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GLOSSARY

ASD
ADHD
Adjustment Disorder

CAMH

CAMHS

CPD

CPN

Children’s Hearings

Emotional intelligence

Externalising disorder

GP
Looked after children

Looked after and
accommodated children

NES

NHS

ONS

ocCD

Panel member
Questionnaire A
Questionnaire B
Reporter

SEHD
SNAP

6 Only Connect

Autistic Spectrum Disorder (including Asperger’s Syndrome)
Attention Deficit/Hyperactivity Disorder

A code used in this report to indicate problems arising from a
significant change in a young person’s circumstances
(e.g. bereavement)

Child and Adolescent Mental Health

Child and Adolescent Mental Health Services
Continuous professional development
Community psychiatric nurse

Scottish system using selected and trained volunteer members of
the public to make decisions about children in need — including
young offenders

The ability to recognise, understand, handle and appropriately
express emotions.

A code used in this report to indicate that the child/young person’s
behaviour is seen as challenging e.g. conduct disorder, oppositional-
defiant behaviour, truancy, running away, disruptive behaviour

General practitioner

Children who are subject to formal care or supervision by the local
authority. They may still live in their own homes.

Children who are cared for by the local authority in some form of
residential provision, foster care or care of relatives

NHS Education for Scotland

National Health Service

Office of National Statistics

Obsessive-Compulsive Disorder

Person who sits on the decision making panel of a children’s hearing
A questionnaire distributed to non-CAMHS professionals

A questionnaire distributed to CAMHS professionals

Person appointed to investigate referrals of children in need and
decide if a Children’s Hearing is necessary. They are also involved in
Children’s Hearings but do not take part in the decision making.

Scottish Executive Health Department
Scottish Needs Assessment Programme









All agencies commented on the shortage of good early intervention and prevention work. More
work should be undertaken to develop early intervention and prevention strategies.

FRUSTRATIONS

The most frequently expressed source of frustration among professionals was “the system”
which they experience as responding too slowly and inflexibly. The main systemic sources
of frustration relate to delays in accessing assessment or suitable provision, and the effect of
waiting lists was the commonest difficulty cited by all professional groups.

Other sources of frustration are funding difficulties, gaps in services, difficulties professionals
experience in working within their organisations and the impact of policies.

Recognition that there might be a limited possibility of making a difference is an important
cause of frustration. The reasons given by professionals include: lack of available time;
problems which appear intractable; the client/patient moving on; a referral not being taken
up; inappropriate parental expectations and difficulties in engagement.

Living in a rural setting can be a significant barrier to being able to access suitable services.
Lack of specialist services locally combined with poor public transport for patients and their
families are important sources of dissatisfaction.

Professionals can also, however, experience frustration because they are dissatisfied with
their own capacities. This can arise from, for example, feelings of inadequacy, lack of access
to specialist services or lack of clarity about role boundaries, routes of referral and sources of
advice and support. Some of these points are expanded in the next section.

WORKING WITH OTHERS
Respondents from all professional groups emphasised the importance of a co-ordinated,
multi-agency approach, particularly for very complex cases.

Although the situation is variable across Scotland, most professionals reported major
difficulties in achieving positive collaborative work. Much of this is to do with overload or
tension points within the system. This included delays in accessing support because of
insufficient resources or cumbersome referral procedures, gaps in or between services and
failures of joint planning between agencies. A commonly identified tension point was the
relationship between CAMHS and local authority social work agencies. Other problems
included misunderstanding of each other's roles and some undervaluing of the
knowledge and understanding of those most closely involved with young people,

such as teachers, residential workers and foster carers. Although many respondents

made a distinction between the attempts of individual professionals to be helpful

and the failures of the wider system, a few people reported occasions on which they
experienced open discourtesy and lack of interest despite the very serious nature of

the problems they described.
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More than half of the specialist CAMHS respondents reported a relevant qualification which
was additional to their main professional qualification — the majority in the arena of
therapeutic skills. One in four of the respondents with an additional qualification reported
two or more of these.

Many of the specialist CAMHS respondents from most professional groups reported regular
involvement in teaching and training both within their own professional group and with
other professional groups.

INNOVATIONS - WHAT ARE PEOPLE DOING WELL AND WHAT WOULD MAKE A
BETTER SERVICE

Many respondents were able to describe current good practice or make suggestions for
new or improved services.

The importance of dealing with stigma and making services accessible and child friendly
was frequently emphasised. Linked to this was the recognition that engaging the whole
family was often essential. One frequently suggested way to confront stigma and make
children more likely to engage with services was to bring specialist professionals into the
child's own environment — for example, schools or residential units — rather than expecting
them to attend clinics.

Respondents also wanted quick access to the right service. Many argued for either a “one
stop shop”, where all relevant professionals were available under one roof, or some form of
triage system which would ensure that children were routed to the correct service quickly.

Several non-specialist CAMHS respondents wanted access themselves to trained specialist
CAMHS practitioners to obtain advice and support in their work.

Many of the suggestions fit well into the categories identified in the SNAP Assessment of
Child and Adolescent Mental Health Needs in Scotland ' — promotion, prevention and care.

Promotion: School was seen as a particularly positive environment in which to focus on
mental health promotion. For some respondents, this was through developing “emotional
literacy” and for others through incorporating mental health awareness and promotion into
the formal curriculum. Other suggestions included ensuring that all children and young
people were encouraged to develop positive leisure and sporting interests.

Prevention: Targeted work with at-risk groups was also high on the lists of respondents’
concerns. Many professionals wanted support to be offered not merely early in a child’s life
but even before birth. There was enthusiasm for the idea of preventive work in nurseries
and primary schools. Parenting groups are in operation in many areas and are seen as a
very good way to prevent emotional difficulties. There were also ideas about engaging
young people in regular creative or nurturing groups that could prevent mental health
difficulties. Some people advocated massage or relaxation techniques for young people

at school.
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MAKING THE SYSTEM WORK

Respondents encountered many frustrations dealing with “the system”. These require
imaginative responses from all levels of professionals responsible for the emotional
well-being of children in Scotland.

There should be a strong political commitment to the importance of the mental health of
children and young people supported by policy development and implementation
strategies by the Scottish Executive in consultation with other key agencies.

At regional and local level, multi-agency strategies should be in place to identify need
and to develop local solutions.

The importance of individuals and agencies working carefully and constructively together
around children and young people with particularly complex needs cannot be
overstated. All agencies need to be pro-active in the development and maintenance of
shared strategies.

PLUGGING THE GAPS
Several gaps were identified within both the health and social care services.

There are problems in accessing services in remote rural areas. While some of these
difficulties could be tackled by technical innovations such as teleconferencing, creative
solutions to service provision and more resources are required.

There is no consistency in managing the transition between child and adult services. For
some young people such as looked after children, transition between services coincides
with a time of increased vulnerability as they have to negotiate the difficulties of
independent living. There should be a national policy on transition arrangements.
Some respondents experienced referral criteria as excluding the young people with
whom they work. A strategic multi-agency approach to referral criteria should be taken at
area or regional level to ensure that gaps in services do not exist (for example, service A
sees only “mild” cases, service B sees “severe” cases and no one sees the people falling
in between).

Some groups were less likely than others to have a consistent service throughout
Scotland. In particular, learning disabled children and looked after children in some
parts of Scotland had difficulties accessing specialist mental health services for children
and young people. There should be explicit provision for such vulnerable groups across
all areas.

Agencies should review together the arrangements they have made to ensure the
availability of appropriate services for those children and young people with the most
complex needs.

There are serious concerns at the lack of specialised therapeutic residential services for
particularly troubled young people. A more strategic approach to identifying need and
developing resources is required at national and regional level.
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ACCOUNTABILITY TO CHILDREN, YOUNG PEOPLE AND FAMILIES

* The participation of young people and their families should be a fundamental aspect of
both service planning and individual care plans.

¢ Further investigation is required to identify appropriate mechanisms by which agencies
can express their accountability to children, young people, their parents and carers.

EVALUATION AND DISSEMINATION OF GOOD PRACTICE

* Innovative ways of sharing good ideas and putting them into practice need to be
explored. Possible mechanisms might include: a dedicated website; a directory of
services; and regular national conferences to bring service users and professionals
together.

The service developments recommended here have arisen from the experiences and views
of a broad range of professionals. While each appears logical and sensible, they may have
unforeseen consequences. The process of developing new services requires careful
consideration of how evidence and experience gained elsewhere can be applied in the
new local context. There should be a commitment to evaluate all new service
developments rigorously.
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QUESTIONNAIRE B
This questionnaire was designed for mental health and psychology practitioners working
with children and young people.

Response rates from CAMHS services

Thirty services were identified in Scotland as offering NHS based mental health services. Three
of those 30 did not respond to the request to participate. Completed questionnaires were,
however, received from staff working in one of those three services. One of the 27 services
which did agree to participate (by advising on the number of questionnaires required), did
not return any questionnaires. The survey team prompted each of these four services by mail,
without success. The reasons for their lack of participation are not clear.

There was wide variation in service size, as indicated by the number of questionnaires
requested, with five services accounting for more than 50% of the questionnaires sent out.
These all offered inpatient and or substantial day services.

606 questionnaires were distributed to the 27 respondent services. 228 completed B
questionnaires were received back from those services: a response rate of 38%. The SNAP
report was inaccurate when it reported that the response rate was in excess of 50%. The
response rate within individual services varied from 0 to 89%. There was no correlation
between the response rate and the size of the service: a high response rate was just as
likely in a small service as a large one. We received no responses from one large service.
Psychology services were no more or less likely than multi-disciplinary services to achieve a
high return rate.

One in three “responding services” had a response rate of 50% or more.

Response rate

No of services

Table 2.2. Questionnaire B response rates among the responding CAMHS services

Respondents

Voluntary sector
“B” workers

Educational

psychologists

NHS based CAMHS
specialists

TOTAL

Table 2.3. Response rates among the (specialist CAMHS) recipients of questionnaire B in the
phase two survey
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Conclusion

This pragmatic survey differs significantly from a narrowly focussed research project
designed to test specific hypotheses. The need for immediacy, relevance and breadth of
coverage combined with a short timescale and limited resources has meant that the study
inevitably illustrates some of the limitations of a needs assessment exercise.

The resulting database nevertheless provides considerable comparative potential and our
qualitative/quantitative mixed methods approach helps illuminate similarities and
differences between the perspectives and experiences described by our respondents.

We are not aware of any other such diverse and rich dataset in the field of mental health
and therefore believe that it is important to publish these findings not only as a unique
piece of research but also as a resource for all those interested in children and young
people and their mental health and well-being.
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Methods and findings

The cases were coded for the number of problems described, formal diagnostic
categories, and a more pragmatic code for actual problems described. The responses are
described quantitatively below to provide some flavour of their extent and nature. In
addition, direct quotations will be used to illustrate particular themes or difficulties.
When reporting questions 16 and 17 some data were left out for the sake of clarity'.

The numbers of respondents describing cases in each category are shown in Figure 3.1

400

B g 15 “most recent”

[ q 16 “causing most concern”
350 . ‘l 7 " H H "

q most satisfying
300 -
250 -
200 -
150
100 + -—h
50+ - H | H I
I | | -
Teachers GPs Social Residential Paediatricians Health Voluntary School Foster Panel Police

workers workers visitors agency nurses carers members
workers

Figure 3.1. Numbers of respondents describing cases in responses to questions 15,16 and 17

Across all professional groups there is a reduction in the number of respondents reporting a
most satisfying case. In part this is simple respondent fatigue — faced with the third demanding
question in a long questionnaire, some people just stopped answering. This fits with the reduced
number of responses to the second of these questions. Further analysis of the data, however,
suggests that there are other factors at work. For many respondents their most satisfying case
was also the one that had worried them most. Several respondents, however, stated that either
they had had no satisfying cases or that they could not remember any. A few expanded on this:

“Although | hadn't thought about it until answering this question | can't think of a case of
any kind in recent years which has given me genuine satisfaction. Maybe | need some
mental health or emotional support!” (General practitioner, GP157)

“I have racked my brain and | can't think of any. That is pretty sad.” (Primary school head
teacher, ED2703)

“I honestly can't think of a case that gave me satisfaction. This would have required a
magic wand on my part.” (Special school head teacher, ED1017)

These quotations give a glimpse of the powerful and in some cases very negative impact
that working with severely distressed young people can have on professionals. This
highlights a theme that recurs throughout this report — the need for more consistent and
sensitive support for those professionals and carers who cope with children's emotional
pain, sometimes on a daily basis.

""Where there were a large number of possible variables, when preparing charts showing responses from specific professional groups,

if numbers were very small (less than 2% of the total number of responses), those professional groups were excluded. When percentages

were used to compare professional groups in a particular category (e.g. number of problem areas described), where there were fewer

than 40 responses from a particular group, these were not included. When calculating percentages, the denominators were based on
the numbers from each professional group who gave a response. Only Connect 25






A similar pattern can also be seen for cases causing most concern (Figure 3.3) but is less

evident for cases associated with most satisfaction (Figure 3.4)

60
B % one
M % two
50 I % three
B % four or more
40
30 —
20 H —
10 1 H i —
0 Teachers GPs Social Residential Paediatricians Health Voluntary School
workers workers visitors agency nurses

workers

Figure 3.3: Percentage of respondents by professional group describing one or more
problems for case causing greatest concern

80
B % one
M % two
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B % four or more
60
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30 4
20 7 ——
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01 Teachers GPs Social Residential Paediatricians Health Voluntary School
workers workers visitors agency nurses

workers

Figure 3.4: Percentage of respondents by professional group describing one or more
problems for most satisfying case
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45
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[ ADHD
[ autistic spectrum disorder

Il anxiety
[l drug problems

[ learning disabilities —
adjustment disorder

Teachers Health
visitors

e

Paediatricians Voluntary Residential Social

agency workers workers workers

Figure 3.6: Percentage of professional groups describing most recent problem —
diagnostic categories

[l depression
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X
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Figure 3.7: Percentage of professional groups describing problem causing
greatest concern — diagnostic categories
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“Very self destructive. Self harm putting self at risk. Drug and alcohol abuse. Would like to
have avoided his eventual death by drugs overdose. Perhaps some form of compulsory or
coercive intervention might have helped.” (Residential worker, RW0073)

Violence also included a wide range of behaviours, from temper tantrums in young children
to severe episodes of violence in a context of complex social and family problems.
“Violence - through feeling rejected unwanted unloved - almost killed his teacher!!!”
(Foster carer, FP0O05)

“YP was extremely violent/aggressive on a daily basis. Issues around seeking sexual
satisfaction from violence and restraint situations.” (Residential worker, RW0032)

Abuse included sexual and physical abuse and neglect. In many cases, children were
suffering multiple types of abuse:

“The child was sexually abused and was forced to abuse his siblings by his parent and their
partner they were also physically abused.” (Residential worker, RW0160)

B g 15 “most recent case”

[ q 16 “case causing most concern”
[ g 17 “most satisfying case”

250 —

300

200

150

100

50

l
P T O T

Externalising Family Violence Self harm Abuse Emotional School Social Risky Bullying Sexualised Chronic Teenage Lack of Other
behaviour problems problems refusal problems behaviour behaviour illness pregnancy self care

Figure 3.9: Numbers of respondents describing problems classified as “other” — i.e. not
falling into clear diagnostic categories

Many respondents used both formal diagnostic terminology and the more descriptive labels
particularly when they faced complex cases such as these:

“Suspected sexual abuse of child — child had been physically abused by father. Previously
accommodated as seen to be outwith parental control. Low 1Q and understanding. Had
sexually abused his younger brother. Child unable to work through any of these issues. Had
bouts of depression, self harming behaviour (painkillers, cutting arms).” (Residential
worker, RW0001)
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B family
1 violence
[ self harm
Il abuse
[l emotional problems
60.0 B school refusal

GPs Teachers Health Community Voluntary Residential Social School nurses Foster carers
visitors Paediatricians agency workers workers workers

Figure 3.12: Percentage of professional groups describing problems for case which
gave most satisfaction

There were many problems which were not coded separately but grouped together as
“other”. These included a wide range of issues such as the mental or physical health of
parents, communication problems, pressure to achieve at school, feeling unwanted, lack of
information provided about a child. Sometimes the issues were described too vaguely to be
coded elsewhere — for example, “unusual behaviour”. Problems which appeared in a wider
context were also included, such as consequences of homelessness, housing problems, or
poverty. This category also included less frequently mentioned problems such as sleep
difficulties or sexual/gender identity difficulties.

Conclusion

The analysis of the questionnaires paints a picture of professionals in non-CAMH settings
dealing on a regular basis with children who suffer from a wide range of emotional
difficulties. This extends from florid cases of psychosis to much simpler and more easily
resolved short-term emotional or behavioural problems. There were no professional groups,
however, that were not regularly dealing with very complex and serious situations that
involved entrenched and damaging family or social experiences. These cases were often the
ones that caused professionals the most concern and anxiety.
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Work with families was mentioned frequently — providing emotional and practical support to
carers, giving parenting advice and being a “listening ear” for parents. They also described
supporting staff in various ways such as giving advice to teachers and assisting class staff. At
times school nurses feel they are left with struggling children and young people, stepping in
when all other services refused to:

“GP doesn't see a problem. CPNs won't address problems with children as none are trained in
this field for under 16s. Adolescent psychiatrist only visits every 3 months & clinic full.”
(School nurse, SCN106)

School doctors

School doctors provide services to all public sector schools and are also likely to become
involved in managing difficulties that arise at school, e.g. behaviour problems, depression and
eating disorders. They often speak about addressing these themselves in conjunction with
school staff, again using counselling, recommendations for medication, information sharing
and referral to appropriate services. They also worked systemically with families and friends
and frequently provide sexual health services. For example, one respondent wrote of
providing the following input for a child with aggression, inappropriate sexual behaviour and
poor peer relationships:

“Discussed behaviour with parents and child, encourage parents to work together with the
school, try to identify how to manage anger, ensure proper sexual education by speaking to
child.” (School doctor, CHD052)

The fact that school nurses and school doctors meet young people with difficulties who refuse
to go to CAMHS indicates that for some young people school may be a more acceptable
place to receive help than clinics:

“Young persons often present with mental health concerns but do not wish referral.” (School
nurse, SCN041)

“Young people do not want to be seen accessing mental health services at psychiatric
hospital.” (School nurse, SCN151)

See chapter 10 for a further discussion of where help should be provided.

Other services for children and young people in the community

Paediatricians

Community paediatricians work with children, young people and their families with
complex disabilities which may include mental health problems. They often identify and

address these needs as part of a holistic care package and may be seen by families as a
more acceptable option than a referral to CAMHS.
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General practitioners

GPs have long-term relationships with children, young people and their families, often
providing input after specialist services have discharged them. One of the core roles
mentioned is about assessing and managing physical and psychological difficulties, with
the need to address underlying concerns and preventing unnecessary investigations.
Although they wrote about dealing with crises, assessing risk and speeding up specialist
input if required, they are also in a position to take a long-term view and adopt a “wait
and see” approach.

They provide a varied input to children and young people with mental health problems.
Respondents described talking, listening, providing advice and reassurance to the
child/young person, parents and other family members. Often their role is to monitor
physical well-being and address psychological issues which arise. Some described
providing psycho-education and giving verbal and written information to families. They
frequently provide counselling and reported prescribing medication such as
methylphenidate (Ritalin), methadone, anti-depressants and benzodiazepines,
occasionally with specialist input:

“Prescribe SSRIs'? [anti-depressants], refer child and family psychiatry, encourage liaison
with school guidance base, regular GP review.” (General practitioner, GP0069)

They usually provide GP services for the whole family and will often describe working
with families around particular difficulties and negotiating between family members.
Often mental health issues become evident only once the patient has presented with a
physical problem:

“Initial consultation was supposedly about a minor physical ailment, I've encouraged her
to make another appointment for fuller discussion.” (General practitioner, GP056)

As the above quote suggests, time constraints are a real issue for GPs and they write
about working round this for children and young people with mental health difficulties,
for example, by stretching consultation times and arranging double appointments.
Complex cases often involve a child or young person seeing different people within the
practice, with the need to adopt a consistent approach among GP partners.

Health visitors

Health visitors generally provide input to young children and their carers, being closely
involved in the first few years of life, but they also occasionally provide input to older
children with particular difficulties.

One of their key roles is in monitoring babies' and toddlers' growth and development.
They wrote frequently of responding to parental concerns with advice and support,
active listening and reassurance. They provide verbal and written information, lend
books and videos and supply equipment, e.g. a pushchair, alarm etc. The majority
provide parenting advice and use behaviour management strategies with parents, both
individually and in groups.

2Since this survey was conducted, GPs have been advised against prescribing this class of drugs for treatment of depression in children and
young people.

Only Connect 39






The social worker respondents included those working in child and family teams and
residential settings, with some having a management role. Their remit varies from advising
families about parenting and providing benefits advice to supporting children and young
people in residential placements and playing a key role in child protection procedures.
Individual work included bereavement counselling, anger management, life story work and
building self-esteem. Some use cognitive behaviour therapy, others provide intensive individual
work or regression therapy.

The range of input described for one young person whose mother had died and who was not
attending school or engaging with support services demonstrates the breadth of interventions:

“Individual work with the young person, group work and voluntary agency support, offers
of bereavement counselling, practical advice and guidance in regard to housing or benefits
agency difficulties.” (Social worker, SW0003).

Parental work involved helping parents understand the young person’s needs, reinforcing
parental boundaries and carrying out family therapy. Some respondents deal with offending
behaviour, assess risk and support young people with court attendance. There were many
individual examples of putting in a lot of time with children and young people who are
hard to reach. A recurring theme was that of trying to engage other people — either within
their own agency or from other services — to recognise and respond to difficulties.

Specialist mental health services
People working in CAMHS were given a different questionnaire but there is comparable
information about the type of work they do with children and young people.

Table 4.2 summarises the main job elements. The distribution of time allocated to mental
health promotion does not vary significantly across professional group. The educational
psychologist and “other” groups devote more time than other professional groups to the
prevention of mental health problems. The majority of respondents spend most of their
time treating mental health problems, the nursing and medical groups having the highest
rates. Compared with other CAMHS staff, the clinical psychology group spends the greatest
amount of time in working with people with non-mental health problems. The majority of
respondents spend at least some of their time in consultation to other agencies.

Individual work with children and young people includes assessment of mental health
disorders, complex neuropsychiatric disorders, physical and learning disabilities. Other areas
covered included risk assessment, motivational interviewing regarding drug and alcohol
misuse and assessment of attachment and suitability for treatment. Specific professionals
carry out assessments relevant to their area of expertise, e.g. speech and language
assessment regarding language, voice, communication and swallowing; psychometric
assessment; functional analysis of behaviour; assessment of activities of daily living;
assessment of movement, sensory skills etc. Other assessments include in-patient and day
patient and emergency contacts.
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X . Clinical Educational
Nursing|Medical|psychology] Therapy/|psychology] Other | p-value

N: total 66 45 40 21 19
N: Most 10 2 6 6 4
of total
Treatment of other [Rd ’g‘nﬁzt off 152 4.4 15.0 28.6 211
health problems13
N: Half of
. 6 6 2 0 0
e 0.0114
% Halfof | 9 1 13.3 5.0 0.0 0.0
time
N: Spme of 22 16 25 5 8
time
%someof| 333 | 356 | 62.5 | 23.8 42.1
ime
N: Little/none 28 21 7 10 7
of time
%Llitle/none| 42 4 | 46.7 | 17.5 | 47.6 36.8
of time
N: total 77 48 45 26 28 40
Consultation to
N: Most
other agencies of time 3 0 2 0 4 1
% 0.0395
eMostofl 39 | 00 | 44 | 00 | 143 | 25
N: Half of
tina:e ¢ 6 3 4 3 8 6
% Half of
ime | 7.8 6.3 8.9 11.5 | 28.6 | 15.0
N: S f
et 60 42 36 21 15 31
%fomeof| 779 | 875 | 80.0 | 80.8 | 53.6 | 77.5
el s | s | 3 | 2 | 1| 2
% Little/
of e 104 | 6.3 6.7 7.7 3.6 5.0

Systemic assessments involve looking at the wider systems around the child, e.g.
parenting, family structure and functioning and contributing to decision making about
where and with whom children should live. Respondents also described individual work
with children and young people, family-based interventions and group work. Individual
work included various psychotherapies, e.g. cognitive behaviour therapy, psychodynamic
psychotherapy and problem solving therapy. Medication is recommended occasionally by
nearly all psychiatrists. Family and systemic therapy is used frequently, as is family work,
narrative therapy, individual work with carers and couple work. There are various types of
parenting work, e.g. the Triple P (Positive Parenting Programme) and Webster-Stratton
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“Built up a relationship with the young person, worked closely with him on various issues to
help him deal with past experiences and provide good quality experiences for him.”
(Residential worker, RW0160)

Some of the work described involved helping children and young people (with backgrounds of
neglect, abuse and family breakdown) cope with a residential setting and develop relationships
with staff and peers. The need to establish basic trust and develop positive relationships was
stated frequently, as was work on increasing self-confidence and building self-esteem. Some
children and young people required specific strategies, such as behaviour management,
establishing boundaries and consistency and occasionally management of violence and
restraint. Holistic care of this group is required with specific physical as well as mental health
problems being tackled, including bowel disorders, complex medication regimes, or
management of deliberate self-harm through maintaining safety. Problem drug use features
frequently. Many workers see themselves as advocates working to obtain appropriate help for
their clients and encouraging the young person to accept specialist help. Some work goes
beyond individual input — family and systemic work was sometimes described, as well as
parenting work — with the stated aim of returning the child or young person home and/or
back into mainstream education.

Much of this group's work was described in terms of spending a lot of time with individual
children and young people. Some of this is focussed on a short-term aim, for example,
returning the child to mainstream school as soon as possible, whereas others spoke about work
over a few years. Frequently, however, workers described maintaining contact after the child or
young person has moved on from their placement, regarding continuity of care as being
particularly important for their client group.

Team issues were raised as being very important. On the one hand, the potential for residential
workers to feel unsupported by management and other agencies was highlighted. On the
other hand, the capacity for the difficulties of children and young people to split the team was
raised. Help was frequently requested from their managers and CAMHS, both to manage
problems directly and to support staff when young people refused specialist help.

Foster carers

Foster carers were sent a variant of questionnaire A appropriate to their particular
involvement with children and young people. The difficulties they encounter happen in
their own homes, where the children and young people in their care can wreak havoc at
times. Much of the role of foster carers is in providing day-to-day care, including giving
medication and bringing children to school. Additional issues for them lie in relationships
with biological parents and with social work. Social work departments are their main source
of help and they play a significant role in decisions about placements. Tremendous effort
was described by this group in establishing relationships with the children and young
people placed in their care. They write repeatedly about spending time talking to children,
keeping them safe, providing love and reassurance, making them feel cared for, and letting
them know that “this is home”.

“Built up trust in the relationship and tried to help develop strategies for the young person
to be able to cope.” (Foster carer, FP034)
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Children and young people with severe and complex difficulties provoke strong feelings,
which often enter the relationships of those involved in their care. Many of the
respondents, particularly in the non-specialist services, described feeling overwhelmed and
expressed the need for others with expertise to become involved, for instance, the
previously quoted school nurse who managed a young person with anxiety:

“Lack of knowledge about mental health, lack of confidence in personal skills.” (School
nurse, SCN151)

The challenges of working collaboratively are covered in chapter 7. A picture emerges of
people working with others, not only within their own agency, but with myriad other
services. For example, within schools, teachers often sought help from senior staff,
behavioural support or guidance teachers and educational psychologists, and they
participated in pre-school planning meetings and joint support groups. They also

liaised with medical services, voluntary organisations, the police and the Children's
Hearing system.

Educational psychologists relate primarily to teachers but they are also regular participants

at school reviews and multi-agency meetings, and refer to health, social work and voluntary
agencies. Paediatricians based both in schools and child development centres refer regularly
to clinical psychology and psychiatry services and use GPs at times to prescribe and facilitate
referrals. They also access social work, post-abuse counselling and local voluntary agencies.
They described their role frequently in terms of shared care and joint management, usually
with other paediatric services, CAMHS and school staff, and they play a key role in the difficult
field of child protection.

GPs refer to a wide variety of health and other agencies, relating primarily to other health
professionals. These include CAMHS, clinical psychology, paediatricians, health visitors, adult
psychiatry, dieticians and speech therapists. However, they also refer on to several educational,
social work and voluntary resources. Health visitors liaise with a wide network of resources
including nurseries, schools, psychiatry services, social work services and disability provision.
They regularly attend meetings, often seeing their role as an advocate for the child and/or
family. Some carry out joint work, for example, a parenting group with a CAMHS worker. One
health visitor described her work with an 11-year-old girl with anxiety based difficulties:

“Home visit to offer support and advice to parent on several occasions, referral to GP, Child
and Family unit and follow up visits. Liaison between agencies including school doctor and
Child and Family unit.” (Health visitor, HV0117)

Throughout the responses, there was an awareness of the many services available within the
community for children and young people. Referring on in many cases reflected the benefit to
families of accessing more expertise and resources, while maintaining the original contact
throughout. At times, the difficulties experienced by the child or young person were seen as
being beyond people’s abilities and other services were seen as possessing the required
expertise. Sometimes however, lack of clarity about other people’s roles and remits can lead to
their response being viewed as unhelpful.
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Foster carers and residential care workers spend most time with the most vulnerable
children and young people, but often have the least training and professional support.
Their accounts make it clear that they are often closely involved in sustained, intense work
with young people with complex difficulties. It also seems clear that access to and input
from specialised mental health services are frequently constrained by the availability of
resources and frequently shaped by the quality of relationships between individual
professionals. So while CAMHS and voluntary sector specialised professionals have particular
training and experience of providing assessment and treatment to children and young
people with the most complex and severe mental health difficulties, the respondents
described the ways in which they, too, make important contributions to their well-being,
often in the absence of support from specialist services.

There are frequent calls, throughout the survey, for recognition of the mental health needs
of children and young people and increased investment to improve their lot. And while
many respondents talk of the importance of more direct input from the specialist services,
there are also clear statements about the importance and value of investing in the support
and training of those who work every day with these children and young people.
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Health promotion'é, focussing on health rather than illness, involves initiatives to create and
sustain supportive environments that enable a young person to deal with adversity — in
other words, the development of resilience. These initiatives include activities that enhance
competence, self-esteem and a sense of well-being. Prevention and early intervention
strategies, on the other hand, utilise a risk reduction model and aim to prevent or minimise
the risk factors known to lead to later mental health problems.

The chapter will first outline the analytic strategy used, and then describe the services
provided, attempting, as far as is possible, to separate the early intervention and health
promotion work of each professional group. This will lead into an analysis of how there
appear to be different understandings by each professional group of their roles and remits,
followed by an analysis of the perceived shortcomings of services in this area and the barriers
to providing better work. The chapter will end with a number of overarching conclusions.

Analysis

Different questionnaires were used for different professional groups, making direct
comparisons between some groups on specific problematical questions. For instance, most
respondents were asked “Do you offer any sort of health promotion?” CAMHS staff,
however, were not asked specifically about health promotion, but were instead asked about
how much time they spent on promoting health and well-being and preventing problem:s,
as well as details about what kinds of therapies or interventions they used. Consequently it
is difficult to comment with confidence on the understanding that CAMHS staff have of
health promotion. Similarly, foster carers were not asked what kinds of health promotion or
preventive work they did. They were asked instead to discuss their most recent experience
of working with a child with emotional and/or behavioural difficulties, and whether they
would like training on mental health promotion. The types of answers provided by different
groups may, therefore, be in part a reflection of the differences in the questions they were
asked, as well as of any underlying differences in approach to health promotion and
prevention/early intervention.

The analysis was conducted by browsing all the free text of each occupational group, and
making an interpretative analysis. This had the advantage of reading those text segments
that related to health promotion and early intervention in context. The analysis was first

'“It should be noted that traditional health education — the provision of advice, leaflets and posters, for example, is only one small part of
health promotion.
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For instance, one respondent wrote:

III

“we provided teaching session on DSH [deliberate self harm] to the school” (Consultant

child psychiatrist, BBMDOT).

The educational psychology questionnaire returns gave little indication of the range of
potential early intervention and prevention strategies that educational psychologists might
be engaged in, perhaps partly as a result of the way questions were framed, and only one
psychologist specifically identified their work as having an early intervention and prevention
component. From the responses given, however, it was evident that this group was
involved in early intervention and prevention work. In particular, many said they were
involved in developing services for autistic spectrum disorder, including parent education
and educational support. Other early intervention work mentioned included providing pupil
support strategies, intensive educational support for children presenting with dyslexia, and
playground anti-bullying initiatives. The overall impression gained, however, was summed
up by one educational psychologist:

“Training and preventive approaches have too low a priority within our service.”
(Educational psychologist, EP0002)

Although there were few direct references to health promotion or early intervention in the
responses given by general practitioners, they appeared to regard such work as an integral
part of their remit. For instance, one wrote about having “Open dialogue at any attendance
e.g. acne” (General practitioner, GP031), while another said his strategies included:
“opportunistic discussion” (General practitioner, GP032).

Many GPs ran antenatal and parenting classes from their premises, and some mentioned
child health surveillance programmes as part of their everyday work. Sexual health screening
for teenagers was also frequently mentioned. In addition, many GPs appeared to see their
work in early intervention, as well as health promotion, as part of a larger team effort,
notably with health visitors and practice nurses. There were many references to the health
promotion and early intervention work of these staff groups including “advised discussion
with health visitor re: local parenting groups” (General practitioner, GP030), “health visitors
run parenting classes to help parents tackle challenging behaviour” (General practitioner,
GP0036) and “teenage health clinics run by our HV” (General practitioner, GP0002).

Health visitors themselves reported that they undertook a wide range of early intervention
work. This included co-ordinating a lot of inter-agency work, such as arranging
bereavement counselling from CRUSE. For instance, one wrote:

“[1] sought other agencies who could advise offered support and counselling. Referral to

family mediation and the Department of Child and Family Psychiatry. Basic behaviour
advice to parents.” (Health visitor, HV0110)
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Educational psychologists said they were involved in a number of health promotion
strategies, notably in “promoting emotional intelligence” of young people in school
settings. In addition, they were involved in numerous other activities in the health
promotion field, such as pupil peer support projects to promote social and emotional
development and “empowerment of service users”.

GPs described themselves as pursuing a number of general health promotion strategies,
often in close cooperation with the practice health visitors and practice nurses; many
mentioned providing leaflets and having displays put up in their waiting room by
health visitors.

As would be expected, health visitors undertook a great deal of health promotion work.
This encompassed a wide range of interventions including: “Family planning advice, alcohol
consumption, and sexual health” (Health visitor, HV0054). They also highlighted their
involvement in dealing with social problems: “Drugs/alcohol misuse, low self-esteem,
financial and social problems” (Health visitor, HV0025).

School nurses also regarded health promotion and prevention as a core component of their
work, undertaking a wide range of activities such as:

“Sexual health workshops (primary and secondary), breast awareness contraception
workshops (secondary) testicular self examination, STDs, changes at puberty, feeling
yes/feeling no, 'senses’, healthy eating, drugs, alcohol, share, hygiene, healthy heart,
exercise and any other related topic in 5-14 curriculum.” (School nurse, SCN128)

Such services were provided in a wide variety of ways, including a drop-in service at high
school for teenagers, or drop-in service at primary school for pupils and parents. Often
there was a strong mental health component to such work, which included self-esteem
group work, dealing with stress, drugs and alcohol education and trying to reduce the
stigma associated with mental health problems. Where they felt they lacked the necessary
expertise themselves some would engage other professionals, for instance:

“As a team we access other professionals and have presented on topics in-house, i.e. self
harming, anger management, adolescence mental health.” (School nurse, SCN190)

Teachers, and in particular those working in the new community schools and health
promoting schools, were engaged in a wide range of health promotion activities. For
instance, one wrote that:

“We are linked to C*** Health Food Project offering fresh fruit to nursery — health eating
promoted, also offer adult fitness classes for our parents, fitness classes for our children at
local sport centre, promote physical exercise indoors and outdoors, liaison with health
visitor — well-being classes workshops — diet — herbs.” (Nursery teacher, ED0014)

Most teachers noted that their school was involved in numerous health promotion
strategies, often as a central part of the school curriculum.
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As one wrote:

“We try to maintain high standards in care by offering a good balanced diet, staff who talk
to and support the young people with their personal hygiene. Provide chances for
socialising with their peers etc.” (Residential worker, RW0202)

Another wrote that she dealt with:
“All aspects of general health e.g. sexual, dental, opticians.” (Residential worker, RW0284)

Staff also frequently mentioned that boosting the self-esteem and self-confidence of a
young person was an integral part of their work.

Interestingly, despite the fact that much of their work could be seen as falling within the
sphere of health promotion, only some voluntary work staff identified it as such. Much of
the work described by voluntary workers had a health promotion aspect. For instance, staff
providing services for homosexual or transsexual young people routinely offered sexual
health counselling. Support was also provided for foster carers, providing counselling
services for young homeless people, or providing a supportive service for special needs
children and their carers. In addition many workers provided more general counselling to
improve self-esteem and a greater sense of self-confidence. For instance, one wrote:

“Support young people, talk to them, help them overcome social attitudes, give them a
listening ear, be a positive role model.” (Voluntary worker, VOA368)

Promoting a child or young person's self-esteem and helping them to access mainstream
services more easily was a recurrent theme in voluntary workers' descriptions of what they did.

Roles and remits

There were marked inter-professional differences in the way different professional staff
groups described their work in health promotion and early intervention. This could be best
understood as staff forming informal multi-agency teams; one such team occurred within
the school setting, and comprised school nurses, teachers, social workers, educational
psychologists and community paediatricians. A second team was found in the health centre
or surgery, and comprised health visitors, practice nurses and general practitioners. Within
each team there appeared to be a natural division of labour; for instance, school nurses
appeared to take the lead in schools on health promotion, while educational psychologists
rarely reported that they undertook that kind of work.

Health visitors were the group who most strongly identified health promotion and early
intervention — such as parenting work and behaviour interventions, and offering general
health advice — as a core component of their work. In addition, as part of their surveillance
work with very young children, health visitors were often in a position to offer pro-active
advice and support to families regarding other children who might be developing problems.
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Nursing staff, on the other hand, were normally the group undertaking parenting
programmes and individual self-esteem programmes, while psychologists undertook most
cognitive-behaviour therapy and solution-focussed work.

Paediatricians, both hospital and community-based, appeared to be mainly concerned with
the detection, diagnosis and treatment of medical conditions. Many, however, were
involved in the early detection of autistic spectrum disorders and ADHD, but thereafter saw
their task as referring the child and family on to more specialist services, such as to clinical
psychology services for a child who had been sexually abused. For example, one wrote that
her work with one young person included:

“Difficulty behaving in school and truanting — diagnosis Asperger's and ADHD. Spoke to
school staff about management and arranged multi agency meeting. Directed mum to
local support groups.” (School/hospital paediatrician CDD017)

Even when paediatricians wrote about situations where there was a clear opportunity for
health promotion work, this was not specifically mentioned. For instance, one wrote about
a particular case in response to a question about the nature of work with young people:

“Absconding from children's home, prostitution, possible substance misuse, previous child
sexual abuse.”

In response to the question “What did you do?” she replied:

“Undertook medical assessments as requested — treated STDs etc worked with legal
agencies, social work etc. to try and obtain secure placement with therapy.” (Consultant
community paediatrician, CHD026)

It is, of course, possible that some health promotion work, such as sexual counselling, was
actually undertaken by the paediatrician on this occasion, but the paediatricians, as a
group, were remarkable for making virtually no references to such potential work activity.

Many paediatricians appeared to regard much of the health promotion and early
intervention work as the province of other agencies. For instance, one wrote:

“Early intervention service from clinical psychologists working from Child Development
Centres in this area is excellent.” (Consultant community paediatrician, CHD037)

Lack of time and resources were identified by paediatricians as important factors precluding
more preventive work.

Answers given by foster carers differed qualitatively from those of other workers, with the
exception of residential care staff, in that they were not just “working with” a child, but
were very active and passionate advocates for the child. In addition they do not “clock off”
and are always working with the child. The approach of foster carers is thus “holistic” in
that they work on all aspects of a child's development, not just a specific clinical problem.
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Many teachers and some paediatricians also drew attention to shortcomings in relation to
provision of early intervention. Teachers recognised the severe constraints placed on other
services that made a quicker response difficult:

“Time is a major factor, it can take months, even years, to get a child seen by educational
psychologist as we always have to prioritise. If parents are reluctant they miss appointments
and child is discharged.” (Primary school head teacher, ED0204)

In contrast to the teachers (who generally described health promotion and prevention as
underpinning all the activities covered by their schools), many of the educational
psychologists were deeply frustrated with current health promotion and early intervention
strategies and recognised the need to embed such strategies within the curriculum, rather
than dealing with these issues as they arose on a one-to-one basis. One considered that
what was need was:

[A] “population based strategy required in mainstream schools to promote personal
resilience...we need to raise the profile of promoting mental health in schools. This should
be for all young people not just high risk groups.” (Educational psychologist, EP0601)

School nurses, however, stood out as not making a strong case for more health promotion
and early intervention work, and only rarely mentioned a shortage of specialist service
provision, perhaps in part because they regarded themselves as the primary agency
providing health promotion and early intervention work, rather than needing to refer
children on to others.

Social workers, like most professional groups, reported that a major barrier to better health
promotion and early intervention was the lack of current specialist resources. For instance,
one respondent wrote of not having enough resources to provide a basic service:

“Social worker has too many cases and her time is diverted into dealing with the current
crisis. My time is similarly affected.” (Senior social worker, SW1402)

A number of social workers also highlighted the need for more preventive work, but
indicated that this would be difficult to achieve with current staffing levels. Many social
workers said they would have liked a quicker response from specialist services before
placements broke down. Better inter-agency co-ordination was seen as likely to result in
better and more preventative services for children and young people with mental health
problems:

“I would merely wish to re-affirm a need for more mental health services and a need for

these services to adopt a more pro-active approach than the traditional in order that young
people can get the help they need.” (Social worker, SW0303)
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For instance, one wrote:

“Mental health issues are now at forefront of all young people being looked after. More
knowledge with help and support would be beneficial.” (Residential worker, RW284)

Conclusion

A great deal of health promotion and early intervention work was being undertaken and all
groups of workers (with the exception of the police and Children's Panel Chairs) regarded
this as an important part of their work with children and families.

In addition, all groups said that a shortage of resources was a major barrier to better service
provision, including better early intervention, and many workers expressed great concern at
having to watch a child's emotional state becoming worse as a result of shortage of
specialist help. “Too little too late” was a common refrain. All workers reported that more
early intervention work, as well as easier access to specialist services, was required.

On the health promotion front, schools provided a clear locus of work, with school nurses,
social workers, educational psychologists and teachers co-ordinating health promotion
activities. This had resulted in a great deal of intensive, wide ranging and population-based
health promotion work delivered in schools. Similarly, general practitioners and health
visitors had formed another sort of team, with health visitors taking on the bulk of early
intervention and health promotion work. Much of the health promotion activity described
by primary care services seems to be in the form of health education — the giving of advice
and provision of leaflets and posters. Foster carers, on the other hand, came across as more
isolated, often struggling to co-ordinate the input of other services for their children. Social
workers and voluntary sector workers, too, appeared more isolated, with little sense of an
easy integration with other agencies on health promotion and early intervention.

Those agencies providing specialist therapeutic input to children with emotional or
behavioural problems, such as CAMHS staff and paediatricians, offered occasional health
promotion services, but nearly always only to those children that attended their clinic as
clients, and rarely on a group or population basis. These specialist workers, however,
provided a great deal of early intervention work.

The relative neglect of health promotion work by specialist services contrasted with the
reports provided by health visitors, school nurses, teachers, and to a certain extent social
workers, who saw health promotion as a core part of their work. There appeared to be
some division of labour between agencies, with health visitors and school nurses in
particular being regarded as the professions that “did health promotion”, and there was the
suspicion that specialist services did not regard health promotion as a core part of their
task. One explanation may be that health promotion work was seen as “low status” work,
defining the professional identities of “associate staff”, while “professionals” did more direct
clinical work with children and their families.
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Teachers describe very similar difficulties in gaining access to suitable support services.

What barriers? “So much time passed — a year before anything was done for this vulnerable
girl.” (Secondary school principal teacher of guidance) (ED0902)

What barriers? “After 14 months this pupil still soils himself and has yet to be seen by any support
agency ... not seen as a priority.” (Secondary school principal teacher of guidance ED1018)

For teachers, problems with the system are not always unambiguously related to dealings
with another agency. The sources of these problems can be multiple and complex, such as
a combination of perceptions of lack of clarity about the process of referral, lack of training
and need for clearer guidelines.

What barriers? “Time it took to call a meeting of all concerned. Lack of specialist advice to
name the problem quickly. Lack of clear guidelines about additional support needs in
education and how to support effectively.” (Primary school senior teacher ED1102)

What would you like to have done? “Got all of the outside agencies on board immediately
— training for my staff — someone available to discuss and help me through the major
issues.” (Primary school head teacher ED0802)

The perception of insufficient funding to provide adequate staffing, administrative support,
technical and other resources, suitable accommodation and training is another frequently
mentioned systemic problem. Professionals’ concerns in this respect were often expressed

psychiatry BVMDOS); “time restraints and funding” (Voluntary sector worker VOA124);
“finance to pay for extra personnel” (Primary school head teacher ED1218h). Lack of funds
was seen not only as a barrier to accessing services, but apparently could affect provision
which had already begun: “assessment not completed due to lack of funds — would have
liked to have liaised with psychologist following assessment” (Voluntary sector worker,
VOARWO161).

Another feature was the view that a service or resource which would help could not be
accessed as a result of lack of funding.

“funding for residential respite” (Autism unit senior teacher, ED1102); “lack of resources
and barriers to referral, e.g. [centre named] only took a limited number of referrals then
“closed their books” on an annual basis” (General practitioner, GPO161); ”I wonder if
school put off parents requesting educational psychology due to lack of resources and
volume of referrals and volume of referrals they have for Psychology” (Health visitor,
HV0068).

Suggestions that financial restrictions were not solely responsible for referral difficulties were
also present in some responses:

What would you like to have done? “Found assistance years ago to prevent the problem
escalating at vast cost to all.” (Children's panel chair, PANO16)
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What barriers? “Nurses unable to get suitable restraint training therefore claimed
vulnerability and liability and withdrew service concerned for their safety. In effect outreach
ceased because they withdrew co-working. This seemed to be acceptable to the
department.” (Residential care worker, RW0042)

Expressions of frustration as a result of features of their employing organisations were
particularly evident in the responses of CAMHS professionals. The problems identified
ranged from complaints about incompetent managers, poor leadership, office politics and
lack of administrative support to problems which seem more particular to young people's
services or mental health issues.

“One cannot help feeling that the mental health of children and young people [does] not
impact on health planners in a way that can inform them in providing resources where they
can make a difference now and in the future.” (Nurse specialist, Family therapy, BVMDO08)

“Having to defend Clinical Psychology from predatory psychiatrists.” (Consultant Clinical
Psychologist DHMDO07)

“Rejection of the notion of employing a psychotherapist or more occupational therapists or
music/art/drama therapists — very conservative approach here.” (Senior occupational
therapist, BVMDO04)

A related source of frustration is the feeling of powerlessness which results from the belief
that one's direct knowledge of the young person may carry less weight than the opinions of
other, typically more specialised, professionals. Asked why things had not worked out in a
particular case, a foster carer wrote:

“In certain cases social workers think they know the children's needs better than carers —
but they only see and talk to them one hour per month. Carers have the children 24 7 and
know their needs.” (Foster carer, FPO05)

A teacher reflecting on a case said direct referral to a psychiatrist would have been the
preferred approach, but: “education managers do not allow schools autonomy to access
variety of support. Power seems to lie with educational psychologists” (Principal teacher —
behaviour support ED0514). This form of frustration is also recognised by professionals who
mainly receive referrals from others:

“Ideally the health visitor should have had access to clinical psychology, not had to wait for
me.” (Consultant community paediatrician CHDO14)

Perceptions of the impact (or lack of impact) of government or agency policies were also
apparent in the comments of respondents. For some professionals the problems lie in lack
of apparent clarity about the service; for others there is policy overload from too many
government initiatives, and from others there is antipathy to a policy seen not to be
working: “policy is inclusion in mainstream until it's too late” (Foster carer, FP024).
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Problems of rurality

The responses to the questionnaire showed that living in a rural setting is regarded as a
significant barrier to being able to access suitable services. Mostly respondents related the
difficulties to the effects of geography: the double bind of the lack of specialist services
available locally and poor public transport for patients and their families to access provision
in a nearby town or, for residents of island communities, a city which cannot be easily
reached within a single day. Related difficulties include shortages of staff with particular
qualifications or skills, and problems associated with provision, such as having too few
people to sustain a specialist service.

Another, less visible, aspect of rural living is the difficulty of maintaining privacy — a
particular manifestation of the general lack of understanding or fear associated with mental
health issues. In a community where everyone knows everyone else, it might not be
possible to get advice or professional services without meeting someone known to your
family. Fear of the consequences of disclosure could, as one teacher respondent suggested,
lead to serious issues being concealed.

General problems in accessing CAMH services

Quantitative data on the problems non-CAMHS professionals identified in accessing services
are provided in Table 6.2. Waiting lists clearly represented the most common difficulty,
cited by all the professional groups.
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Frustrations in direct work with young people

Perhaps unsurprisingly, professionals who work with young people in adversity can
experience dissatisfaction with their own actions, and the consequential feelings of
frustration were also represented in the responses to the questionnaire. Feelings of
inadequacy were most movingly expressed by the school nurse who in response to the
invitation to describe the case which gave most satisfaction said: “I have never felt satisfied
— | feel unable to do anything directly with the child or adolescent” (School nurse,
SCN137).

In another case, a voluntary worker recalled being: “...out of my depth and needed
support myself” (Voluntary sector homeless support worker, VOA150).

Lack of access to other professionals who have the necessary skills or are better qualified to
assess and respond to situations causes uncertainty and frustration: “I would have preferred
to tackle the problem in-house with the help of experts and in-house training” (Residential
care worker, RWO131).

One emerging theme which may help to illuminate frustrations experienced in working
with young people is uncertainty in respect of the professional role. For example, a teacher
describing a case of a pupil with ADHD reported: “...confusion initially re who was
responsible for monitoring medication” (Special school assistant head teacher, ED0016).
Lack of clarity about role boundaries, routes of referral and sources of advice and support
for the professional are particular matters of concern. A related theme which emerged from
the data was uncertainty about appropriate services. A foster carer: “...did all | felt | could
do due to lack of better information” (Foster carer, FP010). Lack of information about and
knowledge of available services was a commonly reported source of frustration.

At the extreme end of the spectrum of professionals' experiences of frustration is the feeling
of being completely overwhelmed by either the volume of work or the complexity of cases,
an unpleasant experience rather graphically described by the GP who responded thus to
the question about the most satisfying case: “Can't remember my own name by the end of
the week far less the most satisfying case” (General practitioner, GPOO87).

“There have been many situations where | have felt unable to cope with extreme
behaviours, cases where young people have attempted suicide or attacked others or
ransacked the unit. In all these cases emotional and behavioural difficulties are to the
forefront of young people's actions.” (Residential care worker, RWO25T)
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The views of CAMHS professionals about social work liaison are generally more measured;
talking, for example, about “the lack of a coherent conversation” (Consultant child and
adolescent psychiatrist DHMD20) with the social work department and recognising that
structural issues contribute to the difficulties of liaison.

CAMHS respondents also commented on poor liaison with education services. The other
group who complained of poor liaison were teachers, although they did not single out
particular agencies, instead reporting problems across the board. Some teachers felt that
they were not included in discussions and decisions:

“| feel outside agencies need to listen more to people who work on a daily basis with these
children.” (Nursery school head teacher, ED1311)

School doctors, school nurses and health visitors were critical of the difficulties they
encountered in trying to liaise with their CAMHS colleagues. In many cases they were
unable to begin a dialogue with CAMHS staff but, once a child was receiving help, they
were also unable to gain information about the work being undertaken:

“Mental health team were not keen/didn't communicate ... with professionals already
involved with child.” (Consultant community paediatrician, CHDO19)

This may suggest there is a hierarchy of influence within the NHS which warrants further
exploration.

Referrals to other agencies

The process of seeking help for a young person through referral to another service was one
of the commonest ways in which professionals responded to the distress of young people
or those who had to deal with their difficult behaviour. When referral worked it is clear that
respondents believed this was associated with good outcomes for all involved. This teacher,
commenting on referral to a voluntary agency of a young woman who self-harmed,
highlights many of the factors that lead to satisfaction:

“Contact with ... was easy, quick referral, open communication - dealt with issue and
continual support offered for me [and] pupil.” (Secondary school head teacher, ED1803)

Speed of response was highlighted as particularly important by health professionals and
teachers. The same groups were frustrated when referrals were very delayed: This GP, for
example, contrasts the relative speed with which physical tests were completed on a 10
year old child displaying dangerous “bizarre behaviour” and weight loss, compared with an
assessment from the educational psychology service.

“Consultant paediatrician seen after three months. Educational psychology took 18 months.

The educational support service was woefully inadequate and the child at major risk from
leaving the school and being out on the roads etc.” (General practitioner, GP0131)
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and children and those with a long-term involvement with regard to individuals, such as
teachers and GPs:

“IHe fell] between two stools — too old for child mental health — but knew him before [so]
new referral to adult = not seamless.” (General practitioner, GP0266)

“Referred to child and adolescent. But because 16th birthday occurred while waiting
assessment was told to re-refer to adult psych...” (General practitioner, GP030)

Some respondents referred to their frustration with other types of gaps in services:

“Neither took case on — too severe for [voluntary agency][and] not appropriate to
psychiatry!!!” (General practitioner, GP0161)

Although several of the teachers cited attendance at Joint Assessment Team Meetings as a
source of advice, others pointed out that there were limits to what such joint meetings
could offer:

“A major route is discussion of problems at our joint assessment team. However, this can
cope with only the most dramatic of the mental health issues, and often is dealing with
cases which are quite far down the line, rather than early interventions.” (Secondary school
guidance teacher, ED1915)

Again this highlights the somewhat different remits of the agencies/professionals, with
some providing a crisis or acute service, whilst others had more of a preventive role. GPs
shared this frustration:

“[It's] often difficult finding someone in acute situation(s). Sometimes | feel child psychiatry
is disinterested or doesn't take problems on board actively enough.” (General practitioner,
GP0038)

The importance and effectiveness of having appropriate planning processes in place is
illustrated by this teacher describing the work with a child with Asperger's Syndrome.

“Lots of planning and discussion in a multi-disciplinary forum then joint implementation.”
This was seen as satisfactory because:

“All the agencies and the parents worked co-operatively in prevention of problems rather
than fire fighting later.” (Secondary school behaviour support teacher, ED0522)

Inter-agency work

It was clear that most professionals believed that the young people they worked with
required the co-ordinated services of more than one group of professionals. When this
worked the outcomes tended to be good and those involved felt positive and satisfied.
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Many respondents, however, were realistic about difficulties involved in putting joint
working into practice, recognising that this is an ambitious goal. In addition to the
problems discussed above, practical barriers were also described. Many of these comments
show an understanding of the constraints — such as resources, staffing, short-term funding,
procedural requirements — under which other agencies work. Several respondents
recognised, as did this social worker, that all professionals were, to some extent, at the
mercy of the system:

[The barriers are] “usually time scales, emergencies, roles, responsibilities, inter-agency
barriers, referral problems.” (Social worker, SW2101)

There were, however, many examples of apparently unnecessary barriers to joint working raised
by certain agencies. Most commonly cited were excessively demanding referral processes:

“Referral to local attendance council can take more than 10 weeks due to the number of
warning letters that must be sent, and after a SAT meeting has taken place the process of
reversing non-attendance takes too long. It is a paper exercise.” (Secondary school class
teacher, ED1018)

“...adolescent who had tried to self refer but had been unable to return questionnaire”
(Community paediatrician, CHD049)

Other codes which gave some indication of the extent of more informal joint working were
“seeking advice” and “consultancy/support for me/us”. Teachers were the group who
sought advice from the widest range of agencies/professionals, spanning health and social
care, and including educational psychologists, perhaps reflecting their feelings of being left
on their own to deal with difficult situations. Social workers, residential workers,
paediatricians and GPs were also fairly active with regard to seeking advice, mentioning
child psychiatrists and clinical psychologists; social workers and GPs also sought advice from
each other. For some professionals this was seen as a more appropriate way of ensuring a
young person's needs were met than was referral for a direct service.

'What did you do?’ “Request that someone from CAMHS speak to staff [as] regards this
type of behaviour as the YP refused to take advantage of this service.” (Residential worker,
RW0081)

For others this kind of support helped them to develop their own professional skill base for
working with young people in the future:

“Support from outside agencies is crucial to success. We are always learning as teachers as
well.” (Primary school class teacher, ED2211)
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Although relatively little text was assigned to this code, there were suggestions elsewhere
throughout open-ended responses that representatives of agencies did not always take into
account the somewhat different way in which other members of the multi-disciplinary team
viewed their own roles and remits. Much of this material has been coded under the
heading “different mindsets”.

Different mindsets

Several of the quotes hinted at underlying expectations of other agencies/professionals,
which were often not articulated, but are evidenced by unspecified feelings of being let
down or not being fully supported. For example, many of the teachers complained about
what could be termed “empty reassurance”. For example, one teacher commented:

“The psychologist said we had such positive strategies in place, therefore little advice could
be offered.” (Special school class teacher, ED0701d)

Although the teacher may have been looking for reassurance, it seems that she also wanted
more information and advice about possible alternative ways of proceeding.

Whilst one of the CAMHS professionals stated that he “can’t work solely as a therapist
[because I] have to be [a] 'jack of all trades" (Occupational therapist/psychotherapist,
BVMD17), another was concerned about the expectations of social work with regard to
attending hearings for young people “who don't have mental health difficulties” and the
expectation to provide “statutory/intervention alongside therapeutic input” (Social
worker/therapist, BSMDO5). This clearly demonstrates different views about statutory
requirements.

The same conflict is apparent in the comments of a social worker regarding client
confidentiality:

“[A barrier is] Issues of patient confidentiality, even though it is explicit in guidance that
child protection matters override this, [there's a] lack of information/understanding of the
role of police/social work in child protection enquiries by health care professionals.” (Social
worker, SW0401)

The various agencies tended to process cases differently, which could even result in
conflicting diagnoses or approaches:

“No two people agreed on anything, or could give an explanation.” (Foster carer, FPO13)

Part of the fundamental tension that appears to exist between many CAMHS professionals
and their social work colleagues is highlighted by one respondent reflecting on his/her
perception of the changed ethos in social work:

“Over 15 years | have seen huge advances in NHS provision but a serious decline in SW
commitment to mental health issues. This is linked to the loss of specialist 'psychiatric SW'
training and an ethos of care management rather than support or therapy in SWDs.”
(Consultant child and adolescent psychiatrist, DHMD20)
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The relative infrequency of comment by other professionals on good outcomes as a result
of collaboration may reflect the more entrenched and intractable difficulties they face in the
children with whom they work. Several residential workers, however, did recognise the
importance of support for young people and carers that could be offered by outside
agencies.

“In some cases the YP who display behavioural difficulties can be supported through this
period by a combination of stability from the unit and good services outwith. This was the
case recently when YP fully engaged with professionals whilst being given support within
the unit.” (Residential worker, RWSW1505)

A frequently occurring code related to the poor involvement of certain agencies, which was
highlighted by all groups. There were interesting patterns in the data with regard to the
agencies singled out for criticism. For health professionals their inability to access a service
from their CAMHS colleagues was mentioned most frequently, though some were also
critical of the lack of response from the social work department. The lack of service meant
that these professionals were left to manage difficult situations alone. For example, this GP
working with a girl with anorexia was told she was not ill enough for a service:

“Sought help from YPU, psychiatrists and CPNs but in the end had to try and support her
and her family myself.” (General practitioner, GP0237)

For foster carers, residential workers and teachers, although their frustration in accessing a
service from psychiatry was evident, social work was the agency whose service was most
often seen as sub-optimal. The comments demonstrated the frustration experienced when
workers had to rely on the response of others to do their own work well. This residential
worker was very concerned about the dangerous behaviour of a young woman who was
absconding and getting involved in prostitution. Despite her close and careful work with
the young woman, she depended on others to ensure the child's safety. One of the main
barriers was:

“Length of time social workers take to get things done” (Residential worker, RW0247)

The accounts provided highlight the gate-keeping role of social work and emphasise the
problems that develop if a response is delayed or not forthcoming. In some cases there was
a clear lack of understanding of the importance of early intervention:

“The twins have no awareness of danger and do not understand 'no'. One of the twins
climbs on everything and could climb out of his cot over 30 times until | stayed with him. |
asked for help in January from OT who came in April. Sent a joiner to review in June. | tied
one fireguard on top of the other and did various other temporary measures to keep them
safe.” (Foster carer, FP025)
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The most critical comment was reserved for other professionals who were unco-operative,
unforthcoming or who appeared uninterested in the child or their difficulties. This social
worker working with a sexually aggressive young person was able to understand the
pressures but still felt a lack of interest and support from other professionals. For her, the
barriers were:

“Finances/waiting list/appeared lack of concern from others professionally involved.” (Social
worker, SW2302)

In contrast, fellow professionals who were prepared to co-operate were very highly valued:

“A collaborative psychiatrist is worth their weight in gold” (Consultant clinical psychologist,
clinical psychology service, HECPOT)

One social worker highlighted the difference between the positive and negative experience
of working in a multi-disciplinary way:

“Best outcomes have taken place when DCFP have an investment in working with young
person and are prepared to work collaboratively with all agencies owning their responsibilities
and not frequent response that social circumstances are too unstable to begin to work with
young person and passing buck completely back to social work.” (Social worker, SW1506)
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A recurrent theme related to the capacity of some professional groups — in stark contrast to
others — to decline referrals or to re-define the problem as meriting attention from another
professional group/agency. The groups who raised this issue were mainly residential
workers, voluntary agency workers, and teachers:

“No one agency would take responsibility. SP/Lang therapy, educational psychology,
[Children's hospital]. Each said there were problems, but the main underlying problem was
not theirs.” (Special school guidance teacher, ED0016)

One of the teachers labelled this “the non-accountability syndrome” (Specialist unit head
teacher, ED2424). Although social workers and GPs were sometimes cited by others as
having a gate-keeping role, they could themselves experience similar frustrations with
regard to their dealings with child and adolescent psychiatrists and adult psychiatrists, and,
on occasion, with each other. School doctors also experienced problems with regard to
getting their colleagues in psychiatry to accept referrals.

Finally, we must exercise caution in interpreting the comments of respondents about
difficulties in collaboration. We cannot assume that absence of complaints means that this
joint working is problem-free. Individuals who do not collaborate may not see problems
that those trying to work with them can see very clearly. Similarly, the negative comments
about other professionals may not mean that this is an objective assessment of the service —
they may be a result of misunderstanding, frustration or problems in the respondents’ own
services. Nevertheless, the accounts of the professionals who took part in the survey can
teach us a great deal about structural tension points, inter-professional communication
challenges, and the impact of inadequate resources. The respondents also had strong ideas
about what constituted good and co-ordinated provision for young people and their
families and there were clear pointers about how this might be achieved.
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“Come to think of it — no, | have not. The training | have had has been as a by-product of
other adversities i.e. drug misuse, living with parents who have mental health difficulties
etc.” (Social worker, SW0704)

3. Responses describing some formal postgraduate training, specific to emotional well-being or
mental health.

This was accounted for in three ways. In one group were those GPs who reported spending
time in general psychiatry during their general professional training. In a second group
were those social workers who had trained as mental health officers. A third group
consisted of a small number of people who had undertaken postgraduate training in
counselling.

4. Responses reporting a formal postgraduate training in child and adolescent

mental health.

The majority of this group of 17 respondents was made up of doctors (both GPs and
paediatricians) who had spent time working in child and adolescent psychiatry as part of
their postgraduate training. However, four respondents described themselves as being
involved in a postgraduate training course in a therapeutic skill: family therapy, play therapy
or psychotherapy.

PQA 26 Would you wish to have any further training in dealing with emotional,
mental health or behavioural problems, or in mental health promotion for young people?

Of the respondents to the questionnaire A, the majority within each respondent group
indicated that they would wish further training (Table 8.2). The average rate across all
respondents — 81% — gives a clear indication that this is a widely shared view.

Respondent group Number in sample Number agreeing Percentage
Social workers 107 94 88
Residential workers 104 101 97
Foster carers 38 26 68
Reporters 22 18 82
Panel Chairs 19 14 74
Police 5 5 100
Teachers 353 302 86
GPs 137 66 48
Health visitors 71 59 83
Paediatricians 54 40 74
School nurses 103 91 88
Voluntary sector 55 47 85
TOTAL 1068 863 81

Table 8.2. Number of respondents to PQA 26 indicating “yes”, reported by
professional groups
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before they eventually might be seen at psychology/psychiatry.” (Community paediatrician,
CHDO003)

This teacher indicated a view that attention to mental health and well-being was not only
important for young people when asking for:

“Strategies for supporting pupils and staff.” (Primary school depute head teacher, ED0009)
2. Basic skills

There were many comments about the value of having basic skills in relation to the mental
health of children and young people. For example, these teachers commented on their

own experience:

“I have a feeling that in all cases we could do more but we have had no training.” (Primary
school head teacher, ED2509)

“Often | handle situations from instinct and personal experience. Maybe | don't always
approach from the right angle.” (Primary school head teacher, ED1312)

There were many suggestions about the kinds of skills that would be helpful:

“Training in how to deal with simple problems [avoiding the need for referral].” (General
practitioner, GP0197)

“For managing specific situations — self-harm, anger, bereavement.” (Foster carer, FPO17)
“Skills to support parents deal with their young people.” (School nurse, SCN218)

But there were also numbers of comments which indicated a concern to match skills to role
and task, for example:

“Need the skills to make an informed assessment and then refer to appropriate agency i.e.
community psychiatric nurses, and work with them and the child.” (School nurse, SCN137)

“Residential staff locally don't appear to be qualified or equipped to deal with very
challenging behaviour - requires sustained training/support input to develop service and
employment of skilled and qualified workers.” (Social worker, SW2205)

“excluded high risk suicide — counselled but felt out of my depth — agreed referral to
CAMHS but without guardians' consent. They would not see her without guardians.”
(School doctor, CHD002)

These are important comments, suggesting the importance of consensus between agencies
about who deals with what problems.
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Here are some examples of the kind of applications mentioned:

“Further training in counselling to work with pupils who have problems with their mental
health.” (Secondary school guidance teacher, ED2203)

“Counselling strategies for children with emotional problems, e.g. coping with
bereavement, coping with parents separating.” (Primary school head teacher, ED1604)

“Counselling or cognitive type treatment for mild depression/self harm.” (School doctor,
CHDO049)

These comments seem to echo earlier comments about the importance of training:

“Possibly some counselling type training would help as you can open up a 'can of worms'
that as a teacher you are not trained to deal with.” (Primary school special education
teacher, ED2407)

There were also comments about the kind of counselling training available:

“Although | have had training | wonder whether school nurses should be encouraged to
undertake the certificate of counselling or whether a module should be developed around
adolescent health and this would include mental health.” (School nurse. SCN129)

5. Methods of training

There were frequent comments about the way that training should be made available. The
predominant interest was in small, multi-agency groups, and interactive, practically
focussed activities. For example, one foster carer asked for “case histories rather than
theoretical categorisations”, while a school nurse asked for “skills based workshops”. The
following quote, from a teacher, summed up the tone of many of the comments:

“training delivered by good, practical, hands-on practitioners — practical task and scenario
orientated — supportive but also able to challenge our skills, philosophies.” (Primary school
head teacher, ED1801)

Final remarks

A number of respondents made comments about the importance of resources and time to
implement training. This did not fall into any of the main themes, but these seemed to
make important contributions to the discussion about training:

“Relevant! But training without resources is only frustrating.” (Primary school head teacher,
ED1501F)

“to be more confident in offering strategies to help young people — and more time to work
individually with them.” (Secondary school guidance teacher, ED2512)
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About 1 in 4 of those reporting an additional qualification reported more than one
additional qualification.

There were three main themes amongst the further details provided by those responding
yes to PQB6.

1.The largest group comprised those who described some form of qualification in relation
to therapeutic skills, including:

family therapy (42)

child psychotherapy (35)
cognitive behaviour therapy (17)
group therapy (13).

Qualifications related to other forms of therapeutic work, including counselling, play
therapy, brief/solution focussed therapy and interpersonal therapy, were each reported by
fewer than five respondents.

These qualifications were reported by the range of professional groups. Eighteen
respondents reported an additional qualification at a standard which was equivalent to, and
in several cases associated with, a second professional registration. Nine of these were in
child and adolescent psychotherapy, eight in family/systemic therapy and one in cognitive
behavioural therapy. Three of these 18, one from each group, were working in a specialist
role within the voluntary sector.

2.There were 13 who reported that they had undertaken some form of academic
qualification, over and above their core professional training. Twelve of these had
achieved their award, mainly at PhD level.

3. Finally there were those who reported additional practice-orientated professional
qualifications. This included qualifications in forensic psychology, additional educational
qualifications amongst educational psychologists and CAMHS based teachers. The most
common additional qualification of this kind was some form of post-registration training
in child and adolescent mental health, which was reported by 16 of the 79 nursing
respondents.

Professional development

The extent to which those working in specialist CAMHS report additional relevant
qualifications might be a useful indicator of the extent to which they are engaged in
professional development. In an attempt to gain other indicators of this activity,
questionnaire B asked “How many days did you spend in professional training in 2001-200227"
(PBQ4). Table 8.4 summarises the responses to that question.
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words, cross-discipline teaching appears to be an established activity within the NHS groups.
The CAMH SNAP Report recommended that these services develop their training activity to
support the capacity of the wider children's network. The report indicated that a number of
elements would need to be in place to allow this development, including an increase in
capacity. Willingness to work in this way is in any case likely to be an important element, and
so this is an encouraging finding.

Conclusions

Mental health problems in children and young people are common, a fact that is recognised
by the respondents to this survey. Despite this, training in child and adolescent mental health is
uncommon, with only 20% of those responding to the questionnaire A able to report any
training. Amongst those who had experienced training, the common experiences were of short
courses and workshops, taken electively as post-qualifying experiences.

Equally striking was the high level of reported interest in further training. While this cannot be
taken to represent a universal attitude, it seems reasonable to suggest that such interest is
widespread within those working with children and young people. The comments about areas
of interest and methods of training provide useful information for those responsible for
developing training opportunities.

It seems likely that substantive change in current approaches to training will be required to
achieve appropriate levels of knowledge and competence in relation to mental health and
well-being, such as is envisaged in the NHS Education for Scotland Development Framework.
This holds implications for every stage in the education and training of those who will meet
and deal with children and young people as part of their work.

The promotion of a learning culture in relation to mental health within this workforce is one of
the clear recommendations of the CAMH SNAP Report. This holds implications for all of the
agencies involved, as they consider how best to establish and sustain appropriate learning
opportunities. It holds particular implications for those with particular knowledge and
experience in relation to mental health and well-being — typically those who work in specialist
CAMHS, in local authority psychological services and in some of the voluntary and
independent sector services. These implications are likely to be considered further in the CAMH
Workforce report, which will need to consider how to ensure:

e that acting in a teaching and training capacity is endorsed as a core part of the role of these
agencies, and is validated at organisational level

¢ that these agencies have the opportunity to build the capacity to extend and develop their
roles in this way

¢ that professional staff within these agencies have the necessary learning and professional
development opportunities themselves to allow them to build their knowledge and
competence. This, of course, involves recognising the vital role played by senior staff within
these settings in supporting the learning of their less experienced colleagues

e that professional staff within these agencies learn constructive and effective methods of
teaching and training.
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Parental attitudes, resistance and reluctance to work with professionals are therefore factors to
be considered when improving services. Family stressors, parental mental health problems
and relationship difficulties need to be recognised as impinging on the well-being of the
child. Many school nurses and teachers comment on the necessity of a “whole family”
approach:

“Again, bearing my experience in mind, | would like to see more support for parents. | am
not sure if support is even right. | see children with behavioural problems at 5 and 6 whose
parents need taught parenting skills, need taught how to love their child. But how do we do
that?” (School nurse, SCN11e)

Suggestions for tackling this included more positive parenting programmes, family
counselling and interventions focussing on the entire family. One teacher described how a
comprehensive support service might appear:

“One service unit with a multi-disciplinary team consisting of health/psychologists/home link
teachers/support staff for parents etc. Creche facilities are vitally important — offering parent
opportunity to attend classes or workshops.” (Nursery head teacher, ED0014)

This notion of a single, dedicated service is complemented by requests for outreach work
including support within the community and home. Teachers frequently commented on the
need for well-resourced links between home and school:

“A service which would offer intensive support for parents as well as liaising with school staff
in order to develop a consistent support for the young person.” (Special school head teacher,
ED0521)

Residential workers, social workers and health visitors suggest that there is not just a need for
more general awareness raising and programmes that help parents with the skills and
confidence to cope with their children. They also emphasise that some families need respite
services to manage the stress involved in caring for their children:

“An expert team of interagency workers with respite in an appropriate venue suitable for
young people.” (Health visitor, HV0077)

The importance of infant mental health was acknowledged with suggestions that adolescents
could be provided with parenting classes. One social worker urged:

“consideration to support young mothers prior to birth, to enable both therapeutic support
and intensive assessment re parenting capacity.” (Senior social worker, SW0301A)

A few professionals described their work with families in the context of need for better
housing, protected employment opportunities and the awareness of the need for services to
be accessible to “troubled families who are hostile to social work, ambivalent to their children,
but fall outside the compulsory care bracket” (Community paediatrician, CHD035). CAMH
professionals, who discussed their work with families, noted their strengths as being non-
judgemental, working in true partnership with young people and their families, and services
which build upon families’ resources.
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Access to trained professionals

As well as the need for more appropriate provision for young people, respondents also
identified the need for access to mental health professionals for their own support. The
need for consultancy and advice is highlighted across all agencies.

A variety of methods for accessing advice were suggested including help lines for staff,
more regular liaison, access to a named link person or having a co-ordinator who could
then access the relevant agencies for support. One respondent also suggested a CPN drop-
in service for staff (School nurse, SCNO07). Social workers favour consultancy services to
“consult immediately re worries and concerns” (Youth justice social worker, SW0303). Another
respondent suggested a joint consultancy group.

Teachers in particular require urgent access to advice and help in order to be able to
continue their commitment to troubled and sometimes disruptive children. One teacher felt
that there was a need for:

“Effective access to trained support to help teachers deal inclusively with all children
experiencing difficulty.” (Primary school head teacher, ED0508)

Workers not only required assistance during crisis or when feeling uncertain — there is a real
sense that people wish to improve their strategies, with specialist workers supplementing
their skills and sharing good practice. One teacher recognised the impossibility of specialists
being able to see each individual, however, “by giving advice to 'front-line' workers it can
often make a huge difference and often filters or reduces the eventual referral list” (Primary
school class teacher, ED2210).

Residential workers require assistance that will increase their understanding of the difficulties
young people face and help them to generate strategies to work more effectively with
them. One respondent stated a need for a professional to “assist us on a weekly visit, to help
us understand, to try other ways to work with the young person, to enlighten us on what they
are going through” (Residential worker, RW0254).

Referral pathways, rapid access, staffing and resources

The vast majority of GPs simply wanted rapid access to services, stating the need for much
shorter waiting lists and reasonable response times for any benefit to be gained from a
service. School nurses talk of fast track referrals and quicker feedback from services,
Teachers seem to wish to improve access to service by receiving help straight away, with
more time from specialists on a regular and ongoing basis. Paediatricians tend to look at
the wider picture with regard to what services they would like, focussing predominantly
on increased staffing of non-specialist services, clinical psychologists and community
(primary) mental health workers. Many social workers commend existing services but
nevertheless state the need for an increase in workforce capacity to provide more
immediate contact for young people, reduce waiting lists and lessen workload for
specialist workers.
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Integrated working/improved liaison

In developing new or improved services the importance of integrated working and
planning was a powerful theme across all respondent groups. Good liaison, improved
communication and a sense of involvement were all seen as essential.

One GP described interagency working as “ensuring communication is open and that all
agencies are consulted so people are not isolated or duplicating work” (General
practitioner, GP0282). Some respondents wanted more local interagency meetings to
ensure their inclusion in planning. One respondent described their own service as so
isolated “it might as well be on the moon” (Residential worker, RW0019). Services are quite
often described as fragmented, with not only workers but also families feeling “isolated and
floundering” (Health visitor, HV0117). Interdisciplinary discussions help ensure that needs
are being met, in partnership with children and parents. The following ways to facilitate
change in services were suggested:

joint clinics and shadowing

interagency meetings with adult mental health services
linking with Education and Social Work at early stages
demystifying processes by engaging in joint training.

Many people want clearer links to mental health services and actively seek more liaison.
Several respondents would like to see more joint assessments, joint group work and
interagency training. School nurses stress the need for more sharing of resources, ideas and
information in addition to involvement in multi-disciplinary meetings. Teachers wish for a
“greater dialogue” (Primary school head teacher, ED0505) between educational
psychologists and class teachers to share approaches and strategies.

More direct contact and collaboration can provide an opportunity to gain a greater
understanding of the roles of workers and services available. A social worker commented on
the “more involvement with health services and CPNs — the less obstructive boundaries
between child and adult psychiatric service” (Social worker, SW1305). Some people also
discuss the need for single, integrated children's services encompassing social work,
education and health care. Voluntary sector workers stressed the need for more joint health
projects and more direct work. They also emphasised the importance of being “taken
seriously by health and social services” (National development worker, VOA266). Voluntary
workers also want to be more involved in health and management structures, emphasising
the importance of good communication at organisational levels. Respondents identified the
need for early consultation before structures are put in place, in particular,“there requires to
be more consultation with coal face workers when planning services” (Social worker,
SW2004). The importance of service user involvement was also recognised by some
respondents who pointed out that we

“need involvement of young people at an early age. Statutory agencies need to learn to be
facilitators.” (Health visitor, HV0121)

The need for structural change at organisational and planning levels was emphasised if
attitudes and working patterns are to be improved.
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it might help these teenagers to look after their own mental health but also because it
might help them with parenting issues when they themselves became parents in due
time. Several specialist CAMHS workers mentioned early intervention projects, focussed
on parenting, based at their local health care co-operatives and working in conjunction
with health visitors. The importance of preventive work aimed at parents is a common
theme among respondents with several people suggesting that this should start even
before children are born:

“I think it would be good to have a pre-school (or even pre birth) service to help parenting
skills.” (Primary school behaviour support teacher, ED1814)

There was a strong argument in favour of much earlier targeted work to prevent the onset
of mental health difficulties or their deterioration. Several teachers wanted services to be
available for very young children in school or nursery:

“A service which could respond more immediately at an earlier stage (e.g. pre-school early
stages).” (Primary school head teacher, ED1109)

Other respondents wanted services to help particular at risk groups such as children and
young people who have experienced sexual abuse; are bereaved; homeless; at risk of
offending; and one GP mentioned a service for obese children.

Social workers too wanted sufficient resources to be able to work in a more effective way
earlier in children’s lives:

“More staff so that a pro-active approach could be established. It is currently mostly
reactive.” (Social worker, SW1202)

Teachers recognised that for some young people the normal school experience contributed
to their emotional distress. One argued for “massive investment in alternative certificated
flexible curricular provision” (Secondary school deputy head teacher, ED2420).
Respondents also wanted services developed that could increase the resilience of vulnerable
young people:

“Monthly groups where children could go led by an expert specialist in music, art, drama,
computing, sport. Could be accompanied by [a learning support worker] who could assist
and then follow up in house. Children acquire new skills and have something extra to help
raise self-esteem. Existing specialists could be timetabled to deliver this.” (Primary school
class teacher, ED0701G)

Care
A strong theme across respondents is the need for a service that brings agencies together at

one central point. There are, however, slight variations across professional groups:

“A ‘one door’ approach to the problems, offering the client all agencies under ‘one roof’.”
(Police sergeant, P0O004)

“A single point of entry into all existing services, with appropriate assessment to direct child
towards appropriate management.” (General practitioner, GP0157)
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The following quotation demonstrates some of the factors that respondents think are
important in such a service:

“more intensive treatment on a residential placement for the young person where the
needs could have been met within a living environment offering a nurturing environment
combined with mental health treatment.” (Residential worker, RWSW1505).

In addition, residential resources for children with particular difficulties are mentioned:

“Specialised units with trained staff. Units for young people with drug abuse. Unit for
young people [with] alcohol abuse. Unit for young people who have been sexually abused
etc.” (Residential worker, RW0247)

Panel Chairs and Reporters want services that will provide them with decent assessments to
support their decision making:

“Residential facility for assessing the degree of difficulties faced by the young person. This
would include a psychiatric assessment. On the basis of the results appropriate treatment
and placements could be identified and commenced.” (Panel Chair, PANOOS5)

They also want more locally based close support units to prevent admission to secure
accommodation.

“A locally based service a specialised unit for the young people we deal with who are
deemed to be at risk to themselves and others to avoid the use of secure accommodation.”
(Reporter, REP007)

The final suggestion in this section is to develop residential provision for whole families:

“Local fully furnished fully resourced residential assessment centre for child/young person
and their families.” (Social worker, SW0301C)

Conclusion

For many practitioners, the most important change in services would be to make the
current system work better. Frustration at delays in accessing a service and failures of joint
working lie behind the strongly expressed wish for the introduction of a “triage” or “one
stop shop” system. In addition, however, respondents demonstrated their wish to place
families and children at the centre of service delivery with a number of people arguing for
user involvement in planning services. Professionals also recognised their own need for
support and advice in dealing with children in turmoil.

There is an understanding of the powerful effect (both positive and negative) that schools
can have on children’s emotional well-being. Many professionals wanted schools to be places
where children could access a wide range of mental health services. Several respondents
believe that help was provided too late for many young people and they strongly advocated
very early intervention for children at risk, often citing parenting groups as a useful way of
achieving this. Finally, a clear need was also identified for more therapeutic and specialised
residential services for looked after children.
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services were frequently identified as problematic. Other “boundary” problems occurred
when relevant agencies were geographically separated — as often occurs for children placed
away from their own local authority. Finally, some children had problems for which no
service would take responsibility. These particular accounts led to considerable discussion
amongst the members of the research group, best distilled in the question “how can we
ensure that those children or young people with the most complex difficulties gain access
to services?” Recalling that the phenomenon of exclusion of such children and young
people was described clearly in For Scotland's Children*, the research team considered how
agencies experience and express their accountability, particularly to these children and
young people, and to those who care for them and work with them.

Many good examples of “joined up working” were given by respondents. There were
excellent examples of liaison work and consultancy, and of services “pulling together” and
working in intelligent networks. These good examples®* were often characterised by a
combination of effective structures for joint working and flexibility and commitment from
individual practitioners.

Support and training

All groups wrote of the distressing nature of this work and the need for ongoing support
and training. Support and training are necessary for everyone working with children and
young people. The type of distress described, however, differs markedly between groups.
Several CAMHS professionals talked about being overwhelmed by numbers and feeling
burnt out as a result. GPs experienced stress at being unable to access a service fast
enough to help families and children. Those who worked more intimately with children
such as foster carers, residential workers or teachers described a different quality of fear
for themselves, the child or others and were desperate for direct help, advice or support
in containing and managing the young people with whom they work. Those who had
had access to consultancy from CAMHS professionals were very positive about its
impact — mirrored by a number of CAMHS workers who saw this as a strength in their
particular service

Most of the non-specialist CAMHS respondents wanted access to more formal training to
help develop basic knowledge and skills and many suggested that interagency training
would be helpful. The SNAP Consultation with Children, Young People and Parents' identified
certain areas where practitioners could be offered training beneficial to young people:

“[Emotional health is] not talked about in school and dealt with. We do get some stuff on
drugs, sex, but there is no mention of everyday life. Are the teachers qualified to?”

Some young people also did not believe that professionals always had the right skills to
work with them.

“Training for all professionals (including psychiatrists) in people skills”

2 See for example, the description of effective inter-agency working on page 78/79
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Variability across Scotland

The picture that emerged from the data was of enormous variability in services across
Scotland. Some areas had no CAMH services for particular vulnerable groups such as
learning disabled children or looked after children whereas others had teams specialising in
these groups. Similarly there were pockets of innovative thinking and creative practice that
had transformed the quality of services in particular areas. What did not emerge was that
this variation was based on responding logically to different identified needs. There seems
to be considerable difficulty in sharing good practice more widely and moving good ideas
into mainstream services.

In conclusion

It is important to recognise the enormous commitment, compassion, and creativity that
characterised the majority of respondents in this survey. There was a real determination to
provide the best support they could to the young people with whom they worked and an
ardent desire for change and improvement throughout the services. Respondents spoke of
a lack of resources and a pervading sense of the emotional well-being of children being
undervalued. Nevertheless, there is enormous goodwill, desire and potential to develop a
much more effective response to the emotional needs of all our children.

RECOMMENDATIONS

Many improvements in service provision for children and young people with mental health
needs were suggested by survey respondents. A high proportion of these suggestions
would require the allocation of substantially increased resources. Resource allocation issues
are currently being addressed in several ways, and we do not propose to deal with these
issues further here.

Scotland may have a small population but we are a very diverse society and the best ways
to meet the needs of children and young people in Shetland may be very different from the
best ways in inner-city Glasgow. There can be no “one size fits all” solution for the whole of
our country. Nevertheless, some general recommendations for good practice flow from the
results of our work.
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Plugging the gaps
Several gaps were identified within both the health and social care services.

There are problems in accessing services in remote rural areas. While some of these
difficulties could be tackled by technical innovations such as teleconferencing, creative
solutions to service provision and more resources are required.

There is no consistency in managing the transition between child and adult services. For
some young people such as looked after children transition between services coincides
with a time of increased vulnerability as they have to negotiate the difficulties of
independent living. There should be a national policy on transition arrangements.

Some respondents experienced referral criteria as excluding the young people with
whom they work. A strategic multi-agency approach to referral criteria should be taken at
area or regional level to ensure that gaps in services do not exist (for example, service A
only sees “mild” cases, service B sees “severe” cases and no one sees the people falling in
between).

Some groups were less likely than others to have a consistent service throughout
Scotland. In particular, learning disabled children and looked after children in some parts
of Scotland had difficulties accessing specialist mental health services for children and
young people. There should be explicit provision for such vulnerable groups across all
areas.

Agencies should review together the arrangements they have made to ensure the
availability of appropriate services for those children and young people with the most
complex needs.

There are serious concerns at the lack of specialised therapeutic residential services for
particularly troubled young people. A more strategic approach to identifying need and
developing resources is required at national and regional level.

Working together effectively

Creative solutions need to be found to the problems in communication between
members of different professional cultures. The issues of dialogue and development
between organisations can, and should, be informed by ongoing research and
evaluation. Identification of the factors which enhance and sustain these relationships is
required, as is systematic work between professional bodies to address areas of particular
tension such as differing understandings of confidentiality.

Time spent in feedback to referring agencies by mental health specialists is time well

spent, if that feedback is appropriate. This approach should become standard practice
and should include clear advice on how to support children in their daily lives.
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Accountability to children, young people and families
* The participation of young people and their families should be a fundamental aspect of
both service planning and individual care plans.

e Further investigation is required to identify appropriate mechanisms by which agencies
can express their accountability to children, young people, their parents and carers.

Evaluation and dissemination of good practice

¢ |Innovative ways of sharing good ideas and putting them into practice need to be
explored. Possible mechanisms might include: a dedicated website; a directory of
services; and regular national conferences to bring service users and professionals
together.

* The service developments recommended here have arisen from the experiences and
views of a broad range of professionals. While each appears logical and sensible, they
may have unforeseen consequences. The process of developing new services requires
careful consideration of how evidence and experience gained elsewhere can be applied
in the new local context. There should be a commitment to evaluate all new service
developments rigorously.
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Having decided that surveying was the method of choice, the SNAP core group had to
identify whom to survey. The main issue in this respect was whether to survey whole
populations or (more or less) representative samples. A decision was taken to survey whole
populations, where this was feasible. The particular implications for each stage of the survey
will be discussed later.

There were two main phases in the survey, designed to complement each other. In the first
phase, the aim was to survey those who commissioned, organised and led initiatives and
services for children and young people. The aim here was to have a “view from the top
down” of what was happening. Therefore during Phase One:

e All NHS Boards in Scotland were asked, through their Directors of Public Health, to
describe their commissioning role and activities.

e All NHS Boards in Scotland were asked, through their health promotion unit managers,
to describe their approaches to promoting mental health for children and young people.

e All NHS Trusts in Scotland identified as providing a mental health or psychology service
for children and/or young people were approached; the clinician identified as leading
that service was asked to describe their activities.

¢ All Scotland's local authorities were approached and a senior figure responsible for
organising and/or delivering children's services was asked to describe their activities

¢ 39 voluntary sector organisations (listed in appendix B) were contacted® via their director
or chief executive and invited to describe their activities.

During Phase One, all relevant informants were contacted. In other words, whole
populations were surveyed. Reminders were issued as were invitations to discuss any
difficulties with completing the survey forms. The response rates are shown in table A1.

Respondents Number Sample Response rate (%)
Directors of Public
Health 12 12 50
Health promotion 15 15 100
unit managers
Leaders of NHS
CAMMUS 27 30 90
Social work 19 32 59
leaders
Voluntary sector 14 39 36
leaders

Table A1. Response rates in the Phase One survey

*The survey of voluntary sector leaders was conducted simultaneously with the Phase Two surveys.
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The Phase One data were elicited mainly as quantitative accounts of activities and
populations. The results of the Phase One questionnaires, with the exception of the
voluntary sector leaders, have already been reported.

The second phase of the survey was designed to elicit “views from the ground”. This was to
be achieved by surveying widely amongst those who worked closely with children and
young people. At an early stage in this discussion, the members of the core group began to
identify two distinct sets of concerns emerging — one was to characterise the circumstances
and practice of those with a specialist mental health or psychological role, the second was
to enrich the awareness and understanding of the kinds of “mental health related”
experiences of those who did not have that specific role.

The approach to sampling followed standard principles, but was governed by a primary
(pragmatic) concern: how can a small team with limited resources achieve wide penetration
with these questionnaires and achieve a good response rate? Therefore early attention
turned to identifying paths for distribution and collection of questionnaires.

Table A2 shows the groups identified for surveying:

INCLUDING EXCLUDING

Social workers
SOCIAL SERVICES Residential workers
Foster carers

Reporters to Children’s Panel

YOUTH JUSTICE Panel Chairs
Police
EDUCATION SECTOR Teachers Educational psychologists

(questionnaire B)

General practitioners
HEALTH SECTOR Health visitor CAMHS workers
Paediatricians (questionnaire B)

School nurses

Trained workforce, working :
VOLUNTARY SECTOR with children and young Trained mental health workers

people, or in mental health (questionnaire B)

Table A2. Groups identified for surveying

This amounted to some 12 groups in all. Balancing three considerations — keeping the total
amount of data collected manageable, achieving representative samples and a design
which could be implemented — the survey team adopted the initial aim of recruiting
between 250 and 300 respondents in each case.
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In almost every case the total population of the group was considerably in excess of this
number. Samples therefore had to be identified and recruited, using a variety of strategies.
These are described here, followed by a summary of the eventual sample sizes and
response rates.

Having identified the size of sample required in each category, the next task was to
determine the structure of the sample. We chose geographical “units”, with the local
authority serving as the “unit” for social services, youth justice and education, and the
health board serving as the “unit” for all health services.

In each instance, the sample from each “unit” reflected the size of that population, as a
proportion of that the total Scottish population. The formula:

Sample from area X + Total sample = Population of area X + Total population

The single exception to this approach to building samples was within education services,
where the sample was constructed in relation to the population of teachers in that
geographical “unit”, i.e.

Education sample from area Y + Total education sample = Numbers of teachers in area
Y + Numbers of teachers in Scotland

That figure was then rounded up to the nearest multiple of 5. This rounding up allowed us
to over-sample the smallest areas — such as the local authority of Clackmannan and the
health board areas of Orkney or Shetland — and also afforded easier to follow instructions,
an important consideration given the distribution arrangements which had to be made.

The social work sample was made up of child and family social workers, based in local
authority social services departments.

They were approached via the local authority contact identified in Phase One. Because the
Phase One response rate was just under 60%, contact was made to confirm that the access
arrangements were still suitable.

The structure of this sample was decided in close consultation with the Scottish Institute of
Residential Child Care. The overall number of respondents sought in each area was
determined in the same way as before, but that overall number was sub-divided to ensure
that a representative mix was achieved of the different kinds of workers: residential worker,
senior residential worker, unit manager, head of care, night worker.

It did not prove possible to access a representative sample of foster carers. Instead
questionnaire A was distributed through a voluntary support network for foster carers.

126 Only Connect



In practice it proved impossible to track the number of questionnaires distributed.
Completed responses were received from thirty-eight respondents and are included in the
analysis of questionnaire A.

With the help of the Association of Directors of Education in Scotland, approaches were
made to all 32 Directors of Education. They were invited to arrange the distribution of
questionnaires to their staff. The Directors of ‘Band 1’ local authorities received batches of
9 SNAP A questionnaires and one SNAP B questionnaire. ‘Band 2’ directors received 20,
‘Band 3’, 30 and ‘Band 4’, 40.

Fewer than 500 teachers
501 — 1000 teachers
1001 - 2000 teachers
More than 2000 (maximum: 4617)

Table A4. Local authority banding for education sample

The nine A questionnaires were distributed as follows: four to primary head teachers, one
each to a nursery head teacher, a secondary head teacher, a special school head teacher,
a guidance teacher and a teacher in a school for young people with emotional and
behavioural difficulties (EBD). The B questionnaire was sent to an educational psychologist
within the authority.

This pattern was designed in consultation with education colleagues to gather a breadth
of educational perspectives. The choice of which individual teachers to sample within
each authority was made by the education directorate, albeit informed by suggestions
about a representative sample. Consequently there is no way of characterising the sample,
beyond the kind of teacher and the local authority base. In other words, another
methodological “wrinkle”.

The anatomy of this sample meant that to achieve adequate “cell” sizes (> 60), the total
sample number has to be scaled up. Consequently the education sample for questionnaire
A was 603 — chosen to allow adequate sample size within each category.

A sample of 280 general practitioners was identified with the help of ISD, the Information
and Statistics Division of NHS Scotland. The numbers required from each area having been
established (Table A4), a random sample of GPs was then selected within each area.

The core group was not able to identify a nationally held list of health visitors. The decision
was made to ask half of the general practitioners who were being surveyed to pass a
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questionnaire on to a health visitor colleague. The decision to do this only in half of the
cases reflected a concern that additional requests such as this may deter response. We are
aware that one consequence of this approach is that we did not sample health visitors who are
not attached to general practices.

The core group was unsuccessful in its attempts to realise the aspiration of surveying all
paediatricians in Scotland. Copies of questionnaire A were, however, distributed to all 70
members on the mailing list of the Scottish Association for Community Child Health, which
represents doctors working in paediatrics and child health in the community

The absence of hospital paediatric staff is recognised as a gap in this survey which the core
group tried unsuccessfully to rectify.

The national database of school nursing services was used to identify a senior nurse in each area,
who was asked to distribute a specified number of questionnaires to a designated sample of
school nurses.

This survey was conducted shortly after the establishment of the Scottish Children’s Reporters
Administration. Contact with that new organisation led to an arrangement whereby, rather than
survey a sample of reporters in each local authority area, the Authority Reporter in each Local
Authority area was asked to complete a questionnaire A. Although there are 32 Local Authorities,
some Authority Reporters are responsible for more than one area. Accordingly two individuals
were surveyed twice, in relation to the experiences in different areas.

In each local authority area, Children’s Panel members have a Chair, who links with other Panel
Chairs across Scotland. The Chair of that national network distributed questionnaire A to the
Panel Chairs in each of the 32 LA areas.

Proposals to survey police officers were similarly difficult to bring to fruition. Five completed
questionnaires were returned, all from sergeants working in women and children's' units.

A range of 39 agencies involved with children and young people, mental health or both were
approached to participate in the survey (see Appendix B). All were voluntary, except one private
sector care organisation and one comprehensive NHS sexual health service. Letters were sent to
the Chief Executive, or equivalent, asking that they: arrange the completion of a Phase One type
questionnaire describing the agency; identify the number of staff working with children and
young people; distribute copies of questionnaire A to all or a proportion (according to size of
agency) of those who were not employed as mental health specialists; distribute copies of
questionnaire B to all of those employed as mental health specialists; report back what they had
done, as part of their own “Phase One” questionnaire. Fourteen out of 39 did so.
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As already indicated, this was the questionnaire designed for mental health and psychology
practitioners working with children and young people. Three main groups of such practitioners
were identified: education; health and the voluntary sector.

There were a number of practical difficulties in arriving at the best way to recruit a sample of
educational psychologists. On the advice of the Association of Directors of Education in
Scotland, the same formula was followed as was adopted for the rest of the education sample.
Therefore, each group of nine A questionnaires to be distributed by education authorities was
accompanied by one B questionnaire. The total number of B questionnaires distributed to local
authorities was 87. 28 were returned, a response rate of 32%. Given the distribution method, it
is not possible to identify the causes of attrition.

Phase One information suggested that the total NHS CAMHS workforce was in the region of
500. Given that concern about this particular sector was a significant factor leading to the
commissioning of the SNAP report, and the apparent feasibility, a decision was made to survey
that whole population.

At the time of the study, 12 of the 15 NHS Boards had local CAMHS. Where there was a service,
it was likely that this would be offered from more than one place, e.g. there may be a multi-
disciplinary service and a uni-disciplinary (clinical psychology) service, or there may be separate
services for children and young people. Accordingly, some 30 services were identified across
Scotland as offering some kind of dedicated mental health service for children and/or young
people.

The team wrote to the leaders of these 30 units, inviting them to participate in Phase Two and
inviting them to indicate how many questionnaires they would require to distribute them to all
members of professional staff.

Because of their involvement in delivering dedicated services, the core group knew of the
existence of those who work in the voluntary sector in an explicit psychology or mental health
role. The group was unable to establish how many there might be. The recruitment method
already described did not allow this figure to be established and therefore it is not possible
to report a response rate for this group.
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Aberdeen Foyer

Aberlour Child Care Trust

Barnardo’s

Big Step

Bridges Project

Capability Scotland

Care visions

Childline

Children Tst

10. Children in Scotland

11. Crew 2000

12. Dundee Young Women'’s Project

13. Edinburgh Youth SIP

14. Enable

15. Facilitate Scotland

16. Glasgow Women'’s Aid

17. Mental Health Foundation

18. NCH Action for Children

19. Notre Dame Centre

20. NSF Scotland

21. Penumbra

22. Quarrier’s

23. Renfrewshire Association of Mental Health
24. Richmond Fellowship

25. Saheliya

26. Sandyford Initiative

27. Scottish Council for Voluntary Organisations
28. Scottish Institute of Human Relations
29. Scottish Throughcare & Aftercare Forum
30. Sense

31. Shelter

32. Speakeasy

33. Stepfamily Scotland

34. Stonewall

35. The Corner

36. Who cares?

37. YoungMinds

38. Young People Speak Out

39. Youthlink
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