, with children 
and young people now benefiting from this offer.  
 

3. Proposed model for additional investment: 
Wakefield is spending 100% of its funding allocation for mental health transformation in the baseline 
on improving services for children’s mental health and emotional wellbeing. 
 
We have evidenced the early intervention approach being taken, and so the additional funding 
available provides us with an opportunity to balance sustainable long term investment with 
immediate reductions in waits. 
 
The transformation programme is developing a model of integrated referral – where rather than a 
young person be directed to a GP for referral (which happened in the majority of referrals to 
CAMHS) the model now is for partners in the community to undertake a fuller assessment of need, 
so access to services is much more informed.  
 
Phase 1: Assessment Capacity 
The first proposal for this funding is to support additional clinical assessment capacity, to be 
embedded in the community assessment process. This would be investment in both the mental 
health provider and our local Educational Psychology service. This would improve our understanding 
of need in a timely way, and allow decisions around support to be made immediately for children 
and young people. Our decision-making processes (Educational Health and Care Panel, Complex Care 
(for multi-agency funded high needs cases) Panel etc) will also benefit from more timely 
assessments improving informed decision-making for mental health / emotional wellbeing needs. 
 
Quicker assessment would improve access to services and ensure we were able to direct children 
and young people in to the appropriate pathway support without delay. 
 
Phase 2: Immediate Response Capacity 
The second element of the funding would be an immediate response package, with a focus on areas 
of deficit within our local provision.  The process mapping work undertaken with the mental health 
provider identified key services required where longest waits occur. This includes CBT and play and 
art therapy.  
 
This would be an integrated team of expertise, some embedded with the mental health provider, 
some in the community and some provided by external organisations. This would respond to the 
immediate assessment of need / risk done by the clinical assessment team, and support the long-
waiters already on the list.  
 
The delivery of this would be community-based rather than through the clinic, utilising the assets 
developed in the community delivery model. This would be easily accessible for children and young 
people, would massively reduce DNA, and would align with the support and interventions in place 
for that young person already (linking closely with school for example) rather than be a stand-alone 
intervention. 
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There would be a discrete process of care coordination for longest waits, with the immediate 
identification of support for these children and young people, leading the logistics of arranging 
support and accessible locations for delivery and ensure the outcome of this is fed in to the wider 
support plan for the young person. 
 
This proposal would increase capacity and responsiveness and would reduce waits by providing 
immediate assessments and early access to treatment and support. 
 
The strength of the model is that it is aligned with the existing work that is happening through the 
transformation programme. It builds on the Clinical Psychology capacity we have already developed, 
flows from the integrated community model and referral process, and provides support in an 
integrated way in the localities. 
 
This investment will provide an immediate benefit to build on the longer term sustainability of the 
Wakefield transformation plan, and support those children and young people currently waiting and 
those accessing services in the future. 
  
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Key: 
 
 
 
 
 

1. 

Integrated community offer – 
partners identify young person  

4.  

Assessment undertaken by 
clinical team 

Investment from transformation plan 

New investment for waiting times 

2. 

Integrated community offer – 
develops joint package of 

support  

3. 

Referral completed by partners 
(led by community mental 

health workers) 
5. 

Immediate access to clinical 
support – in the community  

6. 

Wrap around support for 
young person whilst receiving 

and post clinical input from 
integrated community offer  
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The diagram above outlines how the model will work in practice alongside the existing 
transformation programme.  
 
For those children and young people already on waiting lists who have had their first (Choice) 
appointment at CAMHS they will be prioritised for immediate access to the clinical support (stage 5 
above) based on the level of need / risk identified at the first appointment. New referrals to the 
CAMHS waiting list will follow the process above. 
 

4. Impact and Evaluation: 
The impact of the model would be: 
 
Assessment Capacity 

• Improved capacity for assessment  
• Free up existing ‘assessment’ capacity to provide support / interventions 
• Effectively support the decision-making process in the LA and health service to improve 

access to interventions 
• Provide an immediate understanding of need for children and young people aligned directly 

to decisions about care  
 
Response Capacity 

• Immediate access to interventions / support for the longest waiters 
• Improved offer – able to provide immediate access to a wide range of therapies / support in 

a timely way 
• Close the gap between assessment and support – develop an immediate offer of support 

through the assessment process 
• Align closely with the early intervention model developed through the transformation plan, 

creating a complimentary sustainable process 
 
The success criteria for the programme will be: 

• Clearing the longest waits – targeting those young people who have been waiting the 
longest for interventions, developing additional capacity for those areas identified as 
pressure-points (CBT, play therapy, art therapy). Measures include number of young people 
removed from the waiting list, reducing longest wait to below 18mths, and number of 
interventions offered. 

• Immediate assessments – all assessments undertaken in full within 28 days, including those 
to support EHC and complex cases. Measures include number of assessments undertaken, 
number completed for EHC / complex care. 

• Reduce the waiting list, improving access to services. Measures include numbers on the 
waiting list, number and types of therapy / support provided.  

• Improved feedback from service users and families. Measured through reviewing Friends 
and Family test, and further specific consultation with children and young people and their 
families. 
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5. Action Plan for Implementation:  
No Action No Milestone Timescales Budget Lead Risk 
Phase 1: Assessment Capacity 
1 Clinical 

Psychologist 
(MH provider) 
 
Longer term 
offer 

1.1 JD / Spec complete Complete £23,000 CCG / 
SWYPFT 

 
1.2 Job Advert Developed / 

Advertised 
Complete  

1.3 Recruitment process / 
appointment 

Nov 16  

1.4 Induction / start Feb 17  
1.5 Delivering Assessments Apr 17  

2 Clinical 
Psychologist 
(Educational 
Psychology 
Service) 
 
Medium Term 
offer 

2.1 JD / Spec complete Complete £23,000 CCG / LA  
2.2 Job Advert Developed / 

Advertised 
Complete  

2.3 Recruitment process / 
appointment 

Oct 16  

2.4 Induction / start Nov 17  
2.5 Delivering Assessments Dec 17  

3 Immediate  
(Temporary) 
Assessment 
Capacity  

3.1 Clarify requirement of 
role with providers 

Complete £10,000 CCG/ 
SWYPFT/LA 

 

3.2 Secure agency 
resources to support 
immediate assessments 

Oct 16  

Phase 2: Immediate Response Capacity 
4 Waiting List 

Coordination 
(to support 
existing long 
waiters) 

4.1 Care Coordinator 
capacity to review 
longest waits 

Complete £84,000 CCG / 
SWYPFT 

 

4.2 Identification of key 
therapy / support 
requirements 

Oct 16  

4.3 Procurement / 
identification of 
suppliers for therapy / 
support 

Nov 16  

4.4 Appointment setting / 
patient flow 
management 

Nov 16  

4.5 Review the impact of 
the interventions / link 
in to existing support 

From Jan 
17 

 

5 Immediate 
Response Team 
(to respond to 
prioritised cases 
following 
assessment at 
phase 1) 

5.1 Coordinate capacity 
within the existing 
services – create an 
early response team 

Oct / Nov 
16 

£23,000 CCG/ 
SWYPFT/LA 

 

5.2 Recruit core flexible 
capacity to fill identified 
gaps (aligned to the 
recruitment process 
and appointments 
made in actions 1 and 
2). 

As 
timescales 

above 
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5.3 Develop effective 
governance / 
management 
arrangements to 
allocate capacity 
following assessments 

Nov 16  

TOTAL £163,000 
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Appendix N: Summary of CAMHS patients: Wakefield PCT and CCG 

              

Number of admissions PCT CCG     

Service 2012/1
3 

2013/1
4 

2014/1
5 

2015/1
6 Grand Total   

Acute CAMHS       10 10   

Adolescent 17 10 12   39 
  

Child 1   2   3 
  

Eating disorders 11 3 2 1 17 
  

Complex learning disability       1 1 
  

Low Secure 5 3 1   9 
  

PICU 2 2 2 1 7 
  

Total patients 36 18 19 13 86 
  

              
              

Occupied bed days  PCT CCG     

Service 2012/1
3 

2013/1
4 

2014/1
5 

2015/1
6 Grand Total 

  

Acute CAMHS       943 943 
  

Adolescent 809 974 948   2731 
  

Child 78   219   297 
  

Eating disorders 750 469 245 7 1471 
  

Complex learning disability         0 
  

Low Secure 463 344 249   1056 
  

PICU 63 78 122 21 284 
  

Grand Total 2163 1865 1783 971 6782   
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Appendix O: Perinatal Mental Health Progress Report 

Home-Start Wakefield & District 

Progress Report : Perinatal Mental Health Project 

February - October 2016 

Home-Start Wakefield & District were commissioned by the NHS Wakefield Clinical 
Commissioning Group to develop 1:1 to peer support programme. The project has 
now been live since February 2016.  This is an interim report outlining the aims and 
current outcomes of the PNMH project.   

We have been able to collate relevant and accurate data by use of our Monitoring & 
Evaluation System (MESH).  The published statistics are reflective of and 
incorporating : 

• The families perception   Their personal scores (MESH) 
• The referrers    Evaluation 
• Home-Start    Risk & Resilience framework  

 
We know that perinatal mental illness affects at least 10% of women with 7 out of 
10 women hiding their symptoms and feelings. When mother’s experience theses 
illnesses, it increases the likelihood that children will experience behavioural, social 
or learning difficulties and fail to fulfil their potential 

The onset and escalation of perinatal mental health issue can often be prevented 
through early identification. Effective prevention, detection and treatment of 
perinatal mental illness could have a positive impact on the lives of tens of 
thousands of families in England. 

Overview 

Over the last nine months the priority has been :  

To develop and establish the 1:1 peer support service for families 

• 39 families have been referred into the service 
• 25 families have been in receipt of 1:1 support from a home visiting 

volunteer 
Raise Awareness and reduce stigma 

• 17 Volunteers have been identified and received training in PNMH facilitated 
by Family Action 

• 2 Staff have received PNMH training 
• Accredited preparation now course incorporates section on PNMH services to 

support families with PNMH 
• Identified appropriate services, maintained links, meetings and talks to 

professionals and community groups. 
• Development of blog page “A mothers experience” 
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Reduce social isolation  

• 21 Parents identified social isolation as an issue 
• 13 (62%) Parents reported a reduction in isolation after receiving Home-Start 

support 
Formulating appropriate networks, signposting and supporting access to 
services 

• 21 (75%) of families supported have been signposted and assisted into 
services.  Examples are Right Steps, Safe at Home, Maximising Income 
Project, Housing & Benefits Departments. 

Added Value 

• 4 families attend a Home-Start family group 
• 9 families have had or receive support with financial issues through 

Maximising Income project 
• 121 people have benefited from the project (69 children and 52 adults) 
• 30 families invited to summer trip, 2 attended 
• All current PNMH families will receive invitation to Christmas Party 
• Mental Health first Aid training for identified volunteers 

Detailed data sheets below demonstrate the breakdown of statistics, all 
aspects of project and achieved outcomes. 

Project development 

Home-Start Wakefield & District is keen to develop further capacity to reach 
families; promoting early intervention and prevention which is critical for maintain 
the family’s health and wellbeing.  If we are successful in securing continuation 
funding, we would welcome the opportunity to build upon the existing project by : 

• Developing a PNMH group for mothers and babies to attend, strengthening 
links with complementary agencies inclusive of FAB 

• Working with schools to promote awareness and support services available 
• Providing additional on line training for volunteers 
• Maintaining and developing links with the midwifery service 
• Providing continuation of the current project 

It is evident that since the project started, the identified need is a real need, the 
referrals into the project have been regular and maintained, and unfortunately due 
to capacity and resources we are now running a waiting list (currently standing at 
15 families) 

The Home-Start model is based on choice and consent, empowering families.  The 
support Home-Start volunteers offer is ultimately befriending, the hand holding 
reassurance along with practical support, which is often perceived as non-
threatening.  This provides a bridge between families and appropriate professional 
services, building confidence and resilience. 
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Referrer Feedback 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Health Visitors (54%)

Self Referral (14%)

Other Health (8%)

Early Help Hubs (18%)

Kids WeSail (2%)

Nursery Nurse (2%)

Project Worker (2%)

The support this family has 
received has been excellent and 
completely individualised   to the 
family’s needs. 

Thank you for informing me of the support 
you have offered to this family.  I am 
particularly pleased that mum’s parental 
self-esteem has increased along with her 
feelings towards being isolated.  I am 
satisfied with the support you gave.  
Thank you. 

When support for a family ends, we 
let the referrer know how the 

family they referred have been 
helped by Home-Start.  We invite 
them to feedback their comments 
on the support provided.  Here are 

some of the comments we have 
received. 

Source of  Referrals to the Perinatal Mental Health Project 

 

I am happy now that mum 
is able to function more 
independently and her 
mood has improved 
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We monitor the outcomes for families supported through the Perinatal Mental 
Health project using a comprehensive in-house and Home-Start on-line national 
database.  72% of families referred have been supported. The percentages of 
families who have reported an increase in their ability to cope in the following 
categories since referral to Home-Start are shown below along with the percentage 
of families signposted to other services. 

 

 

We also monitor families supported by the PNMH project using the Risk & Resilience 
Framework.  The percentages of families who have reported improvements in the 
following areas of the framework since being referred to Home-Start are given 
below. 

 

 

  

Families Supported
(72%)
Parental Well Being
(83%)
Parental Mental
Health (67%)
Isolation (62%)

Parental Self Esteem
(57%)
Referral to other
Services (75%)

Risk & Resilience Framework 

   Perinatal Mental Health Outcomes 

 

56% 

Working It 
Out 

52% 

Loving 
Myself 

44% 
Expressing 

Myself 

44% 

Getting 
Informed 

44% 

Knowing 
Where I Am 

Going 

33%  

Keeping 
Safe 

50%  

Living 
Together 

22% 

Being 
Heard 



 
 

P a g e  | 181 

What Families feel say about the support they have received … 

 

Home-Start Wakefield has really helped me during the first few months of 
being a new mum.  Even though I have a great partner and family, I was 
struggling with my health and looking after a tiny baby.  It’s funny how 
valuable someone coming in and supporting your family for an hour a week 
can be.  I gained so much.  Home-Start is wonderful and the support I 
received really did make a difference to my emotional well being. 

 

My volunteer was able to give perspective without being emotionally 
involved.  I valued her opinion.  She never judged me or made me feel 
insignificant.  The kids loved her and she felt like a friend. 

 

My volunteer has been a real joy in our lives.  When Elaine first visited, the 
thought of going into a group situation would have been a no go anxiety 
level high.  I am now looking forward to it. 

 

* * * * * * * * * * * * * * * * *  
 

 

 

 

 

 

 

Elaine Dunwell 
Perinatal Mental Health Co-ordinator 

19 October 2016 
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The Scale of the Challenge What we will do How will we enable 
h ? 

What will the impact be? Our Outcomes: 

• A strong and co-owned strategy for 
ensuring safe and healthy futures for 
our children and young people  

Develop and implement a strategy to ensure Wakefield 
children and young people are healthy and achieve their 
potential  
Develop an action plan to address the recommendations 
in the national maternity review owned by all partners of 
the Health and Wellbeing Board 
We will address the review of the regional 
recommendations on still birth & bereavement & 
develop a plan for any remedial action required 
We will continue to drive the choice agenda. We have 
published a Local Offer which sets out our plans for 
expansion of Personal Health Budgets to mental health, 
Learning disabilities and Special Educational Needs and 
Disability (SEND) in the first instance. 
We will develop pathways for transition to adult services 
which ensure that young people are prepared for adult 
life. 
We will maintain a focus on children through our 
Children and Young Peoples IAPT programme and the 
Future in Mind programme., enhancing dedicated crisis, 
intensive support and liaison service for children, young 
people and their families. 
Baseline the new Children and Young People Eating 
Disorder access and waiting time standard and 
subsequently deliver the standard. 

Technology 
• Using and sharing information across teams 

in our Early Help Hubs to support 
professionals and families. 

• Increase the use of mobile working. 
• Introduce a digital version of the Redbook, 

through this provide digital signposting to 
advice and guidance. 

• Recognising that the millennial generation 
expects “digital by default”, therefore 
ensure services are available across 
channels to support parents using 
platforms they choose to use. 

• Extending Schools App Challenge 
Estates 

• Exploring more opportunities for co-
location of childrens services within early 
intervention hubs. 

Workforce 
• We will use Facing the Future standards to 

develop the right acute workforce model 
across primary and secondary care’  

Cancer 
Urgent & 
Emergenc

y Care 

Specialised 
Commissio

ning 

Core 
Standards, 
Quality & 

 

Eliminatin
g 

Variation 
  

A reduction in the percentage of children aged 10-11 classified as overweight or obese. 
A decrease in the percentage of women who are smokers at time of delivery 
An increase in women’s experience of good maternity services 
A reduction in the percentage of children living in poverty 
A reduction in the number of children living in care and on the edge of care 
A reduction in the rate of stillbirths and deaths within 28 days of birth per 1,000 live births and 
stillbirths. 
 

In 2012, there were 14,015 children aged under 20 years 
who were living in poverty, this is almost 20% of children.  
On average there are around 4,000 births each year in 
Wakefield.  
The proportion of women smoking during pregnancy is 
significantly higher in Wakefield (18.6%) than the regional 
(16.2%) and national (10.7%) averages 
Breast feeding rates in Wakefield are amongst the lowest in 
the country;  
Each five year old child in Wakefield has on average 1.66 
teeth that are decayed, missing or filled 
Data shows that Wakefield has high rates of hospital 
admissions caused by unintentional and deliberate injuries.  
the rate of hospital admissions as a result of self-harm is 
significantly higher in Wakefield compared to both the 
national and regional averages, and the rate is increasing 
it is estimated that in Wakefield there are around 4,260 
children with clinically diagnosable mental health disorders, 
9.6% of children 
in the 2015 Children’s Survey.  16% of Year 9 pupils stated 
that they had been offered drugs  (of any kind) 
It is estimated that there may be around 1,310 children in 
Wakefield who are experiencing domestic abuse 
There are X number of children in care 

Appendix P – Wakefield STP – Early Years and Mental Health pages 
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The Scale of the Challenge What we will do How will we enable 
h ? 

What will the impact be? 

Our Outcomes: 

• New Accountable Care Systems to 
deliver new models of care 

Mental Health Transformation Programme (adults and 
children) 

• Jointly with the Local Authority we will review 
pathways and seek to identify innovative ways of 
working together. 

• We have a joint aim with the Local Authority to 
reduce the stigma of mental health and improve 
population wellbeing.   

• We will maintain a focus on children through our 
Children and Young Peoples IAPT programme and 
the Future in Mind programme. 

• Alongside our local priorities, we will also deliver 
against the Healthy Futures Mental Health 
Programme objectives of; reducing Mental Health 
in-patient admissions, eliminating all out-of-area 
mental health acute placements, reducing 
unnecessary attendance at A&E for crisis episodes, 
reducing all inappropriate emergency service 
responses, reducing Mental Health Act detention 
in Police Cells and reducing number of suicides. 

• Baseline the new Children and Young People 
Eating Disorder access and waiting time standard 
and subsequently deliver the standard. 

Technology 
• Online resources have a larger part to play in engaging 

and supporting our young people eg Kooth. 
• Providing access, for those who choose to use it, to 

online Mental Health services eg “Minddistrict” 
(Rightstep 24/7). 

• Using a person held record to maintain a digital diary 
• Our suicide prevention programme aims to reduce 

suicides by targeting mental health stigma in key risk 
groups and supporting early intervention.  

• Understanding mental health needs through detailed 
local intelligence about mental health morbidity.  

Estates 
• Working with Turning Point to develop 3 talking shops 

across the district. 
• Developing co-location of staff with WDH and 

Connecting Care and early intervention hubs. 
• Collaboration between the CCG, West Yorkshire 

Police, YAS and the three mental health trusts has 
secured funding to improve health based places of 
safety for people in mental health crisis. 

• Tackling social isolation and improving resilience 
through a new social well-being service and small 
grant VCS fund. 

• Improving mental well-being via lifestyle interventions 
delivered by public health services 

Workforce 
• Re-design of Clinical Support Workforce will see the 

extension of clinical apprenticeships, through to the 
development of Associate Nurses providing clearer 
career progression into professionally qualified 
nursing roles. 

• Medical agency spend will be reduced over the next 
12 months with recruitment of Consultants into a new 
Mental Health Acute and Community model of 
service.  

• Workplace Well-Being charter and the Local Authority 
Good Growth Strategy. 

Cancer 
Urgent & 
Emergenc

y Care 

Specialised 
Commissio

ning 

Core 
Standards, 
Quality & 

 

Eliminatin
g 

Variation 
  

The number of people living with two or more conditions is 
rising rapidly and multi-morbidity is a more important driver 
of costs in the health and social care system than other 
factors such as age 
between 12% and 18% of all NHS expenditure on long-term 
conditions is linked to poor mental health 
In financial terms, at least £11 billion of NHS expenditure can 
be linked to mental health co-morbidities 
People with mental health problems use significantly more 
unplanned hospital care for physical health needs than the 
general population, including 3.6 times the rate of 
potentially avoidable emergency admissions 
Diagnosis and treatment of medically unexplained symptoms 
costs at least £3bn every year in England. MUS adds to 
pressures in primary care with these symptoms accounting 
for up to 30% of all GP consultations 
life expectancy for people with bipolar disorder or 
schizophrenia is 15 to 20 years below that of the general 
population, largely as a result of raised rates of 
cardiovascular disease and other physical health conditions 

An achievement of the 50% Improving Access to Psychological Therapies (IAPT)recovery rate and access 
standards for early Intervention Psychosis service and IAPT 
An increase in the estimated diagnosis rate for people with dementia 
An increase in the percentage of patients diagnosed with dementia with a care plan who have received a 
face to face review in the preceding 12 months. 
An increase in the proportion of people with a learning disability on the GP register receiving an annual 
health check 
A reduction in the reliance on specialist inpatient care for people with a learning disability and/or autism 
An increase in the promotion of good mental wellbeing, increased prevention of future mental health 
problems, and support pre-crisis point and during recovery 20 



Kooth Quarter 2, 2016/17 Report Abc

"... because of how bad my trust issues are ... I've been testing you. Not once
have you ever gone back on a promise. You've always been here for me ...
I'm done testing. After this I can say I do more than just fully trust you.
instead of 100 percent I trust you like 200000 percent.  happy tears on this

end . :')"

Sele..01-Jul-16 wakefieldSele..30-Sep-16

950 YP from the LA have
registered on Kooth

Summary

This is the total number of registrations on Kooth in the LA from 31 October 2015 to 30 September 2016.
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Again, we see a high demand for counsellor and worker hoursin this quarter.92% of YP who registered with Kooth.com have returned to the site.We have seen a large proportionate increase in GP signposting to Kooth.com during this quarter, and registrationshave remained steady despite the expected lull during the summer period.99% of YP who responded would recommend the service to a friend.
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This report covers July to September 2016 inclusive.



The Kooth Journey

There are many factors that affect how young people across the UK use Kooth. A few of them are listed below:

- Time of day, week and year
- Integration and participation work
- Prevelance of mental health issues
- Events

Using historical data, we can see how some of these factors affect activity on Kooth:

Time of day, week and year

To meet the availability hours of our young people, our website is accessible 24 hours a day, 7 days a week. On an
average week, 70% of our young people access the site outside of office hours.

83% of Kooth young people are aged between 10 and 17. We tend to see a reduction in activity during school holidays
which happen over December, April and August.

Integration and participation work

Kooth has a dedicated team of Integration and Participation Workers who run workshops, assemblies and many other
activities. We see an increase in activity on the site when this work takes place. On average, 62% of our young people
said they heard about Kooth from school or from a friend.

Prevelance of mental health issues

A period of poor mental health can be triggered by many different reasons such as stress, homelessness, social isolation,
substance misuse, trauma and discrimination*. Kooth is available for a wide range of mental health problems, from
shorter periods of distress to longer term support. Where prevalence of these issues is high we see Kooth usage
increase.

*source: mind.org.uk

Events

We try to keep up to date with things that affect young people such as popular culture, concerns during their stage of life
and events in the news. Following a distressing event, we look out for young people who would have most likely been
affected, such as those young people in the same location.

We won't necessarily see an immediate increase in activity on the site following an event.  However, we do find that
because Kooth is available and accessible, young people will often use the service in the period following an event and
over time.

We sometimes see a reduction in activity on the site when young people are focused on other activities such as watching
popular entertainment television shows (the ex factor-factor).
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"Three months since I've actually logged in, but s/he reminded me to log in once in a
while in the hard times... I haven't forgotten what you did for me with all the chats

and the goals!"
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Quarter Summary

"I feel much better now! Y'know that weird sad stomach dropping feeling?
It's gone :P"
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New Registrations Logins Usage

191

Total

New Registrations

4

Gender

1 in 4 New Registrations were Male

Age

10/11

12/13

14/15

16/17

18/19

20/21

22/23

24/25

Total

2%

3%

4%

12%

24%

33%

20%

2%

100%

1 School

2 GP

3 CAMHS

39%

20%

10%

Top 3 Heard From

Unique YP Logins

264 2,507

Total

70%
Out of Office

Logins

Out of Office Logins

Office hours are 9am-5pm weekdays.

92%
Returning YP

Logins

Returning YP Logins

Note: Returning YP logins are logins from YP
who have logged in at least once before. New
logins are classed as the first time new YP use
the site. Therefore this percentage is (total logins
- number of new users)/total logins.

Unique YP Sessions

22295

Chat

Unique YP Messages

1,259154

Messages

Unique YP Views

21652

Articles

Activities YP Times Accessed

13186

Self Help Documents

Times accessed is the number of logins where self help
documents were accessed.

Unique YP Views

1,22795

Forum

Unique YP Views

3910

Ask Kooth

Most Frequent Age was 14/15

Age

Heard From

Avg. ImprovementNumber of MovedGoals

434.3

Goals

Abc

99% would recommend
this service to a friend*

*From 97 responses from 50 YP.

9%

BME

Outcomes

Abc98% are planning on
coming back soon*

Feedback



Q1 Q2

M : F 41 31

Gender of New Registrations

Note: This shows for each 1 male that registered, how many females registered.

Total

31

Year to end of quarter average: 1 in 4 new YP
were male

Q1 Q2 Total
BME 9%5% 6%

BME % of New Registrations

Quarterly Statistics

Apr/16 May/16 Jun/16 Jul/16 Aug/16 Sep/16

0

50

100

N
ew
 Y
P

85

78

43

63

116112Average 83 New Registrations per Month

This Year - New Registrations

Total Number of New Registrations

New Registrations: Demographics 1

Oct/15 Nov/15 Dec/15 Jan/16 Feb/16 Mar/16

0

50

100

N
ew
 Y
P

31

27

125

1

129
140

Average 76 New Registrations per Month

Last Year - New Registrations

Note: If above is empty then there is no data to show. The average shown is the year average or if the year is not complete, it shows year to date average.

Gender Q1 Q2 Total

Total

F

M

4867

143239

191306

115

382

497

New Registrations

"I'm happy there's someone out there who cares about young people's feelings."

Quarter 2, 2016/17 Page 5/20

Q1 Q2 Total

White British or Irish

Any Other BME
Any Other White

Pakistani

White & Black
African

Indian

White & Asian
Chinese 1

1
1
2
4
3
7
5
167

1
1

2
4
5
7
286

1
2
2
2
6
7
12
12
453

Ethnicity of New Registrations
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Quarterly Statistics

New Registrations: Demographics 2

South Kirby
5

Normanton
9

Knottingley
10

Fitzwilliam
1

Pontefract
20

Belle Isle
2

Woolley
4

Stanley
4

Crofton
4Walton

1

Ossett
10

Ryhill
6

Sublocation of New Registrations

Age Q1 Q2

0 20 40 60 80 100
Number of New Registrations

0 20 40 60 80 100
Number of New Registrations

10/11

12/13

14/15

16/17

18/19

20/21

22/23

24/25

104

16

77

66

25

8

6

4

39

63

46

22

3

8

6

4

Age of New Registrations

School GP CAMHS Friend Internet Other
Worker

Youth
Service A and E Social

Worker

Communit
y Psychiat
ric Nurse

Connexion
s Parent Psychiatri

st Total

Q1

Q2

Total 497

191

306

1

1

4

1

3

4

2

2

6

4

2

9

4

5

9

4

5

10

5

5

15

9

6

31

15

16

40

15

25

51

19

32

80

38

42

237

75

162

Heard From of New Registrations

Sub Location YP
Pontefract
Glasshoughton
Eastmoor
Horbury
South Elmsall
Ackworth
Knottingley
Ossett
Airedale
Normanton
Ryhill
Kettlethorpe
Sandal
South Kirby
Wrenthorpe
Crofton
Featherstone
Lupset
Stanley
Woolley
Agbrigg
Calder Grove
Crigglestone
Durkar
Upton
Alverthorpe
Belle Isle
Hall Green
Fitzwilliam
Flanshaw
Hollingthorpe
Milnthorpe
Newmillerdam
Newton Bar
Peacock
Portobello
St Johns
Walton
Total 191

1
1
1
1
1
1
1
1
1
1
2
2
2
3
3
3
3
3
4
4
4
4
4
5
5
5
5
6
9
9
10
10
10
11
11
11
13
20

"i just wanted to say that this site is amazing. i thought it would be a bit cringy, but
its really good on here."

Note: Space here for other quarters.
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Total Number of Unique YP who Accessed (Logged into) Kooth

Logins: Monthly Look

Oct/15 Nov/15 Dec/15 Jan/16 Feb/16 Mar/16

200
400
600
800

Lo
gi
ns 512529

858

233 212
3

Average 391 Logins per Month

Last Year - Total Logins

Quarterly Statistics

Q1

New YP Returning YP

Q2

New YP Returning YP

101 121

Returning
YP Logins

Note: Returning YP logins are logins from YP who have logged in at least once before. New logins are classed as the first time new YP use the site. Therefore New YP logins = new
registrations and Returning YP logins = total logins - new registrations.

New YP Returning YP

111

Total

Apr/16 May/16 Jun/16 Jul/16 Aug/16 Sep/16

0

500

1000

Lo
gi
ns

956
1,0861,108

650

1,268

771

Average 973 Logins per Month

This Year - Total Logins

Oct/15 Nov/15 Dec/15 Jan/16 Feb/16 Mar/16

50

100

150

U
ni
qu
e 
Y
P

41

145

1

152

27

172

Average 90 YP Accessing Kooth per Month

Last Year - YP Accessing Kooth

Apr/16 May/16 Jun/16 Jul/16 Aug/16 Sep/16

50

100

150

U
ni
qu
e 
Y
P

135 129
179

96114

169Average 137 YP Accessing Kooth per Month

This Year - YP Accessing Kooth

Note: If above is empty then there is no data to show. The average shown is the year average or if the year is not complete, it shows year to date.

Note: If above is empty then there is no data to show. The average shown is the year average or if the year is not complete, it shows year to date.

Total Number of Logins

Gender

Q1

Unique YP Logins

Q2

Unique YP Logins

Total

Unique YP Logins

Total

F

M 431

2,901

3,332

81

290

371

401

2,106

2,507

61

203

264

832

5,007

5,839

129

434

563

YP Accessing Kooth

"... i feel like even though you havent met me you can see who i am and ... you
understand how i feel ..."..
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Quarterly Statistics

Logins: Time of Day

Time

Q1

Mon Tue Wed Thu Fri Sat Sun
Total

0 - 1
1 - 2
2 - 3
3 - 4
4 - 5
5 - 6
6 - 7
7 - 8
8 - 9
9 - 10
10 - 11
11 - 12
12 - 13
13 - 14
14 - 15
15 - 16
16 - 17
17 - 18
18 - 19
19 - 20
20 - 21
21 - 22
22 - 23
23 - 00
Total 378

15
26
39
42
52
41
16
21
23
14
13
13
15
9
12
6
1
2
1

2
1
7
7

345
13
33
39
32
46
34
20
16
7
10
8
17
11
17
14
8
4
3

1

3
9

487
16
23
37
52
67
64
52
40
35
11
19
13
14
13
5
9
8
3

1

1
4

513
16
33
46
49
56
43
49
55
49
15
19
19
11
18
12
6
10
3

1

1
2

621
17
31
57
66
72
64
72
61
47
34
14
14
12
15
16
6
7
4
1

1
10

490
13
24
49
63
54
57
64
40
51
3
10
14
4
6
9
7
5
4

1
1
2
4
5

498
11
33
50
55
55
58
55
40
39
17
12
16
12
8
10
7
6
1

2
2
2
7

3,332
101
203
317
359
402
361
328
273
251
104
95
106
79
86
78
49
41
20
2
1
8
5
19
44

Time

Q2

Mon Tue Wed Thu Fri Sat Sun
Total

0 - 1
1 - 2
2 - 3
3 - 4
4 - 5
5 - 6
6 - 7
7 - 8
8 - 9
9 - 10
10 - 11
11 - 12
12 - 13
13 - 14
14 - 15
15 - 16
16 - 17
17 - 18
18 - 19
19 - 20
20 - 21
21 - 22
22 - 23
23 - 00
Total 291

13
17
36
36
41
25
12
18
12
10
17
8
9
7
7
2
2

2
1
2
3
6
5

281
7
27
32
43
28
33
16
13
14
10
13
9
6
7
3
3
2

1

1

7
6

358
14
21
31
33
27
38
27
26
32
19
15
20
13
15
11
5

1

2

1
3
4

369
11
22
36
25
34
41
39
36
21
15
17
18
14
14
6
5
3
1

1
1
2
7

444
22
32
51
52
45
30
35
39
18
25
24
15
13
15
11
2
5

1

1
1
7

386
6
28
40
34
42
46
33
38
22
13
11
20
15
8
9
6
4
2
1
1
1
2
2
2

378
8
18
37
32
49
27
26
27
30
28
24
28
5
8
7
5
2
1

1
1
3
11

2,507
81
165
263
255
266
240
188
197
149
120
121
118
75
74
54
28
18
5
4
5
6
9
24
42

Q1 Q2 Total

Out of Office Hours
74%

Office Hours
26%

Out of Office Hours
70%

Office Hours
30%

Out of Office Hours
73%

Office Hours
27%

% of Logins Outside of Office Hours

Note: Office hours are 9am-5pm weekdays.

Logins by Time of Day

"It's actually amazing like I feel I can tell you everything without being judged"

Quarter 2, 2016/17

Note: Space here for other quarters.

Note: If names of days are missing as headers, this is because there were no logins on that day.
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Quarterly Statistics

Logins: Time of Day (BME)

Time

Q1

Mon Tue Wed Thu Fri Sat Sun
Total

0 - 1

7 - 8
8 - 9

9 - 10
10 - 11

11 - 12
12 - 13

13 - 14

14 - 15
15 - 16

16 - 17
17 - 18

18 - 19

19 - 20
20 - 21

21 - 22
22 - 23

23 - 00
Total 24

2

1

1
7

5
1

2
2

1
2

23

1

4

3
2

3
1

1

2
3

1

2

42

3
1

4

5
4

3
5

5
1

1

1

3
1

1

3
1

40

1
1

2

4
7

2
6

4
2

1

1
3

1
2

2

1

43

2
2

6

3
9

3
7

2
3

1

1

2

1

1

38

2

6

5
4

5
2

3

1

3
3

1
2

1

27

1
1

3

3
2

4
3

5
2

1

1
1

237

7

10

26

24

35

25

25

18

13

5

9

11

7

7

5

7

2

1

Time

Q2

Mon Tue Wed Thu Fri Sat Sun
Total

3 - 4
6 - 7
7 - 8
8 - 9
9 - 10
10 - 11
11 - 12
12 - 13
13 - 14
14 - 15
15 - 16
16 - 17
17 - 18
18 - 19
19 - 20
20 - 21
21 - 22
22 - 23
23 - 00
Total 47

5
2
8
11
5
2
2
3
1
2
1
1
2
2

46

2
2
9
4
10
4
2
3
4
2
2
1
1

46

3
6
6
3
5
4
3
2
3
1
1
5
4

52

1
4
6
4
5
4
7
9
2
2
1
1
2
1
2
1

60

1
3
5
8
4
3
5
5
2
8
7

2
5
2

33

2
4
8
3
3
2
3
2

1
1
2
1

1

77

3
2
4
5
5
9
3
11
7
11
11

2
2

1

1

361

2

22

27

47

35

35

33

27

25

25

25

17

13

16

8

1

1

1

1

Note: Office hours are 9am-5pm weekdays.

Logins by Time of Day

"Thank you again for this because if you hadn't helped me I would still be locked in
the boys toilets too scared to move, so I'm really grateful for what u did for me"

Quarter 2, 2016/17

Note: Space here for other quarters.

Q1 Q2 Total

Out of Office Hours
74%

Office Hours
26%

Out of Office Hours
65%

Office Hours
35%

Out of Office Hours
69%

Office Hours
31%

% of Logins Outside of Office Hours

Note: If names of days are missing as headers, this is because there were no logins on that day.
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Counselling: Chat

Quarterly Statistics

Q1 Q2 Total
22 2

Avg. Chat Sessions per
YP per Month

Total Number of Chat Counselling Sessions

Nov/15 Dec/15 Jan/16 Feb/16 Mar/16
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120

2524

Average 64 Chat Sessions per Month

Last Year - Total Sessions

Apr/16 May/16 Jun/16 Jul/16 Aug/16 Sep/16
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123

68

Average 97 Chat Sessions per Month

This Year - Total Sessions

Nov/15 Dec/15 Jan/16 Feb/16 Mar/16
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53

67

1614

Average 38 YP Using Chat Counselling per Month

Last Year - YP Using Chat Counselling

Apr/16 May/16 Jun/16 Jul/16 Aug/16 Sep/16

0
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e 
Y
P 54

47

71

4236

68
Average 53 YP Using Chat Counselling per Month

This Year - YP Using Chat Counselling

Total Number of Unique YP Using Chat Counselling

Note: If above is empty then there is no data to show. The average shown is the year average or if the year is not complete, it shows year to date.

Note: If above is empty then there is no data to show. The average shown is the year average or if the year is not complete, it shows year to date.

Gender

Q1

Unique YP Sessions

Q2

Unique YP Sessions

Total

Unique YP Sessions

Total

F

M 46

316

362

22

124

146

34

188

222

17

78

95

80

504

584

36

177

213

Total Sessions and YP

"Chat was very helpful, I want to be a therapist in the future ... I just love the way this
website works. I never realised I needed to talk about my problems."

Chat counselling is an instant messaging service available to all young people registered on the site. Our counsellors are available to chat
weekdays 12:00 to 22:00 and weekends 18:00 to 22:00. This can be for drop ins or for booked chats. Young people who require more
structured counselling can also have a named counsellor, where chats will be booked.

The team work very closely to manage the chat queue with workers monitoring the queue and messaging young people who are waiting.
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Total Number of Messages**

Counselling: Message

Quarterly Statistics**

Q1 Q2 Total

66 6

Nov/15 Dec/15 Jan/16 Feb/16 Mar/16

0

200

400

M
es
sa
ge
s

320
429 504

103 140

Average 299 Messages Sent by YP and Workers per Month

Last Year - Total Messages**

Gender

Q1

Unique YP Messages

Q2

Unique YP Messages

Total

Unique YP Messages

Total

F

M 274

1,562

1,836

33

189

222

333

926

1,259

30

124

154

607

2,488

3,095

56

282

338

Total Messages and YP**

**Includes messages sent by young people and workers.

Avg. Messages per YP
per Month**

Apr/16 May/16 Jun/16 Jul/16 Aug/16 Sep/16

200
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508 531

324

698

404

630Average 516 Messages Sent by YP and Workers per Month

This Year - Total Messages**

Nov/15 Dec/15 Jan/16 Feb/16 Mar/16
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2116

Average 63 YP Sending Messages per Month

Last Year - YP Using Message Counselling*

Apr/16 May/16 Jun/16 Jul/16 Aug/16 Sep/16

0

50
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P

84 75
56 69

104100Average 81 YP Sending Messages per Month

This Year - YP Using Message Counselling*

*Only includes YP who have sent messages.

Note: If above is empty then there is no data to show. The average shown is the year average or if the year is not complete, it shows year to date.

Note: If above is empty then there is no data to show. The average shown is the year average or if the year is not complete, it shows year to date.

Total Number of YP Using Message Counselling*

"Its helping a lot, you were there when i really needed you..when i couldn't cope at
all even though i tried so hard today. i still feel sad and down.. but its okay..I've not

kept it in.. i've explained myself."

Young people are able to send and receive mail messages from Kooth workers anytime of the day. Messages are checked and replied to
regularly, providing counselling support where neccessary. Young people send messages for a variety of reasons such as they are in crisis,
they require some advice or they want someone to talk to.

Messages can also be used as a tool to engage young people who are in crisis such as asking a young person to message back at a
certain time the next day.
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How Many Chat Sessions did YP Have in the Quarter?

Counselling: Quarter Chat and Message

How Many Messages did YP Exchange in the Quarter?

- The numbers on the horizonal or x axis are the number of chat sessions.
- The number above the bar is the number of YP who havehad the x axis' amount of chat sessions.

- The numbers on the horizonal or x axis are the number of messages sent and received.
- The number above the bar is the number of YP who have had the x axis' amount of messages.

Number of chat sessions in the quarter
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e.g. 62 YP had 1 chat each in the quarter
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31
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e.g. 54 YP had 1 message exchanged each in the quarter

"hi, i know i have only spoken to you once, but from that experience i just want you
to know that i am extremely grateful and appreciative."

This shows the number of chats and messages young people have had each in the quarter.

The greatest number of messages exchanged between a YP and workers in this quarter was 172.

The greatest number of chats a YP had this quarter was 13.

Number of messages in this quarter
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Categories of Goals with Activity in the Quarter

Counselling: Goals

Anger

Grief
2

Suicidal
thoughts

Self
exploration

Self Help -
Skills for life

Getting
professional
help - outside

Feeling
happier
4

Enjoying self
4

Self Harm
5

Overcoming
anxiety
5Emotional

regulation
6

Self Help - Self
Care
7

Getting professional help - in
service
14

Emotional exploration
18

54 YP created or changed at least one goal this quarter.

This shows the percentage of YP who had a goal of this type with activity in the quarter. Activity is classed as a creation of a new goal or a
change of score of an existing goal. YP may have more than one goal. Categories were first recorded in Feb 2016 so all goals prior to this
do not have a category assigned.

"I feel like i can look after myself and get through tonight now I've come on here"

Avg. Improvement Number of Moved Goals
First Score
Last Score
Improvement 43

43
43

4.3
6.9
2.5

Note: Avg. Diff in Score may be 0.1 out of what you see to be Avg. Last Score - Avg. First Score due to formatting to the nearest first decimal. The Avg. Diff in Score is accurate.

Gender

Q1

Unique YP Goals

Q2

Unique YP Goals

Total

Unique YP Goals

Total

F

M 21

164

185

11

67

78

17

96

113

9

45

54

35

229

264

17

93

110

Total Goals with Activity and YP

Quarterly Statistics

Goal Movement Averages in the Quarter

The minimum value for a goal is 0 and the maximum is 10. The higher the score, the more the young person feels like they are achieving that goal.

These goal movements only include the goals that have moved in the respective quarter. The first score is the score at the start of the quarter. The last score is the score at the end of
the quarter. The improvement is the difference between these two. An increase in score shows improvement.

Scores can start from any integer from 0 to 10. Scores made prior to 1 July 2015 started on 0.
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Issues Presented During Chat, Message, Forum, Articles and Ask Kooth

Counselling: Presenting Issues

Trauma

Bullying
10

Growing

Suicidal
Thoughts

Sense of
belonging

Anger
16

Loneliness
20

Self Harm
22

Depression
25

Confidence
23

Friendships
23

Self Worth
25

Family
Relationships

28

Anxiety/Stress
51

Issues Presented by Female YP

73 YP presented atleast one issue this quarter.

"Three months since I've actually logged in, but [worker] reminded me to log in once
in a while in the hard times... I haven't forgotten what you did for me with all the

chats and the goals!"

This shows the number of YP who presented an issue of this type in the quarter. YP may present with more than one issue.

Gender
Identity

Sexuality
2

Suicidal
Thoughts

Sense of
belonging

Anger
3

Self Harm
2

Confidence
5

Friendships
6

Self Worth
6

Family
Relationships

5

Anxiety/Stress
7

Issues Presented by Male YP

Quarterly Statistics

Element YP

Anxiety/Stress

Family Relationships

Self Worth

Friendships

Confidence

Depression

Self Harm

Loneliness

Anger

Boyfriend/Girlfriend

58

33

31

29

28

27

24

22

19

19

10 Most Prominent Issues YP Presented

Q1 Q2 Q3 Q4 Total
AbcAbcAbcAbcAbc

Element YP

Anxiety/Stress

Friendships

Self Worth

Family Relationships

Confidence

Depression

Self Harm

Loneliness

Sense of belonging

Boyfriend/Girlfriend

125

80

71

69

68

63

49

47

39

38

# Element YP

1 Anxiety/Stress

2 Friendships

3 Confidence

4 Self Worth

5 Family Relationships

6 Depression

7 Self Harm

8 Exam stress

9 Loneliness

10 Sense of belonging

85

59

46

46

45

40

32

28

28

25



Self Help: Articles and Self Help Documents

Title Category
KOOTH Live Forums General

Tough Decisions About a Relationship Relationships
Monday HeadStart Forums General
Wednesday Live Forums Relaxation|Breathing
TKIF Friday Live Forums General
5 Ways to Deal With Anxiety Anxiety
Rest and relaxation forum: 44 Relaxation|Breathing
The sun will shine again Depression

Want to be a KOOTH Ambassador? News
Monday Headstart Live Forum: 04/07/2016 - The EU Referendum Result General

Abc
Abc
Abc
Abc
Abc
Abc
Abc
Abc
Abc
Abc

Most Viewed Articles

Gender

Q1

Unique YP Views

Q2

Unique YP Views

Total

Unique YP Views

Total

F

M 84

529

613

21

85

106

77

139

216

12

40

52

161

668

829

32

113

145

Article Views and YP

This shows the number of YP who have clicked on an article and the number of times articles have been clicked on.

Articles

"I can't even talk about this with my own best friends, so I am very grateful for your
words and honesty about things"

We have dedicated Media Workers who moderate Ask Kooth, Articles and Live and Offine Forums. Every post is moderated before it goes
live on the site. YP are able to submit articles, forum threads and also Ask Kooth questions. They can also post replies on all of these areas.

The Live Forums provide an online social and discussion space for its users on a range of differing themes. The YP that visit the site are
able to drop in on pre-selected and pre-researched topic discussions that take place on a Monday, Wednesday and Friday night between
7:30pm and 9:00pm. Each night has a worker host directing the topic of discussion and a moderator, who will edit and publish each
comment to ensure that the live forum is a safe and confidential place to be and that the discussion stays within the remits of the Kooth
boundaries. The live forums are heavily YP orientated meaning that whilst a set schedule is in place, YP are able to voice their opinions on
the topics, some of which have been specifically chosen by them. The Live forums are also archived, allowing the YP to revisit any topics of
interest for tips and advice.
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Self Help Documents

Gender

Q1

Activities YP Times Accessed

Q2

Activities YP Times Accessed

Total

Activities YP Times Accessed

Total

F

M 54

195

249

41

127

168

38

93

131

24

62

86

92

288

380

61

178

239

Self Help Usage and YP

This shows the number of YP who have clicked on self help docs and 'times accessed' is the number of logins where self help was clicked on.
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Note: If above is empty then there is no data to show. The average shown is the year average or if the year is not complete, it shows year to date.
The blue area shows the number of times self help documents were accessed each month. The yellow area shows how many unique YP accessed self help documents each month.

Self Help Documents

Note: If above is empty then there is no data to show. The average shown is the year average or if the year is not complete, it shows year to date.
The blue area shows the number of article views each month. The yellow area shows the number of unique YP accessing articles each month.

Self Help: Monthly Look
Articles
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0

50

100

150

200

A
rt
ic
le
 V
ie
w
s

0

50

100

150

200

Y
P107

118

1

83

144

197

2517

52
35

121

Average 108 Article Views per Month

Average 24 YP Viewing Articles per Month

Last Year - YP Acessing Articles

Apr/16 May/16 Jun/16 Jul/16 Aug/16 Sep/16
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Average 138 Article Views per Month

Average 31 YP Viewing Articles per Month

This Year - YP Acessing Articles

The blue area shows the number of article views each month. The yellow area shows the number of unique YP accessing articles each month.
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Average 50 Times Self Help Accessed per Month

Average 37 YP Accessing Self Help per Month

Last Year - YP Accessing Self Help Documents
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Average 63 Times Self Help Accessed per Month

Average 46 YP Accessing Self Help per Month

This Year - YP Accessing Self Help Documents

The blue area shows the number of times self help documents were accessed each month. The yellow area shows how many unique YP accessed self help documents each month.

This shows the number of YP who have clicked on an article and the number of times articles have been clicked on.

This shows the number of YP who clicked on self help docs and 'times accessed' is the number of logins where self help was clicked on.

"I think you have answered all my questions and made my worries go away. if u do
have any more attachments on tips of exams or study related documents is it
possible if u could also attach that for me. As i am finding this one very useful."
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how many times a week can i talk to a counsellor online here?

How long does it take for a counsellor to respond to a message?

how do i cope with an eating disorder,self harm,bullying,no dad , sewasidal thoughts and no trust in anyone??? :*(:*(:*(

How do I get rid of negative thoughts? For example, death thoughts and thoughts about time going to quickly, and before I know it, I'll lost a family m..

How do I tell my dad about me cutting myself?? My mum already knows X(

Abc

Abc

Abc

Abc

Abc

Most Viewed Questions

Forum

Gender

Q1

Unique YP Views

Q2

Unique YP Views

Total

Unique YP Views

Total

F

M 5

61

66

4

23

27

6

33

39

2

8

10

11

94

105

6

29

35

Ask Kooth Views and YP

Gender

Q1

Unique YP Views

Q2

Unique YP Views

Total

Unique YP Views

Total

F

M 265

1,699

1,964

20

131

151

142

1,085

1,227

21

74

95

407

2,784

3,191

38

184

222

Thread Views and YP

Ask Kooth

Category Thread Name
Mental Health Should I go to CAMHS or not?

What is self-harm? Why am i never enough?
Coping CAMHS

Have I got depression? How do you tell if you are depressed
Pregnancy being pregnant :/

Boyfriend/Girlfriend Getting over someone?
Anxiety Have I got anxiety?

Boyfriend/Girlfriend My Teddy Bear Cheated On Me!
Have I got depression? I'm not alone, but i am...

My Friends How to get over pet getting put down?

Abc

Abc

Abc

Abc

Abc

Abc

Abc

Abc

Abc

Abc

Most Viewed Threads

Community Support: Ask Kooth, Live and Offline Forums

"...thank you so much for supporting me with all my difficulties, my self harm has
slowed down, my self confidence has risen up, KOOTH as helped me so much..."

We have dedicated Media Workers who moderate Ask Kooth, Articles and Live and Offine Forums. Every post is moderated before it goes
live on the site. Young people are able to submit articles, forum threads and also Ask Kooth questions. They can also post replies on all of
these areas.
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Note: If above is empty then there is no data to show. The average shown is the year average or if the year is not complete, it shows year to date average.
The blue area shows the number of thread views each month. The yellow area shows how many unique YP used forum support each month.

Total Number of YP Using Forum Support

Community Support: Monthly Look
Total Number of Unique YP Accessing Ask Kooth Support
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Average 17 Times Ask Kooth Viewed per Month

Average 5 YP Accessing Ask Kooth per Month

Last Year - YP Accessing Ask Kooth Support

Note: If above is empty then there is no data to show. The average shown is the year average or if the year is not complete, it shows year to date average.
The blue area shows the number of times Ask Kooth was viewed each month. The yellow area shows how many unique YP accessed Ask Kooth support each month.
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Average 18 Times Ask Kooth Viewed per Month

Average 8 YP Accessing Ask Kooth per Month

This Year - YP Accessing Ask Kooth Support

The blue area shows the number of times Ask Kooth was viewed each month. The yellow area shows how many unique YP accessed Ask Kooth support each month.
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Average 42 YP Viewing Threads per Month

Last Year - YP Using Forum Support
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Average 532 Thread Views per Month

Average 51 YP Viewing Threads per Month

This Year - YP Using Forum Support

The blue area shows the number of thread views each month. The yellow area shows how many unique YP used forum support each month.

"you have helped regain confidence in myself and helped me patch things back
together with people that are really close to my heart"



What do you think of Kooth?

Not at all
9%

A bit of what I
wanted
8%

Most of what I wanted
23%

Yes definitely
60%

99% would recommend the service to a friend 98% are planning on coming back soon

Someone to talk to
45%

Certain problem
40%

Look around
10%

Booked in
36%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

94% of responses prefer online counselling

***From 35 responses from  YP.

Did you get what you were looking for today?*

Would you recommend this service to a friend?* Are you planning on coming back soon?*

Why did you use chat/messaging today? (Multiple choice)*

Do you prefer online or F2F counselling?***

The below shows the percentage of responses.

Ratings are on a scale of 1 to 5, 5 being the most positive response.

"... thank you very much for all your help over the last 9 months ... You've helped me through
some really dark times and gave me the confidence to reach out for support from school ... I
now feel like I have the tools to cope better with whatever happens but also take a lot of

confidence from knowing I can talk to you if I'm struggling again ..."

Feedback

Avg. Response

Forum

Magazine

Messaging

Chat

Kooth Overall 4.6

4.3

3.9

3.9

4.1

Responses

34

42

18

9

18
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*From 97 responses from 49 YP.

Not at all 9%



Worker Hours

"Thank you so much for not just tonight but the last few weeks that we have been
speaking. It does scare me to start with but it's good to be able to talk to someone

as I have no one is person I can do this with. Thanks for always being so
understanding even when I'm not making it easy haha!"

Here we measure the time taken to deliver the activities shown on previous pages. For target hours the annual contracted hours have been
evenly spread across the year for simplicity. Seasonality and the lifecycle of a contract will have an impact on hours delivered in the quarter
which should be considered when comparing actual hours to target.

Counselling hours are made up of the time taken to deliver chats, therapeutic messages and the required support such as time in casenotes
and time spent on clinical governance and safeguarding.

For moderation hours we are now able to split moderation into dynamic moderation and static moderation. Dynamic moderation is defined
as time taken to moderate comments, forums and article posts directly attributable to CYP in your area. Static moderation includes editing
articles and other content that becomes part of the self-help and educational content of Kooth. Static content is now included within the
platform subscription and only the time for dynamic moderation will appear in quarterly reports. This change will impact quarters following
and including Q2 1617 as well as quarter-on-quarter comparisons.

Quarterly Total

FY 2017
Q1 Q2

YTD

Worker Hours

Target Hours
288

Actual Hours
428

89%
Counselling Hours

11%
Moderation Hours

Target Hours
288

Actual Hours
545
98%

Counselling Hours

2%
Moderation Hours

Target Hours
576

Actual Hours
973

94%
Counselling Hours

6%
Moderation Hours

The first registration date found for the LA is 31 October 2015

Counselling Hours
Moderation Hours
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Case Study July 2016 

 

Location : Wakefield 

Age:16 

Ethnicity: White 

Gender: Male  

Background  

Leon first registered with Kooth on the 12th of March 20016, after a few drop in assessments chats, 
he worked with me as his named counsellor until the middle of July 2016 at which point he was 
referred to a Kooth Face to face counsellor.  

Leon was sixteen years old at the time of registration. He presented as depressed and distant as he 
used the drop in chats for the first few of times to help him with his issues around self-harm and 
suicide ideation.  

Leon disclosed suicide attempts that he had made and not spoken to anyone about.  

Leon disclosed on a further drop in chat that something had happened to him which he didn’t want 
to talk about, in one other reference, Leon called this abuse.   

Leon had no one else in his life that he could speak to, he said he finds it hard to speak to others.  

What intervention was provided by your service?  

Kooth Online counsellors delivered four drop in chats to Leon and were able to offer instant 
anonymous confidential space for him to vent his current issues and gain support.  

The Online counsellors gave an assessment of risk to ensure Leon’s current safety.  

Leon made use of the inbox messaging service a couple of times in-between sessions. He was also 
sent a Helpline information and agreed a safety plan of action for him to refer to if he was to feel the 
intent to act on his suicidal thoughts.  

Leon was offered a named counsellor to have structured counselling sessions with weekly to help 
him explore his feeling and thoughts at more depth through a trusting relationship. 

Leon received four months’ worth of online therapeutic support via drop in and structured 
counselling sessions and inbox messaging.  

Leon was given support in him registering with a GP Surgery in making phone calls to enquire about 
the registration process.  

Leon was referred to Face to Face counselling and fast tracked to an appointed the following week 
when he made an attempt on his life again.  

Leon is currently engaging in weekly face to face sessions with a Kooth counsellor.  

What was the impact and outcomes achieved?  Please include any feedback you may have 
received from the young person; YP-CORE scores or CoGS recorded. 



 
Leon committed to and engaged in his counselling sessions with Kooth from the beginning. Following 
the initial session, he messaged the team inbox that he had taken a friend to speak with his parents 
following the advice from his previous session. Leon would let me know how he was in between 
sessions, even though these expressions were short they were consistent. By Leon’s response and 
committed to the sessions, it seemed he really felt supported and valued the time and care given by 
Kooth workers.  

Leon gained a space to explore his feelings, a place where he is heard and supported when no one 
around him was listening. He was able to identify and reflect on his mental health issues, the abuse 
he was experiencing around him and his alcohol dependency.  

Throughout the eight weeks’ worth of sessions Leon was able to set goals and take action on 
occasions to cut down on his daily drinking, take walks to refrain from self-harm and spend more 
time with a friend once a week. He also gained more understanding of himself and how he can deal 
with his situation. 

There was information discussed and sent over to Leon about healthy activities to help cope with 
suicidal thoughts and releasing tension.  

It seemed that Leon, knowing I would support him and acknowledging the pain he was going 
through empowered him to help himself and be proactive in engaging with further support.  

Conclusion  

Leon is now receiving therapeutic face to face counselling sessions, he also has the option to use 
Kooth drop in chats or continue ‘key worker’ sessions with myself.  

Through Leon disclosing his suicide three attempts and eventually giving me his details to refer him 
on, he was able to get the support advice and therapeutic space that he needed to keep him safe 
and allow him to access support for his mental health.   

In having a named counsellor with Kooth Leon was able to become more honest and clear about the 
state of his mental health gain emotional intelligence and some self-worth to know that he deserved 
support and that there was a way out of him feeling so unhappy.  

The ongoing support from Kooth will help Leon to gain a greater sense of wellbeing and a self-worth 
to express himself and deal with the deeper underlying issues that has caused him to feel so 
unhappy and mentally unwell. 
 
* Leon is a pseudonym 

 



 
 

 
 
Case Study  
 
Location:     Wakefield 
Age:         16 
Ethnicity:      White British 
Gender:        Female 
         
 
Background  
 
Jade* was signposted to Kooth through information about the service shared with 
her within school.  She first registered with Kooth in December 2015.  Initially she 
was using journaling on the site to begin to explore the site.  Following 
messaging support from an emotional health and well-being practitioner she felt 
able to access drop in chat for more in depth support. 
 
Her presenting issues were around her mother who had been diagnosed with 
depression.  Alongside this, her family relationships at home were difficult for her 
and she was finding the pressure of Year 11 and workload very difficult to 
manage.  Jade was able to explain in chat that her Mum’s depression had been 
ongoing for a number of years.  Jade felt this was getting worse and impacting on 
her and the whole family.  Mum was regularly attending her GP for monitoring 
and medication reviews. 
 
 
What intervention was provided by your service?  
 
Following initial chat session via drop in and further follow up booked session we 
were able to identify that Jade was feeling very isolated due to her situation at 
home.  Through this and core assessments we were able to offer Jade a 
structured counselling process to enable her to explore her thoughts and feelings 
and offer support to help her manage the situation at home better for herself, plus 
to help her manage her anxiety and isolation which was identified. 
 
Jade had never accessed support for herself before; her situation at that time 
was as the main carer for her mother at home and this alongside her school work 
were having a huge impact on her emotional health and well-being.  She had 
become isolated from her friends at school.  
 
Jade engaged really well with her booked sessions and was committed to the 
time offered to her in counselling.  CoGs goals were agreed together initially to 
begin to help Jade in her exploring her self-care and anxiety.  Goals were 



 
 

reviewed regularly and new goals discussed together throughout the structured 
counselling here at Kooth. 
 
The structured counselling has now ended for Jade.   
Total chat hours: 20.33 
Messaging hours: 11.25 
 
 
What was the impact and outcomes achieved?  Please include any 
feedback you may have received from the young person; YP-CORE scores 
or CoGS recorded. 
 
Jade initially presented with a fragile process and therefore counselling was 
structured at the right pace for her to enable her to explore her processes and 
build trust in our relationship together.  Over time and through the therapeutic 
relationship Jade was able to begin to understand depression and also how the 
carer role, which she had not recognised, was impacting on her.  She was also 
able to identify that communication between herself and her mother, father and 
brother had broken down.  She had isolated herself and had taken on board all 
the responsibility of Mums care without realising this; she also found it incredibly 
difficult to ask anyone for help, both at home and in school. 
 
Through being able to offer Jade a confidential and therapeutic space here 
online, she was able to begin to be open and share what was going on for her.  
She was able to identify patterns in her own behaviour which she was then able 
to change to support her ‘self’ and begin to manage her anxiety and regulate her 
emotions better.   
  
YP Core at the beginning of counselling: 21 
YP Core at the end of counselling: 1 
 
Cogs Goals which were agreed together and reviewed throughout the structured 
work together and all which she achieved were: 
 
To read through information shared about depression 
To read through and begin to adopt strategies on managing stress and anxiety 
To use revision strategies shared 
To begin to try to care for myself 
To work on communication skills for self-care and emotional regulation  
 
In end of service questionnaires Jade reported that: 
 
I felt the counsellor had listened to me 
We discussed what was important to me 



 
 

 
Conclusion 
 
Jade engaged well with her structured counselling online here with Kooth.  
Through regular reviews with her and ongoing support she was able to explore 
her thoughts and feelings and her own internal processes.  She was able to 
begin to put self-care strategies in place for herself to support her with her family 
relationships.  Her communication with her family members improved 
dramatically and she began to have quality time with her Father and gained huge 
support and understanding from this. 
 
She also put supportive strategies in place for herself by being open with school 
about her anxiety.  She used the revision support well and ongoing support here 
at Kooth to help her begin to regulate her emotions and her concerns for her 
mother. 
 
Her Core scores show how her anxiety and presenting issues have reduced.  
She is much more self-aware and looks after herself well using her family support 
and strategies well we have explored together over time. 
 
She is now in Music college full time and is thoroughly enjoying it.  She has 
support from her wider family and is open with them about her thoughts and 
feelings. 
 
We ended together as agreed with good support in place to access if she needs 
that in the future.  She spoke about pastoral care at the college which is in place 
which she thinks is great.  She is very future focussed about her music and 
valued the support she received from Kooth. 
 
 
*Jade is a pseudonym 
 



	
 
 
Kooth.com feedback from young people  
 
Quarter 2 July – September 2016 
	
I do feel that i've progressed lots since the our first chat and my growth has been exponential and continuing to go that way, and 
its showing. Friends, family have noticed a good difference and made a couple of great new friends, potentially more.  
I think it has helped the process of writing down feelings etc at the time and a couple days later to review it, and i will continue to 
do this! 

aaaaaaah breathe ok im gonna try distract myself thank you for tonight you have really helped im just starting to realise i cant live 
this way anymore 
hi  
thought i just let you no i had my phone call today to be assessed and i told her pretty much everything whats been going on and i 
read out the letter you wrote me to her witch helped as well. i am just waiting to see what they can do for me as she wasnt sure so 
was gonna speak to her senior manager to get second opionion so hopefully it something i dont have to wait to long for .  
 
(yp leaving kooth following referral) 

. thank you for your help i will defaintly miss kooth as i used it to turn to when things where hard. i do have other sources now for 
help thos witch wil help in a time of need but kooth has been very helpful to me 
it's definitely helped, i'm more confident than i was before and hopefully i can get to know some more people 
 
rated confidence 1-10 prior to chat 5-10 afterwards 



	
I wanted to thank you so much. You really help me and its good to have you here for me, I know for most of them I am upset or 
just really depressed and anxious but I do feel like just speaking to you is really good 
Thank you again, I just want you to know how much I appreciate everything you do. 
Its great just to be able to do this every week and you've helped me a lot and I feel like some things I can understand some things 
now better than before. 
Thank you 

Thank you for helping me with everything =) 
I would give you a huge hug right now if you were here. You've helped with so much. If I had a happy crying emoji I would use it 
bc Im getting emotional. My year would have been so different without you: I mean my year would be different in a bad way, like. 
You've stopped me from cutting really deep because I think how it'll all be ok when we next chat. a lot of the time I dont cut at all: 
when I do Im not scared to tell either: You never react bad 
I feel so warm and bubbly and emotional and EVERYTHING ^_^ 
: I'll remember this song as our song always :) 
Youve been there for me whenever I needed you. Just a message away: Everything you've done for me means so much ^_^ 
: aww... screenhug again I cant get over how happy I am right now so Im crying instead hehe 

I thought I'd let you know how I was doing as I haven't been on for a long while.I've been using the obsession and compulsion 
techniques you told me about and I've felt a great improvement in getting rid of compulsions. I'd not say it's perfect, but it's 
definitely much much better than it used to be. I'm still working on it and I'd just like to thank you to all the advice and support you 
gave me.Thank you! 



	
Hi. I just needed to say thanks and cos this feels kind of personal I'll send it in a message. Hope it doesn't feel awkward. Um... I 
felt so alone last week. I was thinking it would make no difference to people if I was there with them or not because I'm that 
worthless they don't even notice me. I can't describe it exactly but when it's in your head at the time it feels really scary. When I 
came on for my chat I saw this message and it completely changed that part of my bad mood, all because you noticed I was 
gone. So... thanks :) It means a lot to me. I'm working on the reveries too, you'll have something to read soon. It's just a case of 
trying to make it an actual article, not just me rambling on about different stuff. :3 You wanna know something weird? I realised 
the other day I can learn stuff from a few of my reveries. I felt like I was writing down some really deep stuff after that lol. 

Thank you for tonight's forum, it was really good to talk about some things that are really relevant at the minute. 
I know this is an odd question, but I wondered if you knew of any voluntary places that I, being 16 (17 next month), can get 
involved in that help young people? I've never really known what sort of career I'd want to go into until 2 and a half years ago 
when I started struggling with mental health, and I think I'd like to help people the way Kooth and other services have helped me. 

You don't know how much the chats have helped me these past few weeks, I wouldn't like to know the outcome if I hadn't of come 
on here..you guys here at Kooth make such a difference to people who need you! I can't believe for the first time ever I am 
looking at universities...I'm hoping to become a paramedic!! Honestly, such an amazing company with such amazing people!! I'm 
finally feeling stronger than ever! 

Again id like to thank my counsellor who is extremely patient and really understands me and gets where I am coming from and 
tries to get me to see the positive side of things even though I just rant , but she is so understanding thank you :) 
i can't tell you in words how much it means to me to have someone like you to speak to! all i can say is thank you but that doesn't 
make up for the massive smile you've just put on my face! im sure you deal with loads of people like me on a day to day basis but 
i really hope they appreciate your work as much as i do!! it makes me feel comfortable and calm which i love because i can put so 
much trust in you , once again i thank you for just being amazing. if i could i really would send u chocolates to show you my 
appreciation, sadly not 
all my love ... 



	
 
Thank you for the instructions [for the forum], I will definitely give it a go when I can. I ended up speaking to the teacher in my 
lunch break and it was quite helpful to speak to someone, and I ended up not feeling like a nuisance at all. Thanks for the 
encouragement 

 
I'd just like to thank you so much for talking to her. 
Yeah she said that she'll sort things out for me and I'll be seeing Ms X weekly to talk about anything I want but if it's something 
serious to talk about I'll talk to someone else about it. 
 
Thanks a lot I really appreciate it 
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