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Executive summary

We know from the literature that children and young people in the youth justice system are at
high risk of multiple health inequalities and poor life chances and as such are a key target group
for health services charged with narrowing the gap in outcomes between the highest and lowest
achieving children. Barriers to progress include higher than average:

Mental health vulnerabilities

Levels of learning disabilities

Levels of speech armbmmunication needs
Health inequalities

Rates of problematic drug and alcohol use

= =4 4 4 A

Research indicates that these young people are less likely to have their needs identified early in
primary care or school settings. We also know that their needs remain udeletified and
supported after entry into the Youth Justice System.

In 2007 the Department of Health commissioned the Centre to conduct a study of health care
provision in YOTs in England, and also to review mental health diversion work along the youth
justice pathway to contribute to our understanding of how these services might be better
developed to improve outcomes for young people and their families

Specifically, the Centre was asked to explore:

levels of mental and physical health care provisioW@irs

commissioning models for health and mental health provision

the extent to which health services and interventions offered matched documented need
access to health care interventions along the whole youth justice pathway.

= =4 =4 A

Methodology

Between Augus2007 and December 2008 visits were made to 20 Youth Offending Teams (YOTSs)
serving both rural and urban communities. Semi structured face to face interviews were

completed with 55 professionals including YOT health practitioners, YOT health service rmanager
YOT managers, commissioners, CAMHS service providers, substance misuse workers. In addition:

1 Telephone interviews were also completed with a further 10 YOT health
practitioners and with six adult mental health court liaison sites identified in a 2008
NACRO audit as delivering a mental health diversion service to tifigear olds.

! A separate review was commissioned to investigate models of drug and alcohol provision in
YOTs.
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1 A postal survey was sent to 13 YOTSs identified in Youth Justice Board returns
between 2007 and 2008 as having no health practitioner.
1 Visits were made to six adult court mahhealth teams and to 2 youth courts.

Finally desktop research was conducted to draw together the evidence base and rationale for
health input into YOTS, to review relevant learning points from YOT inspectorate reports and to
establish best practice praiples for the study.

Models of provision

We identified a wide range of different disciplines employed in YOT healthcare teams, and a wide
range of different models of provision. These included:

The lone health practitioner model
Practitioners tended tde locatedfull time in the YOT with low level linkage to local health teams
The foot igfoot out model

The health practitioner typically had a presengehe YOT team as well as gandtematic clinical
and operational links with a specific local hbakam.

The virtual locality health team model

Health workers are located in the YOT and also have strong operational and clinical links with a
specific health team outside the YOT; in addition they have developed systematic linkage,
networks and joint weking practices with broader health and mental healtbrkersin the local

area.

Outreach onsultative model

We found some examples oh autreachconsultative mental health model. Thige ofservice

not only provided direct services to very high riski@m to vulnerable young people in the region

or locality, it also provided supervision and clinical and telephone support to health workers in
YOTs, in custodial settings, in specialist CAMHS as well as others throughout an area or region.

The internal ©T health team

In someareas a team of health practitioners have been pulled together in a YOT. Often this type
of team has an internallpcated YOThealth manager.

The external YOT health eawp-shop
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Some YOTs had no health presence inthe YOT2bdzy 3 LIS2 LI SQa ySSRa 6SNB
being referred to an external resource specifically commissioned for vulnerable young people in
the area.

Each of these models demonstrated strengths and disadvantages. Health practitioners voiced the
greatest concars about the lone practitioner approach. Many workers described feeling
professionally isolated and facing persistent struggles with accessing mainstream and specialist
health and mental health provision for children and young people in contact with tfie lYéhe

health practitioners often ended up working directly with young people and did not always fulfil
the originally intended role of being a bridge to mainstream services. In teams with lone workers,
what was provided also tended to reflect the prasemal expertise of the worker in place; so, for
example, physical health workers tended to have built a service based on broad health screening
whilst mental health workers focused on mental health and emotional well being.

In determining the best modetommissioners and YOTSs should be aware of the range of different
YOT health commissioning models available and make decisions taking into account a needs
assessment of all vulnerable young people in the area, whether the YOT is in a rural or urban
setting, an audit of what other services (voluntary and statutory) are available in a locality and in
the region and any overlap in the focus of these services, the extent of difficulties faced in
accessing local specialist services, stakeholder consultatiotharel/idence base.

Barriers to effective provision

We found that most health and therapeutic support was focused at a very late stage in the youth
justice pathway usually at the point that a young person was placed on a supervision order (or
what has nowchanged to the duth RehabilitationOrder). Before this, in most instances standard
YOT ONSET or ASSET assessments were completed. We know from research that these tools
under identify health inequalities, emerging mental health difficulties (espew®idibn these

manifest as behavioural difficulties) and speech and communication needs if these are not
perceived by the practitioner as being directly linked to any risk of further offending. If left
unidentified and unaddressed at this point of arrest g#ageeds can remain unmet sometimes for
a number of years as young people raediirough the pre court systemompromising their life
chances and safety as well as sometimes undermining the safety and well being of local
communities.

We found that young people often face persistent problems accessing support from mainstream
specialist health and social care services. This appears due in large part to inflexible exclusion
criteria, failure to recogniseutiple and safeguarding needs, @mpoor design of services that are

not experienced by young people as accessible or engaging. These service design issues require
urgent attention by commissioners.

We found that many health practitioners were holding on to young people in silos in YO&g.
were often providing services without the back up of strategic support from local commissioners.
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Without clear pathways into a range of mainstream local services backed up by well developed
formal agreements, these workers struggled to get young pebpked up with the range of
provision best placed to meet their multiple needs.

There is a current gap in provision within the youth justice system for children and young people
with mild to moderate learning disabilities and a lack of clarity astether speech and
communication needs can realistically be met by local services. These issues require careful
consideration by local commissioners and regional leads.

There is under developed therapeutic provision for those with conduct problems aecyérg
personality disorders. For example, there was low awareness of the therapeutic significance of
early starting behavioural difficulties and scope for more consistent linkage between YOTs with
evidence based parenting and family therapy servicesippsrt the needs of these young people.

Children and young people in custody have the highest needs and are not presently receiving the
intensity of evidence based therapeutic support required to reduce reoffending risks and improve
their life chances ahtheir resettlement. There is a need for greater use at the point of release of
evidence based approaches such as Multi Systemic Therapy, Functional Family Therapy, Family
Integrated Transitions as well as those with promising signs of effectivenesaséemily

Intervention Projects and intensive wraparound services.

A wide variety of health and mental health assessment tools are currently being used in different
localities, across different agencies and even at different stages in the YJS pathway.

1 The Common Assessment Framework was not commonly used in YOTs during the currency
of this study.

1 Most YOTs used a common screening tool for mental health called the Short Questionnaire
Interview for Adolescents (SQIFA) but this did not screen for legudisabilities or speech
and communication needs.

1 Many YOT health practitioners used specialist assessment tools which were consistent with
what was being used in local mental health services to improve the chances of referral.
These specialist assessmenols often varied between regions and were embedded in
health trust practice and would be difficult to change.

A number of reviews by different governmergghrtments continue to try andationalize and
clarify the most pragmatic way forward to improvelistic and specialist screening and
assessment procedures for young people in the youth justice system.

Court psychiatric reports are commissioned in different ways, vary in quality, usefulness and cost,
FYR OFy KI @S NBO2YYSYy Rikinlvith ywhat issakalaDI& locRlIg. yhnQame | £ & |
areas, if a young person is on the CAMHS caseload, practitioners are expected to complete reports
for the court; in others only identified specialists feed into the court process.
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Health gains made in custodyeaoften compromised during the transition out to the community
and require more attention from commissioners at the point of resettlement and release.

There are gaps in mental health and learning disability services for young people aged between 16
and 18 years, and specifically services to support the transition from child to adult services.
Consideration should also be given to improving the design and delivery of adult mental health
and learning disability services to suit the needs of young adults tfEmsition point is an

important opportunity to intervene early with emerging mental health and health difficulties.

Learning points for improved commissioning

This study builds on the work of earlier audits and good practice guidance to highlight and
reinforce some essential elements of an effectively commissioned model to support the health
needs of young people at risk of offending and in contact with YOTs. These include:

Improve needs assessment

Completing an annual health needs assessment ofiievable young people in a local area
(including those in secure settings) as well as an afdfte full range of statutory and voluntary
services locally to review and to inform commissioning developments.

Placing a proactive and knowledgeable PCTaesgntative on the YOT management board to
highlight the therapeutic and health inequality neeafsyoungpeople in YOTS, to troubleshoot
service delivery problems, to support the development of care pathways and to feedback to local
and regional commissiers.

Intervene earlier

Efforts to address health and offending in the youth justice system need to build on a firm
foundation of nonstigmatising identification and intervention with children as early as possible,
using evidencdased parenting approachet® prevent multiple adverse outcomes and reduce
risks of reoffending.

| SIf KX OKAfRNBYQa olyR &a2YS | Rdz G0 &ASNIAOSa
NBalLR2yaAroAtAde FT2NI 0KSaS OKAf RNBY ittheRpathgagzy 3 L.
by linking families up with engaging, castective and proven family based interventions. This

care pathway should also highlight the importance of school staff in picking up emotional,
developmental and behavioural barrierstotheadhi§ YSy & 2 F OKAf RNBy Qa L2
providing clear pathways to accessible, timely and non stigmatising early family support.

Establish clear care pathways

As young people risk entry into the Youth Justice System, mainstream health, children and YOT
commissioners should build further on this early intervention care pathway. Commissioners
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should collaborate to outline clearly which services (a combination of YOT, mainstream and
voluntary services) are best placed to meet the range of multiple need=iexged by these
children and young people when they are on the fringes of early criminal activity right up until
their resettlement after custody.

The suite of care pathways for all stages of this journey should reflect the needs of the population
(induding the shape and type of services they prefer) and the evidence base for what works.
Pathways will need to include physical health problems, speech and communication needs, mental
health and behavioural difficulties as well as clarifying care pathfaaythose with mild to severe
learning disabilities.

The pathway should start with a thorough brehdsed health screen of all children and young
people at the point of arrestideally building on previous information available from contact with
mainstream servicesThis system should be established through collaboration between the police,
.hetcaz GKS t/¢ YR OKAfRNBYyQa aSNWAOSa | yR akK?z
other adverse outcomes earlyhe non stigmatising identification, #tis stage, of young people

who have a history of behavioural problems that start below the age of 10 should be a priority so
that resources can be targeted early to support improved outconfesing people should be

assisted at this early stage to accesainstream packages of support. Where there is a high risk

of re-offending and the young person continues through the youth justice system, any progress
made since arrest should be reported back to courts and to YOT teams and may inform decisions
later on Youth Rehabilitation Orders. This health screen should build on and enhance current
community health screening procedures and should be integrated with Common Assessment
Framework and Youth Justice screening.

Improve joint working between agencies

Fast tack arrangements for specialist assessment should be negotiated between YOT and health
FYR OKAf RNByQa O2YYAAaA2YSNEROD

Commissioners should ensure a troubleshooting procedure for problem solving difficulties with
accessing services, for example when youSpLJt S KI @S YdzZf GALIX S YSRA dzy
meet the thresholds or face challenges because of their age at crucial transition points.

Service Level Agreemen(SLAs3hould be established and reviewed with other mainstream
agencies who are also responsible for jointly supporting the needs of young people in the youth
justice system. Clarity is particularly required regarding the part played by mainstream services
and YOT in supporting resettlement after custody to ensure that young people have access to
intensive evidence based interventions promoting future life chances.

1 SLAs supporting YOT health practitioner work should include contingency plans to cover
gaps (in ezess of six weeks) in the availability of healthcare staff due to turnover and
absenteeism.
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1 When developing and mapping these care pathways and SLAs, commissioners and YOT
health practitioners should recognise the important part played by evidence based
parenting interventions when supporting children and young people to make changes to
long standing behavioural difficulties. Other important approaches are those which
ddzLJLI2 NI OKlFy3aSa Ay GKS @2dzy3d LISNBR2YyQa NBf |
part of their day to day experience (schools, accommodation, family, friends, employment
etc)
1 Service Levels Agreements should have a clear agreed framework and process for all
parties to measure improved outcomes for young people with behavioural, headth an
mental health needs in contact with the Youth Justice System.

Involve and engage widely

The care pathway will need to emphasise the importance of all those working in the YJS (e.g.
police, police custody healthcare teams Appropriate Adults, CPSmtoeasing their vigilance for
indicators for poor outcomes right at the point of entry into the YJS.

The work on developing care pathways for those in contact with the youth justice system should
be actively shaped by children and young people wipegience of the Youth Justice System

YOT health teams should also be expected systematically to track their rates of engagement with
BME groups and compare these with the minority ethnic profile of YOT caseloads, to ensure equity
and accessibility ofrpvision. Commissioners and providers should make contact with BME
community development workers for mental health to support the development of culturally
competent services.

Speed up psychiatric report delivery

90K2AYy3d (KS TFAY RA ftdhere &8 nepdfoidRrevieMdf Ré v iRwhiciNS LJ2
psychiatric reports are commissioned and ordered, with a particular focus on Youth Courts. YOT
Health workers should provide systematic feedback to courts on lower level health issues (see, for
example the adult South West Court Report Pilot) and could be better used to advise and co
ordinate input when psychiatric or psychological assessments are required

A checklist of the key health activities and functions required to meet the needs of young people
across the entire youth justice pathway has been drafted as part of this study for use bgridcal
regionalcommissioners as a mapping tool and action plan to guide service design and
development.

Learning points for improved health provision
Health pragitioners working alone need support. As well as receiving operational management

within the YOT, health practitioners on their own in YOTs need good quality systematic
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operational and clinical linksith adesignated mainstream health or mental health negideally
with a similar focus on vulnerable young people). This will mean attending these teams on a
regular basis for training, clinical supervision, and team development opportunities.

YOT health practitioners need a clear set of care pathways wsttireck arrangements for

specialist assessment negotiated and clarified and a procedure for troubleshooting if children and
young people are bounced back from specialist services and risk falling between the cracks of
services. This will be even more ionfant when workers are functioning alone in YOTS.

Some YOT physical health practitioners, especially in urban areas, benefit from creating local
networks or virtual teams with other practitioners such as Looked After Children nurses
Safeguardingurses ad school nurses. Some practitioners in rural areas have created virtual
teams linking up with specialist mental health teams for vulnerable young people or with forensic
services.

All health practitioners in YOTs benefit from having access to pragamakicutreachingexpert
consultation from a range of specialists (but particularly those with knowledge of health inequality
work, sexually harmful behaviours, paediatrics, forensic mental helattbiked After Children,
dependent substancase,speech and laguage problems, learning disabilities, etc) to support the
multiple and sometimes complex needs of young people in the YJS. For example, in some local
areas systematic consultation offered by specialists had extended the skills and professional
developmentof YOT health practitioners, YOT case workers and CAMH workers. In this way
specialist services were able to spread resources further and facilitate effective therapeutic
outreach work by frontline workers to young people in contact with YOTSs. It meahgdhng

people do not have to be referred and passed on to specialists and meet new workers, particularly
in circumstances where they are nervous of accessing mental health services. There were
examples of consultative approaches working in both urbanraral settings. One consultative
approach was commissioned on a regional basis to make the service more cost effective. Where
these consultative services had been regionally commissioned it also appeared to improve the
consistency of what was being prded from YOT to YOT and, in some cases, between secure
settings and YOTs.

When health teams are located outside the YOT, there is still a need for staff providing this health
service to make regular systematic visits to the YOT to consult with YOT caagarsaor health
practitioners and to talk through problems with accessing services and meeting need.

Where YOTs have an integrated health team (including physical health, mental health, speech and
language workers, substance misuse workers etc) commidionthe YOT itself, it is still

important for workers to forge systematic links with the broad range of voluntary and statutory
services outside the organisation to ensure that YOTs do not become isolated from mainstream
services. The importance of uakary sectorprovision for young peopleith a range of

vulnerabilities but particularly thos&ho are nervous of mental health services or who have mild

to moderate leanings disabilities has been highlighted during the course of this audit.
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When young pople have been receiving specialist care in secure settings, access to community
based specialist CAMHS or transition services should be fast tracked with immediate contact
guaranteed on release. The Care Programme Approach, which aims to improve cooncimal
continuity of services for those with high mental health support needs, should be used in all such
casesCommunity CAMHKervices should adopt an assertive outreagproach to maximise
engagement backed up by lone worker policies to support duiffice work.
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Introduction

In 2007 the Department of Healttommissionedsansbury Centre for Mental Healifthe previous
name of Centre for Mental Healtl) conductstudyof healthcareprovision inYouth Offending
Teams YOT}¥in Englandandalsoto reviewmental health diversion worklangthe youth justice
pathway.

Soecifically we were asked to explore
1 levels othealth careprovisionin YOTs
1 type ofhealthservices and interventionsffered and any unmet needs
1 access to health canaterventions along the youth justice pathway

The youth justice system

The youth justice system differs from the adult criminal justice system to reflect the fact that
children have a different level of mental capacity, experience, maturity and different
developmental needs (Sentencing Guidelines Council, 2088)legislation reflects these
differences between child and adult offenders and also recognises the different responsibilities
and duties that society and services have to children.

The legislation isharacterisedy a preventative focus, and an explicit concern for the child or
@2dzy3 LISNB2YyQa 6SEFINB® {SOGA2Y o1 2F GKS / NA
aim of the youth justice system to prevent offending by at@fdand young people e8tion 44 of

GKS / KAfRNBY IyR , 2dzy3 tSNE2ya ! O mpoo YI{Sa
in dealing with a child or young person who is brought before it, either as an offender or otherwise,

shall have regard to thwelfare of the child or young person, and shall in a proper case take steps for
removing him from undesirable surroundings, and for securing that proper provision is made for his
SRdzOl GA2Y I y R atoNk senfehging &ygoung affgrdér is@de®d to be aware of the
NIFy3aS 2F AYIUSNYylraAaAzylt O2y@SydAaiz2ya GKFG SYLKI
young people while ensuring that they are held responsible for their actions and, where possible,
take part in making reparationsifohe damage they have caused.

Nationally, the youth justice system is overseen by the Youth Justice Board (YJB). Locally, the

Youth Offending Service (YOS) within each local authority is responsible for delivering the youth
justice system. Youth Offendirggrvices work preventatively with young people at risk of

offending as well as those who have been arrested and dealt with formally through cautioning or

in court. Every YOS includes a numbeYOfTsind Youth Inclusion and Support Panels (YISPs),
depending on the size of its population. YOTs are the main vehicle for work with children and

young people who have offended or who are considered at risk of offending. YOTSs bring together

I N} y3aS 27F | 3Sy OA S-dtopa KR LIRA & Sk N lawkigchide ¥ fiza i ZWB Y S
representatives from the police, Probation Service, social services, health, education, drugs and
alcohol services and housing officers.
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In England any child over the age of ten can be arrested and charged with a criminal offence. However,
YOTs can work more informally with children from age eight, to prevent future offending. After age 10,
@2dzy3 LIS2LIX S INB AyAdGAlLftfte RAGSNISR T MR NE
disposals. If they continue to offend they must aitklocal Referral Order Panels (made up of lay
representatives) or, for more persistent or serious offences, they appear before specially trained
magistrates in the Youth Court. If their offence is very serious they can appear before the Crown Court.
At the age of 18, young people move into the adult criminal justice system.

The sentencing Guidelines Council states that courts, in keeping with their duty to consider the welfare
of the child,must have full awareness of angformation on the whole range afeeds affecting young
people who offend, including those related to mental health, learning disabilities, vulnerability, and
experiences of loss and abuggentencing Guidelines Council, 2009).

Methodology

Wevisited 20 YOT health teams/workers in the perfaggust 2007 toDecember 2008and
conducted 5%emi-structured nterviews(see topic guide iappendix)with YOThealth
practitionersand healthor YOT team manager&ightcommissioners with responsibility fMOT
health workerswere also interviewed

In addition, apostal survey was sent tt3 YOT¢hat had previously been identifieith Youth
Justice Board returns between 2007 and 2008 as havirigealth practitioner to investigate
thesereportedgaps in provisionlelephone calls were made eight of these teams to follow up
their responses.

Telephone interviews were alsmnductedwith:

1 afurther10YOT health practitioners to establish to what extent tisggtematically
provided input at the preventiofearly interventionstage(point of arrest, precourt etc)

7 sixadult criminal justice and diversion and liaison sitemntified in a 2000NACRQ@udit as
delivering adiversionservice to undefl8 year olds

YOTs were initially selected on the basis of geographical location to ensure a regional spread.
Attempts were also made to include YOTs serving urban and rural communities. Where different
models of commissioning or diversion were identified by practéisras the project progressed,
these were also visited.

Thestudy team visitedig further adult criminal justice liaison and diversion sigesl two youth
courtsto get a clearer understanding bbw these worked and the implicatiofsr the health and
well-beingof their clients

Desktop research was conducted to draw together the evidence base and rationale for health
input into YOTS, to review relevant learning points from YOT inspectorate reports and to establish
best practice principles for the styd
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The study team liaised with and drew on two similar studies: a parallel NACRO stadged$ of
health provision inVales(unpublished to datganda studyby the Care Services Improvement
Partnership (CSIRNdthe Health and Social Care Advisorywier HASCASooking at health
input into YOTsacross.ondon(CSIR HASCAS, 2008)

The study looked only at models of health and mental health provision in ¥@iksnot include
substance misuse woKkvhich was the subject of a parallel investigation by Erepartmentof
Health) although this was often interlinked with health work and was included in so far as YOT
health practitioners were often part of a broader overall approach to meeting the phelkiealth
needs of young people in the YOT.
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Evidence base and rationale

Health and mental health needs

Epidemiological findings have indicated a high prevalence of complex and persistent mental health
and sociatareneeds among children and youpgoplein contact with theyouth justice system.

An estimated onehird of these children and young peogi@ave mental health neexi whichare
often undiagnosed and untreateHarrington & Bailey, 200&azel et al, 20080ne study (Lader
et al, 2000)found that eight in ten young people agedc¢® years in custody hadore than one
mental health neednd almost all met the criteria fa diagnosis gbersonality disorder.

Significantly higher levels of unmet need are found amangng offenders in theommunitythan
amongthose in secure care, particulamyith regard toeducation peer and family relationships
and risky behavioufChitsabesan et a22006).Femaleyoungoffendersgenerally hae higher rates
of anxietyand depressiomand post traumatic stress disorders particular(Chitsabesaet al,

2006). This same study also found higher rates of gestimatic stress disorder among young
people from black and minority ethnic group&ung nales tend to have higher levels of conduct
disorder Fazel et al, 2008

One in five young people in community and custodial settingstthe criteria for a learning
disability(Chitsabesa®et al,2006) Sudies of young people in secure settin@yan Freer&
Furlong 2007)suggesthat approxmately 60% havsignificantspeech, language and
communication needdVithout additional support,heseyoung people are at high risk of
educational undesattainment Low educational achievemeint schoolisitselfa risk factor for a
range of poor outcomem adulthood including offendingpehaviour mental health problems and
alcohol and drug misug&’outh Justice Board, 20

A body of research attests to the continued vulnerability of young offendeasrtnge of other

health inequalitiesnto adultlife, including higher incidence physical and mental ill health,
sexuallytransmitted diseasginjuries, and early pregnancy in fema(8ardone et 311998 Dolan

et al, 1999 Ritakallio et al, 2005Childrenand young people within the criminal justice system

also havereryhigh rates of tobaccase anddrug and alcohol dependence (Bardone et18I98;
GalahadsSMS Ltd2004, 2009) anddual diagnosis (emorbid substance and mental health

difficulties (Galahad SMS Ltd, 20Q7hich are linkedo significant health problems and

attendant costdn adulthood Macdonald(2006) found that many of these young people shared
characteristics with other vulnerablgroups such a®bked after and homelesgpung peoplelUse

of secondary health care services is high among this group, but use of primary healthcare service
low. One study found that almost half the young people attending one YOT had no contact with a
GP in the previous yeé#®tallard et 312003). Young BME people particular ardess likely taseek

help fromprimary healthcareservices for mental health problems and as a result are more likely

to be admitted to secondary care services in ciisialek,2004).
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A range of other socieconomic &ctors are also associated with offending and risk of mental
health problems among young offenders. These inclualeptal criminality and drug analcohol
abuse family conflict and breakdown, harsh or inconsistent parenting, secanmomic
disadvantage iad traumatic experiences, such as abuse, neglect or abandonment, resulting in
attachment difficulties Fergusson, Horwood, & Lynskey, 199#ith & Thornbury, 1995
Haapasalo & Hamalainen, 1996

Mental health needs and offending

Therelationship between mental health difficulties and offending is comylata emerging from
longitudinal studies suggest that young people with conduct disorder before the age of 11 may be
up to 70 times more likely to serve a custodial senteimcadultlife and are more likely to be

involved in violent criméFergusson, Horwood & Ridder, 200&)d more at risk of other, multiple
adverse outcomes. These include mental iliness, suicide, substance misuse, homelessness,
hospitalisation and premature deathnd high school droput rates, longterm unemployment

and financial difficultiegScott, 2008).

However, only around half of young people meeting the criteria for this diagnosis as children will
in fact go on to offend and, if evidend®msed parenting iterventions are provided as early as
possible, there is the greatest chance of avoiding this range of negative outcomes for these
children(Sainsbury Centre for Mental Health, 2009a)

In the case of other mental health difficulties, the associations witbnding are much less clear
cut. For example, a young person could be acting out as a result of underlying depression, or
depression could result from involvement in criminal behaviour. It would be wrong, therefore,
simplistically to assume that addresgimental health issues will necessarily influence offending
levels. There is little evidence on the impact of poor physical health as a risk factor for offending.

That said, all services involved with children are required to promote the health anthe@ed of
all young peopléHM Government2004) Health and mental health inequalities and needs should
be a focus for intervention, regardless of the likelihood of changing offending behaviour.

The case for early intervention

Up until 2007the numbersof young people entering the youth justice system in England and
Wales consistentlyose(Departmentfor Children, Schools and Families, 20@8pngsidethis

trend wasa growingawareness of the multiple challenges faced by many of those entering the
sysem. There was evidence of undatentification ofmental healthneedsboth in YOTs and in
custody(Harrington& Bailey 2006) Thee has been a simildailure to identify and address
learning disabilitiegPrison Reform Trust, 2009 speech and languageoblems(Bryan, Free&
Furlong 2007)andhealthcareneeds(Macdonald, 2006)
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Mental health problems and emotional distress ofternifestdifferently in younger age groups
(Department of Health, 20@f. They maynanifestas behavioural problems, selestructive or
high-riskbehaviour orsocialwithdrawal, which mask theinderlying problems. Mental health
needs can benisinterpretedas bad behaviour, atismissed as normal adolesceatting out

Thereis now stong evidence that, instead @faiting unil mental health difficulties reach the

point of crisisthose working with yang people should focus on the knowisk factors for poor
mental health and concentrate on promoting resilience in children and young people to prevent
mentalill health and otter adverse outcomes.

Longitudinal studies aveconsistently highlighted the importance of intervening early with young
people at risk tgprevententrenched multiple adverse outcomes, including poor mental health,
suicide, substance misuse, unemploymeagnage pregnancy and offendii@hampionGoodall

& Rutter,1995; Farrington1994;Kazdin1990; Loebe& Hay 1997; Moffitet al, 1996;Rultter,

1996, Scott, 2008 Most mental health problems in adults first become apparent during
adolescencéDepartment of Health, 2009a)With some specific illnesses, such as psychosis and
depressionan emerging evidence base shows tkhatly intervention can reduce the impact of the
disorder, improve quality of life and outcomes, and reduce use of costly hospiehcdue long
term (Marshall & Rathbone2006 Harrington & Clark, 1998)

There is now strong evidence that theost effective way to reduckoth crime and poor
outcomes for childremsto work with families whose children are at the highest rigkthe earliest
point possible particularlywhere childrenare showingearlysigns of behavioural problems
(FergussonHorwood & Ridder2005) Poor parenting and family dysfuncti@xplainsup to 3Qg
40% of problematic behaviour in children (PattersbDeBarysh& Ramsey1989), indicating a
need tofocus predominantly on strengthening parenting skisott, 2008andon buildingthe
OKA f RQa (AlN&steih & Rangr®DE3) Parenting interventions offer the best chance of
change at this edy stagewith consequent reductions iarime andmultiple adverse outcomes
and improved life chancesstheseyoung people matur¢Sainsbury Centre for Mental Health,
200%).

Children with special educational needs and disabilities are over nine times more likely to be
permanently excluded from school than the rest of the school populgfi@partmentfor
Children, Schools and Families, 20@nd there is aestablished link between school exclusion
and criminal behavioufGraham & Bowling, 1993y entification ofspeech, language and
communication needs and learning disabilities and difficulties at this early stagsave
significantlater costsby avoiding the range of poor outcomassociated with academic under
achievement.

Early intervention and diversion in the youth justice system

There will always be some children whonot respond to very early intervention or wistip
through the net and endp in the youth justice systenmternational law states that entry into the
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youth justice system should be a last resort and that custody shoulcgé@ only in the minority
of cases:

GDAGSY GKS FIF OO0 (KIFIG GKS YlI22NRGe 2F OKAER
measures involving removal from criminal/juvenile jusficocessing and referral to

alternative (social) service®(diversion) should be a wadktablished practice that can and
aK2dzZ R 0S dza S(BNChnyentioritiie RiQhitso&he @lild, 2007)

There has been increasing concern and interest in the UK in finding alternatives to custody. This
has been prompted in part by risiffigst time entryfigures partly attributed to police targetghat
incentivisedprocessing as many peoglerough the sysem as possible) that place the UK
potentially inbreach of international lawThere has also beengagowingawareness of the high

levels of vulnerability of those entering the youth justice systsaggestinghat some of these

young people should be dived along a different routéOsgood Weichselbaum1984)to

receive help as early as possible witiental health and other vulnerabilities and safeguard

their wellbeing

Diversion offeran alternative to youth custodykowyra(National Cerdr for Mental Health and
Juvenile Justice, 20086resses that ideally diversion:

oX &ould occur at the earliest stages of juvenile justice processing, to refer a youth to
necessary services and prevent further involvement in the system. However, diversion
mechansms can be instituted at later stages of justice processing, to prevent further
penetration into the system and costly eafthome placements.

BEvidence forthe effectiveness of diversian improving outcomes for young people wittental
health and othewulnerabilitiesis equivocal There are few methodolgcally robust studies, and
nonecomparing the outcomesf diversion athe manydifferent stagest which it can be used
along the youth justice pathwayloweverwhat evidence there is does indicateat diversioncan
reducethe risk of reoffending, promote a range of other positive outcomes and save agstssa
range of public servicgSainsbury Centre, 2009b)

There is promising evidence to support the use of restorative juascan alternatie to
prosecution, but onlyhereit involves direct reparation (face to face contacs)well
implemented andswell targeted (ShermanStrang & NewburBirch,2008) Restorative justice
can reduce reoffending and promote accountability for offendemyd is popular with those
involved in the processt also offersan opportunity to motivate young people to engage of re
engage with treatmen{ShermanStrang& NewburyBirch,2008) but support needs to be
accessible and available.

[ 2 NR . NIeRbf peogaawitiNdeial health and learning disabilitieshe criminal justice

system(Department of Health, 20@9 and the Healthy Children, Safer Communisaategy
(Department of Health, 20@9 both emphasis the importance of identifyingulnerablechildren
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and young people at the earliest possible stage. Lord Brexiey N&Bs@ dn8edlineshe
AYLRZNIGFYOS 2F O2YYA&daAz2ySNB GF1Ay3a OKAf RNBYy |
expanding the criminal justice liaisaamd diversion teamthat pick up mental health and other
vulnerabilities along the criminal justice pathway.

Key messages from international research are, therefore, that:

1 we need a youth justice system that actively works to improve the life chances of young
people with lover level offending by means of diversion and restorative justice, so that
custody is used only as a last resort

1 the ideal system intervenes at the earliest possible opportunity along the youth justice
pathwayto identify and to support young people witheantal health and other complex
needs.

(0p))
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be seen to directly relate to the offending behaviour that has led to the communit
a Sy i S(ealhehie Commission&NJ al 2SaieQa LyalLlSOG2NI 2F t |

Healthcare provision in YOTs

Health practitionersvere introduced into YOTs from 2000 onwartbgetherwith a range of
workers from other agenciess a result othe Crime and Disorder Act 199Bvery Childatters,
the LINE @A 2 dza  IcPogsGeNdytnehityl pragéamme to improve outcomés all children
and young peopléHM Government, 209, requires allservices working with childreand young
people to promote their health and wellieing and lifechances. his focus orensuring alchildren
are given the help they need to achieve their potenéiati on narrowingthe gap between those
children achieving the best and the worst outcomes has been reinforcedenesof subsequent
reviews andpolicydocuments(Department of Health & Department for Children, Schools and
Families, 200Department of Health, 20G® Departmentfor Children, Schools and Famili&she
Department of Health, 2009)

IN2006G KS | SI £ G4KOI NS [/ 2YY kngpécloraty of PrgbRiotR08ayduad: 2 Sa i & ¢
that the health practitioner role had’ R NA F { Sl&Iat guitasz® atiih2 point of
implementation

GThe Governme@ intended role for healthcare workers in YOTs is that they would ensure

that childrenandyoung people who offend had access to healthcare services. However, we
found that a majority of healthcare workers spent most of their time providing services
themselve® @Healthcare Commissidal SNJ al 2Sa e Qa Ly alLlSod2 NI G S
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As aresult, the type and level of health care providedYOTs wamconsistent andin some YOTs
there was no healthcare provisiat all

A followrup reviewin 2009(Healthcare Commission &S NJ al 2Said e Qa Ly alLlSOoid2N
2009)noted continuing gaps angnderinvestment in health provisiom YOTSsIt also noted a

drop in average overall spending by primary care trusts on these health practiti@itrsughit

aK2dzZ R 0SS y2GSR GKI{ (K SfoundhaiaXegwof h@miremrowatived f | S
models of YOT health provision hiadfactbeenrecordedin official recordsas vacant healthcare

postsby mistake)

Ourstudywas commissioned to builoh the work bothof the Healthcare Commissi@nd Her

al 2SaG@Qa Ly aLlS anie g NASR@A prachc® guld fdrim2nfal health
workers in YOTR007).
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Findings

Models of health provision in YOTs

The findings from this studgchothoseof other investigations into the role of théOThealth

practitioner (CSIP & HASCARB08 Healthcare Commissio Her Majesi @ Q& Ly a4 LISOG 2 NI
Probation, 2009in that we found considerable variation in how health services were being

delivered inYOTsThe type and range of services offered tended to depemdhe professional

background and experience of the work&he range of professional backgrourdghin the

teams thatwere visited during th study is set out in table I'he majorityof those interviewed

were mental healthnurses Thesecondmost comnon professionadlisciplinewasclinical

psycholog, followed byhealth visitng. No nationalstatisticswere availableat the time of this

studyon the professionabackgrounds o&ll YOT healthwvorkers although by the end ahe study

periodthe North West regional office asattempting to complete a national audit.

Table 1: Range of professional backgrounds in health teams visited in YOTs

Number

Registerednental healthnurse$ (RMN) 18

Communitypsychiatric mrses (CPN) 2

a1
w

Healthvisitors or other nurse

School nurse background

Clinicalpsychologists

Speech and language therapist

Art therapist

Learning disability nurse

Forensic nursing background

Social worker (with mental health experience or learnthggability background)

Counsellowith triple P parenting background

Psychiatrist

Learning disabilitiepsychologist

CAMHS manager

Nl W | W | | W N N W o N

DSYSNIf 2NJ OKAf RNByQa ydzN&ES

% Including one CAMHS link worker
3 Two health visitors had additional forensic and mental health training.
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Health team manger

CAMHS liaison/lingost

Dual diagnosis workdone voluntary sector)

Art therapist

Housing officer

Parenting workeffamily therapist

Substance misuse

Nl B N P N N N -

Applied/assistant psychologist

~
N

Total

The audit identifiedsixmain modes of service delivery
the lone health practitionemodel

the foot incfoot out model

the virtual locality healtheam model

the outreach consultativenodel

the internalYOT health team

the externalYOT health onstop-shop

=4 =4 4 4 A 2

Some YOT health teams adegta combinationof approachesbut most fell intoone or other of
these categories.

Some YQOdhadno healthprovisionat all. Thereasondor this are exploredater.
The lone health practitioner model

SomeYOTdhad recruiteda single healtlpractitioner within aone-stop-shop YOT mulki

disciplinary team. Most of these lone workers had a mental health background and were seconded
through arrangements witthe local Child and Adolescent Mental Health ServiC#gMH$ Those

with ageneralhealth background had beeseconded through arraregnents with thelocal

primary care trustSome workers had links back into their seconding organisation for clinical
supervision; others did not.

Advantages

We found that the health practitioner role generally attracted energetic workers, who were often
WSNNASNI £t A1SQ Ay GKSANI STFF2NIia G2 Sy3ar3asS | yR
behalf. Echoing the findings of the recent papndon study into the YOT health practitioner role

(CSIP & HASCAS, 2008), these YOTSs health practitioners halwadety and creativity of their

role and gained great professional satisfaction from working with these young people who,

although challenging angresenting with high levels of negdere rewarding.
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It was clear that these workers were an importanceaerce: YOT case workers evidently valued
having them on site. We witnessed YOT caseworkers on a number of occasions and in different
sites seeking ad hoc advice about health issues in relation to young people on their caseloads.

Disadvantages
However,we also identified a number of disadvantages specific to this model

1 highprofessional and cultural isolation

 either anarrow focust A YA G SR 0@ (pkofessibddiraidifigiofiakehdeim &
WNHzy NJ 3 3SR all thienekds ¢f the oy pesBei@rred to them Some
workers described a risk of burnobecause of the breadth of need they were trying to
meet and tte frustration of constantly having to negotiabarriers to get young people the
specialist help they needed from mainstre&@@AMHS

1 where workers had a mental health backgrouptysical health needs were being
overlooked in some caseasndopportunitieswere missed todentify and address health
inequalities

1 alack of clinicadupervisionrand profess

{1 sional development

1 poorlinks into lacal mainstream mental healtiind health servicesndlack of influence
andstrategic authorityWe found thatYOT manage@sndworkershad a poor
understanding of hovstrategicallyto achieve changa health service provision

1 arisk of beinglrawn into core YOT work and dutj@sddifficulties in challenging thidrift
without management backing.

Foot incfoot out model

This modehgainusually involved a singf@ractitioner but, to address the risk of clinical isolation,
commissioners had found ways of embeddihg rolestructurally in local health and mental

health servicesaswellasin Y®Tsa 2 (G KS@& KI R | Thi¥Rad BeénQlonkiyia 6 2 i K C
number of ways

In someteams, lone healthpractitioners, or sometimes twomaintained links with their seconding

teams and with broader CAMHS developmental issues thrthigh? ¥ 2 &Fi2 2A0y’ 2 dzi Q | LILIN.
For example, in Newcastle two consultant clinjgsyychologists jolsharedthe YOThealth

practitioner role, spending half thieweek n the YO&Nd the other halin the specialist CAMHS

team. Health practitiones talked positively about this arrangementhich theysaid reduced the

risk ofburn outtand maintained connectionsdih with the YOTand with their CAMHS teas,
therebyfacilitating professional developmeand access t&€ AMHSor young people. The

describedthe benefits ofhavingan establishedredibilitywith the CAMH$eam, which meant

that colleaguegrusted their judgmentaboutreferrals. They alsdighlightedthe advantages of
understandingCAMHSeferral processes and criteria.
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In another examplgn Stocktona YOTmentalhealth practitionerwas based in the YOS three days
per week undertaking asssments, delivering interventions and referring to other relevant
agencies if required. The other two working days were based in the local Child and Adolescent
Mental Health Service working with a variety of young people, including those open to the YOT.
This split site working ensured that the professional skills were maintained and updated. Stockton
YOT health practitioners and case workers also had regular contactffornsic child and
adolescent matal healthpractitioner whocompleted outreactwork into the local YO;working

with the young people angrovidingtraining, liaison and consultancy

In Northamptonshire, two YOfealth practitioners were based incaiminal justice liaison and
diversion (CJLD) teanvjth a number ofother healthworkers These included cmmunity
psychiatric nursewho assesse@dults with mental health difficultieappearing ircourt, a
resettlementhealth workerwith responsibility for all those returning to the area from custpdy
andtwo mental health link wdkers working with vulnerable adults and occasionally with children
who were subjectto anti-social behaviour order3.hese workersvere based on the sanmmorridor
as thelearning disability services and specialist CAMtchfacilitatedaccess to consultation,
advice and fast track assessmentsiises The YOT health practitionengere supervisedy the
team leader of theCJLD tearand haddevelopeda systemwhereby theCJLD workensromoted
the role and availabilitypf the YOThealth practitioner to the courts and the polioghen they
contacted the team witltoncerns abouthe mental health offoung peoplén their custody

Othermodelsof foot in¢foot out approachesncludeda health practitionerin Leeds whavas
working halfthe weekas part of a virtual locality YQikalth team @rawing together all the lone
health workesbased in the area offices lreeds)and the other half in a local secure unit as part
of the CAMHS inreach and healthcare team. In her viewfdbisin and out of the secure unit
improvedcontinuity of careand transfer of informatiorfior some of theyoungmenreleasel to

her catchment aeaas it meantshe hadalready established trust and a rappavith themin
custody.

Advantages
Interviewees reported aumberof advantageso the foot ingfoot out model

1 Workersfelt that it waseasierto get referrals acceptetlecausethey had established good
relationships and networks with CAMH®ey felt this wapartly because they understood
the referral criteriabut also becaus€ AMHStaff trusted their judgmentlt also meant
that theywere able to sekconsultation and get ft track assessmentia crises

1 Health practitioners felt that they werkept up-to-date with changes in clinical practice
andgovernance

1 Health practitionerdelt that they could access trainiragnd professional development and
maintain a critical perspective dhe practices in the Y@Tand on their own contribution
to this work
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1 In the case of th&ewcastlgobshare post, thavorkers welcomedhe case mixf young
people fromthe YOT and from CAMHEheYO'E referralscould be very challenginthe
CAMHS cases were generally mstraightforward and soprovided a welcome contrast to
the complexities of the YOTs cases

Disadvantages

No particulardisadvantagsto this modelwere raised by practitionersHowever manyof those
G2NJAYy3 Ay GKAEA WF220 Ay>S F220 2dz20Q o6l &3 $SNB
practitioner, whathealth services wereffered could be lsaped by their professional background

rather thanprovision always reflectintipe broader health inequalities faced by young people in

YOTs. Many workers had, however, benefitted from the expertise of regionatalexperts who

had extended their prate in areas such as speech and communication problems or forensic

health.

The virtual locality healthteam

The virtual localityhealth teammode wassimilar to the foot igfoot out model butthe workers
tended to have more robusind extensivenetworksoutside the YOIFor example, links had been
made with a range of health and mental health practitioners who worked in mainst@amHS
and otherservicessupportingyoung people with similar risk factors and neet@sey described
workingjointly with CAMH®n shared casedinking with workers outside the YQQ@ allocate

cases and to plan care pla@smdhavingmore robust links vth a broader range of services outside
the YOT. Thedeealth practitionergended to see themselves asving a sharedesponsibility

with healthworkersoutside the YOTor all vulnerable young people in their locality.

One health practitioner had established good relationships with the Early Interventsyichosis
services in the area, resulting in improved early identification spekdy joint assessmenf
young people in the YOIh one instance this collaboration had resulted in the EIP team
completing a court report within two weeks and recommendigackage of treatment and
assertive outreach supporthis recommendation was accepted by the court and the young man
had made good progress without reoffending.

Sheffield had developed a smaltommunity-based forensic adolescent teaimat was partly based

atthe local YOT premisds$ was led by a forensic child psychiatréstda forensic psychologist.

The forensic team split their work between the YOT (60%), ad08aD dzNBE OK A (RORNI y Q a
and young people ifocal authority car€20%).The team includel two YOThealth practitioners

who, because of the support availalftem their forensic colleagud®r more complex cases

were able to cover preventativenal pre-court work.Thiswas a rare example in our study af
preventativefocus.

You just get on and do it www.centreformentalhealth.org.uk 27




Bradord YOT had a teant bealth practitioners based with theiput also had good links and
shared working arrangements with CAMHS and health colleagues in the IoEaétyeammainly
comprisedschool nurses (one of whom was tteam co-ordinator) but also ncludeda general
nurse with experience of working in a secure umhis team had been set wgpecificallyto link
young people into mainstream servicest to meet their needs withithe YOT.

Fortnightly referral and allocation meetings weatsoheld with a local psychiatrise community
psychiatric nurse from CAMH®e named nurse for safeguarding childreandalocal substance
misuse specialist to consider referréds young people with mental health needsd to provide
advice The psychiatriswould also prepare some court reports.

The YOTteamwas alsgart of a virtual safeguarding health team in the atkat brought
togethernurses and health representatives focuson domestic violencgdooked after children
teenage pregnangyccidentand emergencydmissions andocial cardeams Thenamed
safeguarding nurstor childrenled this team and provided supervision to the YOT health
practitioners.Thesafeguarding healtteam also produced reports for commissioners and for the
local safegarding and YOT management board.

Every Child Matters targeting framework (HM Government, 2004)

Universal services work with all children and young people. They promote and support menta
health and psychological wédking through the environment thegreate and the relationships
they have with children and young people. They include early years providers and settings such
aschildminders and nurseries, schools, colleges, youth services and pheltis care
services such as GPs, midwives and headitovs.

Targeted services are engaged to work with children and young people who have specific
needsg for example, learning difficulties or disabilities, school attendance problems, family
difficulties, physical illness or behaviour difficulti®sisgroup of serviceglso include CAMHS
delivered to targeted groups of children, such as those in care.

Specialist services work with children and young people with complex, severe and/or persistent
needs, reflecting the needs rather than necessarilg$peO® I t A2 G Q a{Afta NBI dzA
needs. This includes CAMHS at Tiers 3 gadibugh there is overlap here as some Tier 3

ASNIAOSa O2dzZ R faz2 0SS AyOftdzRSR Ay (GKS Wil NBS
education, social care and youtififending that work with children and young people with the
highest levelsofneed¥F 2 NJ SEI YLIX S5 Ay LddzLJAf NBFSNNI f |dzy A G

homes, intensive foster care and other residential or secure settings.
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The CAMHS four-tier system

The Child and Adolescent Mental Health Services (CAMHS) four tier system provides a
d0NHzOG dzNBE F2NJ RSt AGSNAYy3I GKS RAFFSNByd f 9
mental health needs. The tier system is still in use but has beeer superseded by the Every
Chld Matters targeting framework.

Tier 1 ¢ Services provided by practitioners working in universal services éu@is, health
visitors, teachers and youth workers) who are not necessarily mental health specialists. The
offer general advice and treatment for less severe problems, promote mental health, aid eaf
identification of problems and refer to more specialist services.

Tier 2 ¢ Services provided by CAMHS specialists working in community and primary care
settings (sul as primary mental health workers, psychologists and paediatric clinics). They
offer consultation to families and other practitioners, outreach to identify severe/complex
needs, and assessments and training to practitioners at Tier 1 to support serliieryle

Tier 3 ¢ Specialist CAMH@wices,usually provided by a muidisciplinary team or service
working in a community mental health clinic, child psychiatry outpatssmvice or community
setting They ofer a specialised service for children ayaling peoplevith more severe,
complex and persistent disorders.

Tier 4 ¢ Specialist services for children and young people with the most semensal health
and behaviouraproblems. These include day units, highly specialised outpatient teams and
inpatient units, which usually serve more than one area.

y
ly

In Hackneyr OT stronglinks had been formedith the local Teenage HealtheBhonstration Site
(THDS)Wwhichworked withthe health practitionerdo support young people into local services
and address neesi

Advantages

YOT case workers ahéalth practitionerswere generally very positive about thige of model.
The advantages were described as:

1 afeeling of shared ownership efliinerable youngeoplewith other workersworking with
similarclient groupsIn Bradford thisshared ownership also seemed to hded to
improvedstrategic ceordinationof serviceswith workers able to see the links between
their areas ofwork and provide useful feedback need€o commissioners
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1 havingtwo virtual teams with strong links to other communhwalth provision for
vulnerable children and young people had helped young people ind&tesservices
outside the youth justiceystem reducingthe risk of getting stuck in silos

1 the Bradford model had helpetie health practitionersaccess gooduality supervision
peer supportand professional development

1 health practitioners received consultation, support and advice from spst#add forensic
CAMHS itwo of these modelswhich enhanced theskillsand confidencein working with
these young people

1 some covecould be provided byhe wider team during periods of annual leave

' in Sheffield, close links between the YOT, the psychiatrist and 86D dzZNS OKA f RNB y !
had helped with continuityf care when the young person returned to the local
community.

Disadvantages

Somelocalitiesreported gaps in provisionbutthis reflected aneed for improved commissioning
rather thanany drawbackto the model. For example, Bradford had limited availability of CAMHS
servicedor young people aged 188 years and no access to forensic mental health services or
consultation. No othespecificdisadvantages were associated with this modielvas generally
thought to be an improvemenon what hadpreviouslybeen provided within YOTSs.

Outreach@nsultative team model

In asmall number ofreas a model had been establishedorovidesupportin a rural area oon a
regional basis for health practitionens YO'S.

In Northumberland for example, lone health practitionersiaral YOTs worked closely wigmnd
received supervisiofrom aCAMHsoutreachteanz O £ £t SR G KS b 2 NI KdzYo SNI |
Service specificallicommissionedor vulnerable young peopléfter screeninggoung peopldor
general health and mental health needise health practitioner would check that young people
were registered with GPs. She would also deal with geteralth and sexudiealthneeds and
deliverlower threshold mental healtsupport (such as anger management sessions or brief
interventions). Tiose with multiple or complex needs were referredth@ CAMH®utreach team
for assessment and interventioWhen very specialist needs were identifigdr example,
managemenbf young people with sexually harmful behaviarother potentially high risk
behaviours, the health practitionerreferred the young persoto the community forensienental
healthteam in Newcastl®r to an Early Intervention NSPCC scheme for those with sexually
harmful behavioursln all cases, these higher tier services providedsultation andsometimes
worked jointly with the health practitioner.

You just get on and do it www.centreformentalhealth.org.uk 30




An engaging model for vulnerable young people in a rural community
b2NIKdzYo SNI I yR @2dzy3 LIS2L)X SQa aSNBAOS ob. |t {0

This teamhad been jointly commissioned from pooledcal Authority, Drug Action Team and
Primary Care Trustinding andcovered a rural aredt focused on the multiple needs of
vulnerable children and young peoplecluding Looked After Children, young people with
substance misuse difficulties and thos#h mental health difficulties at risk of offending. The
team consisteaf aclinical lead ¢ommunity psychiatric nurdeand two further full time
community psychiatric nursgdus part time admin supportAccess to the service was
guaranteed within 13 days. Referrals were not turned away, although some advice might be
2FTFSNBR (2 NBFSNNAYy3I [3ISyOASa lo2dzi £ GSNYI GA
approach had been agreed to minimise the chamaiegoung people and their families falling
into the gaps between services. The team saw young people at home, in parks, in coffee
shops, wherever they chose, and engagement was seen as the highest pfibetg.was an
emphasis on working with closelyttvifamilies and extendedarers andhe team very much
focused on the young person in the context of the systems around thi&team saw
approximately 109110 new cases per annum and worked very intensively with a small
number of the young people on thretaseloadThe service was based on the philosophy of a
holisticapproach to care. This involveat just individual therapeutic sessions with young
people but a comprehensive support framework for parents, carers, and other professionals
such as YOT helalworkers, teachers and other staff from the commissioning serviesy
offered phone consultation to all YOTSs in the area and also provided supervision for some YOT
health practitionersThe effectiveness of care is therefore founded on the establistirag
sound multiagency partnershipsStaff worked closely with CAMHS learning disability teams
locally and often completed joint working.

In Islington, the Youth Offending Service and targeted youth services in the borougrebandy

merged strategally. The former CAMHSOS team was unusual in this study in that it supported

the work of both targeted youth workers and voluntary sector preventative services in the area as
well as supporting those working in the YOT. The team included a clinicagsraa youth

counsellor, a trainee clinical psychologist, a family therapist clinical nurse therapist, a dual

diagnosis drug and alcohol worker, and a sexual health and relationships worker. The health team
KFa FR2LIGSR |y W2 dzi NBhicD ea thaf eattiedr than éxpedtBgdhel LILINE |
young person to be referred on to them as health specialists, they instead skilled up those working
directly with the young people. This was achieved through some joint working and problem

solving (both with thevorker and the young person), as well as through regular consultation and
AdzLISNDA&AAZ2Y gAGK GKS 2dziNBIFOK ¢2NJ SN (12 &adzlik
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Integrated Theapy (AMBIT) approach which is designed for traditionally hard to reach young
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people with complex and multiple problems, particularly those who are in psychiatric crisis. Its aim
is to extend and sustain the skills of frontline outreach workers best plecedgage with these

young peopleThe approach is also believeziminimize the risk of service duplication. It also

works well when young people have a range of complex issues and risk getting passed from
specialist to specialist, when they are nervadisnental health services or substance misuse
services, or where services are poorly designed to engage them.

In Islington, the Targeted Youth Support and Integrated Health Team work closely with Family
Intervention Project teams, with the voluntary sector and support local gataied prevention
work, skilling up these frontline workers as described.

In Staffodshire YOT health practitioners (one with a mental health background, one with and

f SFNYyAy3 RA&GlIOATAGE o6FO13ANRdzyR FYR 2yS gA0K
worked jointly with a mental health team specifically commissioned to wattk young people

who offend called Engage. Like the Northumberland model, this team had a no refusal approach to
referrals.The health practitioners have a two weekly meeting with the Engage team to talk

through referrals and for consultation. Engage also offer consultation to YOT case managers.

In the Thames Viy area, the YORealth practitionersvere supported byegiondly
commissioned forensimental healthchild and adolescent serviceBe consultantpsychiatrist
who headed this team liaiseggularlywith YOThealth practitionerson the managment of
complex cases, prowd consultation training and supervisigrandwrote court reports and
provided consultation and advice owhat should be said to the court in specific cases. The
forensic team also provided inreach menitaalth services to a locgbung offender institution
and training to ptice, magistratesCAMHS and Y iEalth practitioners.

Advantages
Health practitionersn these areasaid that they valued:

1 the easy acceds expertise and suppothat thesemodelsprovided foryoung people in
YO (often via telephone contact)'his meant that health practitioneend YOT case
mangerswithout mental health expertisand in both rural and urban areasuld be skilled
up and supportedvith the dayto-day management of young people with mental health
difficultiesand complex needs

1 thespeed ofaccess t@assessment for young people presenting with complex needs and
risks

1 the supportthis model offered tdsolated workers in rural settings

the no refusal approach of some of these models

1 in the case of theorth east model, the approdcof thisparticularservice which was felt
to maximisethe chances oyoung people engagingith services.

=a

Disadvantages
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The only reatlisadvantagedentified for thisapproachwas the lack bsustainable fundindpr
someschemes

The externalyOT health onestop-shop

In onecountycommissionersiad nd funded mentalhealth practitionesin the YOTInstead an
innovativeand very engagingpecialist resourcealled Hea® Headhad beenestablisted.

Head 2 Head, Nottinghamshire

Head 2 Heaavorks with children and young people with:

sadness and unhappiness, low mood and depression

seltharm egcutting, taking overdoses, or engaging in other harmful or risky behaviou
communicationproblems

flashbacks that are having a negative impact on their life

sleeping or eating problems

emotional problems due to past abuse

hearing voices, hallucinations, feeling very paranoid

drug or alcohol issues that impact on their mental health and-veeling
angry feelings and impulsiveness

family problems such as conflict or linked to parental mental health

= =2 =4 4 -4 -8 -4 -9 a2 -2

Head 2 Heads aTier-3 mental health teancommissionedointly by the PCT, thivcal authority
and the Drug Action Team to meite needsof all young peoplevith complex needsicross the
region. They includgoung people witltsubstance misusand mental healthneeds looked after
children,young offenders and thosat risk ofsexually harmful behaviours. The te@montactsall
young people who areeferred from theYOTby letterandusesan outreach approaghmeeting
young people wherever they écomfortable(eg. athome, school, college, work FGsurgery,
health centre, court YOT office Theservice $ staffed seven days a weébly a team ofL5 full-time
workers Most team membersre mental health nursebut the teamalsoincludes one learning
disability nurse, a social worker and sessional time from a psychiatrisspaitialist skillgn dual
diagnosis work (0.5 he team also provide somertsultation to YOT workers butasreported
to have less systematic physical presence in the YéXher for discussion of cases or to provide
supervision for stafffompared with those working in a consultative outreach manner.

Advantages

This model was perceived to offer several advantages:
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access t@breadthof expertiseableto addressawide range of needdncludingcoexisting
vulnerabilities family work etc

speeder responses to referral and initial assessment in comparison witbrotier3

CAMHS

the Head 2 Heatkam had a vergngaging and young persdriendly approach

a wide choice ofvorkers availabl®n the team

sevenday cover

theteamwast A Y1 SR Ayid2 20KSNJ 20t O2YYdzyAadie
rather than being isolated within the YOT

Disadvantages

Althoughthe team was consideredery innovative and engaging in its approach with vulnerable
young peoplethere weremixedviews about how well this arrangement suit¥@®TcaseworkerQ
needs. 8me teamsn the areavery muchvaluedthe resource in others the lack of aealth
practitionerpresencewithin the YOTin particular for informal discussion of casess seen as a
downside It was also pointed out thatie samennovative approachvas not availabléor young
peoplewith other, physical health needs the youth justice systenn the area

Thehealth team within a YOT

There were examples in areas such as Salford and Lewisham of health teams developinthevithin

YOTIn Lewisham, the ARTS forensic teaaslocated in the YOTtself and included wide range
of health staff:

= =4 =4 4 -4 -

a clinical psychologist

team manager socialwork background

two mental health substance misuse nurses

a consultant psychiatrigtwo sessions a week)

an administrator (half time)

a mental health liaisoand diversiorworker for young people

All' but one post wasunded through the South London and Maudsley NHS Foundation Trust
(SLAM)The diversion workenad beenemployed withshort-term Department ofHealth funding.
Casesvere generally managedirectly by the ART$orensicteam, although some referraigere
made to other servicesThere were good links between the clinical managers eARTS team
and the local CAMH®ne mainstream CAMHS manager had oversight and input into the diversion
and liaison pilot project.
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Lewisham ARTS Forensic Team

The teamprovided the following range of services:

(0]

o O
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Mental Health Assessment, includingg

forensic psychiatric assessment, risk management

other gecialist mental health assessment using various psychological tools, r¥VP®IACI,
wisa

specialist assessment of sexually harmful or violent behaviours

Prescribing
CPA care co-ordination
Mental health interventions includingq

CBT

psychotherapy

family and parenting support

anger management programmes

AIM programme for sexually harmful behaurs

Tier 3 substance misuse interventions, includingg

motivationalinterviewing

solution focused therapy

harm reduction

cannabis reduction programme,

safer injecting practiceand Blood Borne Viruses service

Consultation and training to networks of professionals on young people displaying a wide
range of harmful, high risk behaviours including sexually inappropriate behaviour
Liaison with Young Offender Institutes, including passing on issues related to risk oflsatfn
and risk to ¢hers.

Salford YOT haalsoestablisheda small health team withithe YOTThe teamcomprised

1 a deputy manageof the YOT (formerly a health practitioner and school nuvd®) was
YOT fundedbut also pravided some clinical supervision

1 agenaal nurse(PCT funded/seconded)

aspeech and languagberapist availableghree days a week (YJtinded)

1 aCAMHS liaison/consultation worker available for one aaeek

=
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1 aclinical psychologist 2.5 days per week (CAMHS funded/seconded)
1 asubstance misuse worker@Wfunded)
1 aparenting worker (YOflinded).

Theteamalso included & OT fundedesettlement workemwho providedvoluntary advocacy and
wraparound help for young people wither-3 substance misuse amdultiple needs.

The spech and language work@rovidedconsultation and training fov OTcase workers,
schoolsparents and magistrate§.heteam had usedhe speech and language service most
frequently for young peoplat riskof exclusion from schoptesulting inpositivebehavioural
change.

Advantages

YOTcaseworkers and managers were very positive about theteenal healthteams Caolocation
was said tamprovejoint working withYOTcaseworkersand regular consultatiotook placewith
in-housemental health specialists.

Other advantagesicluded:

1 there wereno waiting lists foassessmerst

1 the team understood the need to address risk factors for poor mental health, the impact of
Ydzt GALX S ySSRa 2-peingahdiyeheed ISearlyibtedvOridionia S f
response tasigns of poor metal health.Young people who needespecialist and targeted
supportcould beservedwithin the same team (in other areas some YOT health
practitioners had desdmedyoung people being batted to and fleetweenservices)

1 there were good opportunities for shared clinical learning and professional development
through having a consultant psychiatrestd a clinical psychologish site

1 abroad range of skills asavailable on site

Disadvantages

Some disadvantages were notdd.the case of one of these teams, although mental health had
been well resourcetty commissionerghe same attentiorwas not given tahe other health
needsof the young peopleln addition becawse these services were based site, there was a
riskof the young peopleemainingin YOT®iloQandnot being helped to makase ofthe full

range ofmainstreamcommunityservicesas recommended by Healthy Children, Safer
Communities Department of Health2009¢). There was also a riskat, without careful planning
and vigilancestaff in the teamsould become isolatettom developments in mainstream services
and from lower levelniversalprovision forchildren and young peopland their families.
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reported to be a challenge for all workedsut arguably presents a greater challenge for those
working in very specialist services or providing services across a region.

YOT teams with no recorded health input

When our study began17 of the 157 YOTsn England and Walesere recorded as having no
health practitioner in postinformation on the number of health practitioners in post was collated
by the Youth Justice Board between 2005 and 26{@évever, onnvestigation we foundthat
theseapparentgaps in provision were not alwaydhat they seemed

For examplein NottinghamshireY OTteams did not have a health practitionkercated in the YOT
(asdescribed above)nstead they usea specialist CAMHS tearommissioned specifically to
meetthe needs of young peopie the youth justice systerninLewisham where again the
records showed there was no health practitioner pag South London and Maudsley NHS
Foundation Trust (SLAMat commissioned mentalhealth teamwithin the YOT tearnto work
with young people whavere in contact witithe local youth justice service.

Another vacancyad been identified in a rural areaWales but further investigatiorevealed
that a specialist CAMHS workesas providingegularW ¥ 2 &2 2Alodathee YOTeams
spending a day a weetith each teamThe YOT manager hatsoestablished good linksith the
local community nusing team whdook referralsand provided suppontegularly to YOT clients.
Although the YOT manager felt that there was scoparfore proactive worko meet the full
extent of hedth needsamong the YOT caseloatle sameargumentwas oftenput forward by
teams who had a lone health practitioner on site

In a small number afasestherefore, it appeared that there was some misinformation in the
nationaldata collection.

Wherevacancies weraccurately recorded, the followingasons were given to explain the lack of
health practitioner input.

1 Recruitment problems ¢ YOB and commissioners reported that it was often difficult to
find CAMH&nNd healthworkers locally who wanted to work MOTs. Téareasons for this
includednervousness about working with the client group, concern about profeskiona
isolation and lack obpportunities forcareer progression.

1 Lack of contingency arrangements ¢ Somereported vacancieselated to longterm
sickness or maternitieave:no contingency arrangenmes had beenbuilt into service level
agreements to managsuch vacancies. The most recelg@althcareCommissiorand HMIP
(2009) reportfound that many YOTand PCTs/healttrusts still do not have service level
agreement in place faemployment ofYOT health practitioners.

1 Lack of exit planning for health practitioners ¢ Many health practitioners were seconded
into posts from locaCAMHSIn some areas, when the health practitioner returned to their
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seconding teamsignificant delays could occur in recruiting a replacem8oinetimes
vacanciegould not be fied for oversixmonths.

Ourstudy did pick up longer term vacancies in sor@TsThese had occurred for a varietf
reasons:

1 changes in commissioning boundatiegeatinga gap in commissionirtgat had taken
time to resolve.

1 atwoyear gapdue to¥ lack ofinterest andcommitmentrom the specialist CAMHS (and
no appetitein the localityto challenge this)

1 aseconded health workegpost was withdrawn Wwen thePCTdecided to provide support
viathe local specialist CAMH8aminstead However, acess tothis service was reported
as poor and the&y OTwasdissatisfied withreplacement arrangements

In this last case, meeds assessment had been compleiethe areafor local YOTs and for a local
young offender institubn (for those under 18 years of ag@)an attempt to drive developments
forward. The findings confirmed the significant and complex needs of young peoplefiédra
and joint commissionerand service leads were trying teachagreement on how to meet thes
needs However, the process hdmken very longwinded and complicatddaving longstanding
gaps in service in both thesure estate and in locdOB.

Summary of findings

Although the extent ofhe health and mental health needs of young people in yioath justice
system is weéldocumented our study foundhighly variable models anatovisionof healthcare in
YOTsThese variationappeaed to result from:

1 alack of overarching guidance for practitioners and commissioners aboutehkhcare
functionsand resources required to meehé welldocumented needs of young people in
YOTs, the pathways for meeting these needs in the locality (including protocols to support
referrals) and the range of competenci@gailable tathe YOT to ensure that nesdre
swiftly met. This lack of clarityqgether withvariations in locasupportservice$ has led to
different interpretations of what should be in place and how services should be delivered

1 recruitment of workers with different professional backgrounds

1 differences in theextent to whichcommissionersvished tointegrate YOTwork within
broader strategigrovision forvulnerable childrenOur study founddifferent views about
whether these® 2 dzy’' 3  Lid&ahineds Qhbuld bsupportedwithin YOTSs oreferred
outi 2 | YR WXiasfiéaR Servites ouside YOTS

1 differences in YOmanagersunderstanding ohow health servicesndlocal and national
commissioningvorkedandthe leversnecessaryor influencing boader local strategy to
ensure thatthe needsof the young people and staffere promoted

1 different levels of awarenesand concerraboutthe professional isolationfohealth
workersin YOTs
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1 varying levels dfinancial investment by the PG@Hhd mental health trusts. Some of the
modelsreceived/requied much higherévels of investment than others. Theasons for
these discrepancies in spending were attributed by interviewees to a range of factors such
as a lack of knowledg&w prioritisation orlack ofinterest on the part of commissioners
about the needs of young people in tly@uth justice systemin some areas, additional
financial investment had been secured through the efforts of frontline workers

1 variableextent of ownership of thesgoung people bynainstreamservicesSome health
teams had madgostive efforts to linkinto and out of the YOTsy forminglocal networks
with mainstream servicesuch as safeguardimmrsesjookedl ¥ (i S NJ GérdesamINB y Q &
CAMHS teamworking withvulnerable young peopldnother areasYOT practitioners
reported pressures to keep young peopghin the YOTSs: one workesaidthat shehad
specifically been told tkeepyoung people awafrom manstream mental health services

1 failure toundertakethorough needs assessmestb inform commissioning decisions

the need to develogpecificmodels fa rural populations

1 variable capacity amorigcal mental health and health servicesftee upworkersfor
YOTs

1 variablelevels of awarenesabout the importance of professional deepimentand
supportfor isolatedYOT healthcare practitionerandthe need for mechanism® redress
professionalsolation and improg linksto externalhealth teams

1 where health input was commissioned regionally, failure by some of the PCTs involved to
buy into thewhole regional packagenking YOTS and secursits.

=

Contrary to the original intention fahe health practitioner rolemanyof the workers interviewed
in this studyhadended updelivering healthcarelirectlyto young peopleinstead of sipporting
them to access mainstreaftacalservices. Theeasondor thisappearedcomplex and included:

1 abeliefthatr WNB T S NNJI fwashrofessiddally unkasBihg@rid restrictive

i difficulties accessingtber services; when young people were refused accésshese
serviceshealth practitioners described takimyagmatic deaionsto support the young
person directlithemselves

1 aneed to fill gaps in services availaldeally for young people (for examplkenger
managment interventions, dialectical behavioural therapy)

| ethical concernsiboutjeopardisingl K S & 2 dzy Brogtelss ypagsingham on to
othersjust asthey had begun to build a relationship and develop familiarity and twigh
staff.

Summary of learning points from the YOT models of health provision identified in this study

The following learning points are suggested from the different mod&health provision which
we identified during this study.

Healthpractitionersworking aloneneeded support:
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o As well as receiving operational management within the YOT, health practitioners
on their own n YOTs need good quality systematic operational and clinical links
with adesignated mainstream health or mental health team (ideally with a similar
focuson vulnerable young peopl@his will mean attending these teams on a
regular basis to attend traininglinicalsupervision, and team development
opportunities. Ideally health workers should be linked with others with a focus on
vulnerable young people.

0 As indicated earlier, YOT health practitioners need to be supported by a clear set of
care pathways with fast track arrangements for specialist assessment negotiated
and clarified and a procedure for troubleshooting if children and young people are
bouncedback from specialist services and risk falling between the cracks of
services.This will be even more important when workers are functioning alone in
YOTs.

o Some YOT physical health practitioners had benefitted from creating local networks
or virtual teamswith other practitioners such as Looked After Children nueses
Safeguardingurses school nurses, although some of these resources are more
readily available in urban aregSome practitioners in rura@reas havereated
virtual teams linking up witpecialist mental health teams for vulnerable young
people or with forensic services serving their local area or region.

1 Most importantly, fealth practitioners in YOTs benefrom having access to pragmatic
expert consultation from a range of speciali@tsit particularly those with knowledge of
health inequality worksexually harmful behaviours, paediatrics, forensic mental health,
dependent substancdza S [ 221 SR ! ¥ (isPeddh ark rigtaddsolideins,y S S R
learning disabilities etc) to suppaditte multiple and sometimes complex needs of young
people in the YJS. For example, in some local areas systedtizii N@hbuakon
offered by specialists had extended the skills and professional development of YOT health
practitioners, YOT caseorkers and CAMH workers. In this wapecialist services were
able to spread resources further and facilitate effective therapeutic outreach work by
frontline workers to youngpeople in contact with YOTK.means that young people do not
have to be refered and passed oto specialists and meet new workers, particularly in
circumstances where they are nervous of accessing mental health sefMwas. were
examples of consultative approaches working in both urban and rural settings. One
consultative apppach wassommissioned on a regional basisnh@kethe servicemore
cost effective Where theseconsultativeservices had been regionally commissionealsb
appeared to improve the consistency of what was being provided from YOT to YOT and in
some casedyetween secure settings and YOTS.

1 When health teams are located outside the YOT, there is still a need for staff providing this
health service to make regular systematic visits to the YOT to consult with YOT case
managers and to talk through problems wiaccessing services and meeting need.

1 Where YOTSs have an integrated health team (including physical health, mental health,
speech and language workers, substance misuse workers etc) commissioned in the YOT
itself, it is still important for workers to foegsystematic links with the broad range of
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voluntary and statutory services outside the organisation to ensure that YOTs do not
become isolated from mainstream services. The importance of voluntary provision for
young people who are nervous of mental ftbaservices or who have mild to moderate
learningdisabilities has been highlighted during the course of this audit.
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Key challenges for YOTSs in securing adequate
and consistenhealth provision

Thissection explores some of the mabwarriersto obtaining adequate and consistent health care
providgon reported by interviewees in this study.

Commissioning

The studyidentified twomain patterns of commissioning: commissionitigit wasdriven primarily
from the bottomup by frontline workers and mana&gs, andcommissioninghat adopteda more
top down approach By the end of this study, a number of areas weraving towardsleveloping
regional commissioning strategidsiven byregional leads

Bottom upcommissioning

Bottom up commissioningasevidentin areaswhereinterviewees hadeen involved in the initial
development of theYOT health servida their localityand then, for a range of reasons, found
themselves continuing thisommissioningole. For example, ananager who started asOT
health practitioner explained that none knew what the job entailedhen the project started

and so shéiad been instructedo WR2 ¢ KI G4 S@SNJ & 2 dz dlbegriicentally & |

involved in shaping what was provided amegotiatingfunding with canmissioners. She secured
£100,000in grantsfor parenting and substance misuse inpuater she was successful in securing
four-yearfunding for a sexual health worker one areaTherehad been increasing involvement
from the CAMHS commissionexer the yearsywho had helped develop theervice level
agreementdo clarify what the health servicghould provideandalso sat on the YOT
management bard as well as theocal CAMHS partnershipoard

However, othehealthteammanagers described ctinuing to hold significant responsibility for
commissioning and ascribed thisfto2z O f O 2 YIatk Gf éonfideyicd Akl Khowledgdout
youngoffenderswith multiple needs

In East Sussex the YOT manager wasnghe funds directly to commissiavhat was providedin
Bradford commissioningad alsobeeninfluenced initially by the YOT manageho was
described asV R 2 3 H&eKirigautadditional fundingThe kvels and range of services wetiso
shaped by the availabilitynterest and commitmat of local¥ O K I Y liditi2eyy @TXxlient group
(eg. apsychiatristwith an interest indeveloping services faulnerable young peopleY.he
potential downside ofthis kind of localised commissionimgs that itled to considerable variation
betweenYOBand relied oncommitted and kowledgeablandividualchampiongswho might
move onto other posts.
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Top downand regionalcommissioning

Someareasreporteda more strategi@nd regionabpproach in line withDepartment of Health
World Class Commissionimgiidance(Department of Health, 200@nd supported by the
Department of Health national advistar the commissioning of mental health services for
children in secure settingdleeds assessmeshad beencarried out followed bydetailed
discussioswith providers and stakeholdets improve and develogvhat was commissionedin
someareas focus groups habdeen conductedvith young people tonform the development o
regional framework.

By 2010 this approach had resulted innmmber of gainsln one area, a very experienced CAMHS
manager in a locaecure unithad been commissionet provide supervsionto YOT health
practitionersto improve the quality and consistency thie serviceand supportcontinuity of care.
Theoriginal aim hadeento include all secure unitis the areaunder one governancstructure.
However, negotiationsad ended withoufull agreement by all arties.

The sane barriersto progressvere cited by a CAMS manager in another regidn. this ara a
commissioning frameworkad been producethy the regional officeA detailed mapping exercise
had beenconductedof all services with the potential to support young peoptetheir journey
throughthe youth justice systenfrom point of entry topoint of resettlementpost-custody.A set
of quality indicatorshadalsobeenproduced for all those working with young peojeandat risk
of enteringthe youth justice systenn the region.The aimwas to pull all provision in the region
under one umibellain order toimprove consistengyensure access to other experts for the YOTs
practitioners,and improve outcomes for young people. The CAMHS mareagiaiinedthat,
despite these effortsgetting consensus on and conitment to translat the frameworkinto
practice wagprovinga challeng. She felt there waa lack of commitment from somguarters
because there was no direct incentive, through targets, inspections or national direttivake
the work forward

Inyetanother areaa regional YOT magerRS & ONRA 6 SR | & latteipfs-tc@Riev@ldpK S | R |
servicegegionallyto improve the health input available the secure estate and incal YOTS,
0SOlIdzaS 2F GKS Wdzy Gt 250 INO NBdzil- Ki2h Ny (e A@aBitAc f SRINASSYSY A
O2 Y YA & & Negoyfakiofisivith stakeholdershad continued over threg/earswithout

resolution resulting in one area having health input to YOTat all.

Evidenceof service level agreementsgith partner organisationsvas mixed some YOTs had them,
somedidnal = YR a42YS AYUSNWASSSSa RARYQU (1y26 AT

The YOT Management Board

There were mixed reports by health practitioners on the contribution made by YOT management
boards to frontline work. Most areas visited had a health representative on the board, although
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there was a lack of clarity about regularity of attendance in soreasa Some health workers said
that they regularly fed into the management board to inform the work programme.

This study highlighted the need for a proactive and knowledgeable PCT representative on the YOT
management board to highlight the therapeutindghealth inequality needsf youngpeople in

YOTs, to troubleshoot service delivery probletadgedback to local and regional commissioners

and most importantlyto drive forwardthe development of care pathwaydentified as important

to supporting hedh practitionerwork. The Youth Jtise Board are currently reviewing the

function of YOT management Boards

Supporting needs across the entire youth justice pathway

TheBradleyReportreinforced the importance of early interventiand joint working between
health and criminal justice agencialongthe entire criminal justicepathway(Department of
Health, 2009). Healthy Childen, Safer Communitie®epartment of Health, 20@9also stresse
the needfor early identificatiorand supportfor young peopleat high riskof poor mental health or
mental health difficulties, learning disabilities, speech and communication problems and other
safeguarding concerngvidencebased arly interventiors can reducdong-term costsand
maximiseopportunities toreduce reoffending(Sainsbury Centre for Mental Health, 2@)%s well
asreducethe riskof poor longterm outcomegMarshall& Rathbone, 206; Sainsbury Centre for
Mental Health, 2008).

Preventve health inputin YOTs

We asked¥OT health practitioners where the majority of their warsfocusedalongthe youth
justice pathwayOnly two teams wevisited reportedhavingsystematic arrangements in place to
address health and mental health neeatsthe preventativestage although a small number
reported that theytook on thiswork if significant concerns were identified.

Health practitionersalso saidhat they found it difficult to access specialist suppatienthey
identified mental health concernsviany saidthey hal insufficient health resources to cover the
entire youth justice pathway.

G{AyO0OS GKS NB{S@Iyid tSaratlrarzy A& ySINIeg G§Sy
and health services contribute well to packages of support for people omhdithe presentence
reports (PSRs) offered to courts. We might also expect courts to be well aware of health services
offered in their area and how this might contribute to the reduction of offending behaviour. At the
very least, we would expect to sedegant health information being considered during the
sentencing process. This was disappointingly not the case in too many areas.
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Point of arrest work

Fourout of 65health practitionerssaid theyintervenedad hoc at the point of arrest or at thare-
court stagewherereprimands and final warningse made.Twositeshad a more formal process
in placeand used a multisciplinaryadult mentally disordezd offenderg<panelto pick upyoung
people about whom there were significacencerns.These young people were usuatientified
by Appropriate Adults or by the police. However, the health practitionei®th siteshad
concerns about the adult focus amaghproach of this panel.

The lack of health input thisearly stage of thgouth justicepathwayis concerning. Thpolice
aregoodat identifyingpeople withsevere mental health problentaut they are lesproficient at
spottingmore subtle signsr hidden disabilitiessuch aspeech and communication probleraad
mild to moderate learning disabilitig®rison Reform Trust, 2009Sainsbury Centre for Mental
Health, 2009), which are more common in childrefihe Prison Reform Trust suggaiat lackof
attention to these issueat the point of arrest, during police interviemand at the point of
prosecutionmayjeopardise the fairness and effectivenedgiwe criminal justice processsyoung
peoplemay misunderstanavhat they are told and so makmorly-informed decision and
agreementgPrison Reform Trust, 2009

In Milton Keynes YOT all young people on statutory orders are screened for speech, language,
communication and learning difficulties as well as disabilities when they start a statraey. In addition,
systematic screening also takes place of anyone who has previously not been screened and:

1 whois at risk of custody/remand
 whoisin breach
1 who has reoffended on an order who has struggled to keep appointments for court reports

A canbination of tools are used including an adaptation of the Hidden Disabilities Tool (HDQ) current
being adapted and piloted by the Communication Trust for children and young people

A care pathway has been developed with local speech and language thesapiswith the local learning
disability team. Screening can result in no further action, advice and consultation for the YOT case
manager, further assessment, and specialist intervention and support.

Tentative findings from this screening suggest y@ing people with the highest risk of-oéfending had
the most severe speech and communication needzrgée than 98% of the populatioasmeasured
through these tools. Furthermore, all of those identified with these higher level needs were unaware
having any speech and communication impairment even when it had significantly affected engagemg
school, opportunities and general progress.

y
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Discussions witthe Crown Prosecution Service (CPS) duringctheseof this study alsandicated
that manyof thewarningW ¥ f ith tBedp@perwork thaare commonly used taentify peoplewho
may havemental health and/omental capacityissuegsuch as record ofthe presence of an
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Appropriate Adult in the police intervievgannot be usedvith childrenasall young people should
have an Appropriate Adult in attendanaepolice and court interviews. The GRS
acknowledgedhe need forbetter quality information and a draft template for exchange of
information between health workers and the CPS is cutyem¢ing piloted in six sites.

TwoYOT health practitioners hagkegotiated withlocalcriminal justice liaisoand diversion (CJLD)
schemedor adults to alert themif there were anysignificant concernaboutthe mental health or
capacity ofa youngpersonin the police cells or in the couifhe health practitioners involved in
this partnership thought that this scheme worked well for young peoyth severe nental health
problems Arecent NACR®Gtudy(2009) had identified &ery smalhumber ofadult CJLBBchemes
that also dealtwith young people aged under 1Blowever, whermwe contactedthem by

telephong most said that they did notn fact provide a servicéor under18s. One adult CIJLD
worker said that hevould see young people if the courts or poliaere worried abouthem but

did not feel thatthe service he provided wasfficiently proactive tanatch the level of need.

It was also said to be unusual for health or mental health needs to be identifiedusdd®n in a
structured wayat the point of remand into custodyrheCentrehas estimated thatliversionfrom
remand of people with mentdiealthneeds can save consideralglests(Sainsbury Centre for
Mental Health, 200B). The Prison Reform Trustvestigaed use of remand with children and
young peopleandidentified greater scope fasystematic screening and support foental health
needsin courtsand in police stationgPrison Reform Trust, 208p
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(Mental health practitioner, YOT team)
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(Healthcare Commissicfa HMIP,2009)

Court work

An equally small number of YOT health worikeervieweesprovided a servicéo the courts
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A small number of teams who had established gaadkingrelationships with sentencers and
court clerks (through trainingr presencean courts,viaproactive and well informed court duty
officers or through partnerships with adult criminal justi@@son and diversioschemes) were
sometimes calledn to assist sentencert the Thames Valley area, a forensic mental health
consultant psychiatrist wald support health practitioneracross the region to provide advice to
magistratesvhendealing withyoung people with mental health or other complex issudss
consultant psychiatrist also providedgulartraining for the police, CAMHS, sentencers &l
YOT to improve identification and referral ratésNorthamptonshirethe health practitioner was
sometimes called into coudr provided written adviceand updates to magistrateaboutyoung
peopleneedingfurther psychiatric or psychological assessi) their progress, the type of report
required and the key areas the report should coverl.ewisham the court had occasionally sought
advice from the ARImental health tean(see abovgas to whether casesamewithin the remit

of mental health legistgon or the Children Act. Islington and York YOT health wortegperted

that theyroutinely attended the Youth Court to provide support for young people, their families
and courtstaff.

It was much more common fofOT health practitionet® have contributed to presentence

reportsbut this had usually been at the instigation of therson writing the repor{if they had

O2y OSN¥ya I o02dzi K Srmegahedth) bifedhbise tfigding feBonfwasion

theK S| f (0 K LINhs€land. Relighee &eddirdls from YOT cas@rker colleaguesvasnot
effective;some health workers who had completedseload audits reported undédentification

of health needsThe Healthcare Commission addr Majesi € Q& Ly aLISOG22miS 27
recommendedsystematic improvement in the amount, regularity and quality of health
informationincludedin pre-sentencereports.

Psychiatric reports angouth courts

Courts had different procedures for arrangipgychiatricceportsand updateson youngpeople in
contact with CAMHS servicesrangements also varied between PAmsone region, CAMHS
specialists routinely wrote updates for court on all children and young people whoavdrad
beenon ther caseloadln other area®nly those specificallgontracted by the PCT to prepare
psychiatric reports were able to dsm. There was disagreement betwe€@AMHS professionals
interviewedin this studyabout whether it was appropriate to write court report®nehealth
practitioner wrote informal report$o update the courbnaé 2 dzy' 3 L®dNEsRoy tdvise
about whether a fuller report was needethd/or the type of reportrequired (mirroring the
activity of adultcriminal justicediversion and liaison schemes).
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Table 2: Where most YOT health practitioner activity was focused along the youth justice
pathway

Very | Very Very Very Some | Some Most | Very little | Some
little | little little little activity | activity | activity | activity activity
activity | activity | activity | activity

1ig|11 4

Prevent| Police | Pre Bail Court PSR Sentenc| Through | Resettle
ative custod | court and duty assess | ing care ment
workor |y remand | liaison | ment package
police liaison and s and
commu liaison | support
nity
referral (not
S, often at
referral
order
stage)

Other CAMHS mental health practitioners, psychiatrists and managers questiomed
appropriateness o¥ OThealth practitioners writing eports for cours and argued thathey were
insufficientlyqualified and/or were open to legal challendg¢owever dscussions with workers in
adult court mental health teams suggested that thigs nota major concerrior them. For
example Brisbl was pilotinga system wherebynental health nursesvould writeregular reports
forthe courts2 Yy RS T Sy R landment@) heflth lstétus Kefore ple@ontribute to pre-
sentence reparsfor courts, ceordinate health input to packages of caradvisewhen a full
psychiatric report was required and liaiwith psychiatrists to ensure all information was
available, that propsals were workable and agreed by local services and that the report writer

gl a gl NB 2F (GKS O02dzNIiQa aLISOATAO IINBlLa 2F 02

A number of difficulties were noted bgterviewees in relation tdhe provision of psychiatric
reports:

1 psychiatric eports could not be ordered untifter pleas had been entereavhich meant
that they wereroutinely ordered very late in thgouth justiceprocess; needs were also
often left unaddressed until this very late stage
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1 psychiatric reportgook a long time to pepare ranging fromtwo weeks to may months in
very complex cases

1 although defence solicitors could order reports at an early stageweretold that there
was an incentive, even in cases with clearly visible needs, for them to take no action until
the case progressed to conviction in couithere there was chance that the costsf the
report would bepaid bythe court rather tharnby the solicitor

1 there wassaid to beno clear templatdor what informationneeded to bancludedin
psychiatriceportsand the quality of reports and of liaison with local servicased
considerably

1 there were often limited resourcdsr the rapid assessment téarning disability needs

1 because needs were identified late in the process, proper assessment of conditions such as
ADHDwasnot feasible within court timescalesome practitioners also reported thaghort
sentences did not allownoughtime to assess for ADHD in custahdthat there was a
high risk tha® 2 dzy'3 LJS 2 wifulf BedongfseriiyRndissed.

Lord BradleyDepartment of Health, 2008 has recommended a review of the systems and
processes for orderingourt reports. Our studyidentified a number of areathat require
clarificationspecifically in relation to thgouth court These include:

1 the circumstancesn whicha psychiatric or psychological repatiould be ordered

1 who in each locality is expected to write reports on specific issues such as mental health,
learning disabilities, ADHD, speech language and communication needs and how reports
arefunded

1 whatthe report shouldcover andat what point in theyouth justiceprocesst canbe made
available

1 the process of providingritten information & different stages of theouth justice
pathway and howo minimiseperverse incentivesothat young peoplere not having to
wait until the latest possible point faheir health neels to be assessed and addredgse
purely for financial reasons

1 the circumstances in which workers can provide information to the cdartypung person
is already on the caseload of a loCAMHS team

1 the status of advic@rovided to courts by CAMBworkergie. are they expert witness
submissionsprogress reports by CAMHS services.etc)

Statutory supervision orders

This studyfound thatthe focus ofmost health practioner activityin YOTs$s at alate stagein the

criminal justice pathwaydeliveringinterventions to young people whisave alreadyentered the

court systemand areplaced on statutory supervision ordej@r whatis now known ashe Youth
Rehabilitation Order YRQ. This suggestsisufficient early identification of risk factefor poor

mental health and otherhidden vulnerabilitiesY2 dzy' 3 LJS 2 LJX Smaybe ovekldoRedfad dzf (G A S
many yearsrisking problems escalating atite young peopleassingn and out of the system

You just get on and do it www.centreformentalhealth.org.uk 49




overseveralyearsand subject taa range of earlgtage disposals such as reprimands, final
warnings, referral orders etoefore theyreach the stage where mo3tOT health resourcese
focused.

It should be noted that this study was completed before the introduction of the YRO; health
practitioners hadvery few thoughts on the implications of the new Order for their work, although
SandwellyOT had introducedrauchmore systematic screening process for health and mental
health at the point that a young person came onto the YOT caseload in order to ienj@v

guality of information available to inform YOT and court decision makingsitlugnotes a

possible tension between the call to include more informatozngeneric/ulnerabilityin court
reportsandthe need on the other hand{o ensure that youngeople are dealt with in a way that
is proportionate with the offence they have committed. The remaled approacks clear that
young people should not receive formal Orders for welfare needs if the offence severity does not
warrant this.Where informaton on vulnerabilityis included in reports, agistrates may

therefore, need to bemadeaware ofother work progressingutsidethe formal Orderin

mainstream service® supporti K S & 2 dzy Broadd®\ike2ayfiliDgo that they are satisfied
that these needs are addressed.

This study would recommend a reviewraiw the YRQs wokring of the use of health related
conditionsin these ordersaind of the part played by YOT health and mental health work in
supporting he scaled approach.

G2 A0K 020K LINB@SYGA2Y |yR O2YYdzyAté 2NRSNAZ
and the lack of targeted interventions, where individuals are considered to be at risk of harm| to
themselves, can mean that those vulnelalhildren and young people are not adequately
&l F S 3 dziHdERNSeRedTHMMission & HMERD09)

Improving identification and support at the poindf arrest

Towards the end obur study, the Department of Health funded gpot Youth Justice Liaisand
Diversion pojectsto improwe identification, awarenesand support at the point of arrest for
young people with mental health, learning disabilities, speech and communication needs and
otherissues compromising their wddkeing. These sitesre beingndependentlyevaluated

In addition,the Youth Crime ActioAlan (HM Government2008)introducedtriage workersn
around60 areas to address the increasing doiftyoung peoplanto the youth justice systenover
the last decadeThe role of thesevorkersis todivert young people away from the formal youth
justice systendeliveringrestorative pstice interventiongprimarily with young people with lower
level offence} screeringfor supportneeds and helpngyoung peopleaccesdower levelhealth
and supportservices where necessaur analysis of Youth Justice Board data in two sites
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adopting this diversionary approach has revealed not only dramatic drops in the numbers entering
the Youth Justice System but also knock on reductions irt t@meughput, in pre court and

statutory orders, in custodial rates and remands. Triagekers are not trained in awareness of
mental health, learning disabilities or speech language and communication needs and do not see
all young peopleHowever triage workers in tweiteshave beerlinked with thepilot mental

health point of arrest schemesvith some promisingarly outcomesTriage workersiavebeen
trainedto usethe SQIFA/outh justice mental health screening tcad to look out folearning

speech and communication needs

In 2009, asmall number of pilopoint of arrestschemesvere alsoestablished by thélome Office
to improve identification and intervention for young pgle whose offending was alcohmlated.
Although these pilots have noeome to an endthe learnings currentlybeingcollatedto inform
other point of arrest work.

Screening and assessment
Assessmenand screeningools
The main tools useldy YOT$o screen forthealth concernsare ONSE,TASSE@nd SQIFA

ONSETs a referral and assessment framewaded in all Youth Justice Board prevention
programmes before young people officially enter the youth justice system. ON&ifies young
peoplewho would benefit from early interventionanyrisk factors that shold beaddressd and
the protective factors that should be enhanced in order to prevent offending.

ASSETE a structured assessment tool used by YOTs in England andwithle#i young people

who have offended and who come into contact with the youth justice system. It takes into account
GKS @2dzy3 LISNBR2Y Qa 2 7F7FSy @Bomlatkof etllRBighal attRidntedt | N.
to mental health problemsg that should berecorded if related ¢ offendingbehaviour.The

information can be used to inform court reports so that appropriate intervention programmes can

be agreed In additionbecause each section is scoréGSETan help to measure changes in

needs and risk afeoffending over timeA score of more thatwo for mental health and

emotional needor substance misusghould trigger a further assessment using the SQIFA

SQIFA (the Screening Questionnaire Interview For Adolescents) is a mental health screening tool
attached to ASSET for workers without mental health expertise to use with young people on their
caseload. This screening tool triggers a more detailed screening interview for adolescents (SIFA) by
the YOT health specialist.

YOT health workers identifiedraumber of difficulties with these tool€oncerns were raised by
some health teams and YOT managers about gensitivity in picking up mental health needs,
particularlyif the mental health issues weret seen to beaelated tothe offending Concerns
were also voiced about their sensitivity conduct disordersspeech language and
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communication needandlearning disabilitieslt was felt that they required high level of
awareness of these issues in the worker who completestre ASSET and ON&E3essment.

Asreported earlier, research into the prevalence of mental health difficulties has reveaiddr-
identification of mental health problems using standard ASSET screening prog¢sgasyton&
Bailey, 2006)A national audi{Youth Justic&oard, 2008has identified a number of other
problems, includingpoor identification of mental health needs amohtck and minority ethnic
young peopleandunderreportingwith regardto safeguardingvulnerability and risk of harm.
Furthermore, althougtearly behavioural problems are a strong predictor of future offending
conduct disorder and a range of other negative outcomes (including higher psloohealth and
mentalill health),the section of the ASSET relating to behavioural problénes nottrigger
further assessmenilThe Youth Justice Boaathda number of other government departments are
currently in the process of reviewing and updating ASSET and scregstegs for vulnerable
young people to address some of thassues.

The Common Asgessment Framework

The Common Assessment Framew(@kFwasdeveloped apart oft KS LINBEQJA 2dza 32 @S
Every ChilMatters agendaandis beingdza SR 6& LN} OGAGA2y SNBE | ONR aa
It wasintended to operate bngsideother developmentgsuch as the role of the lead

professional}o help agencies provide a more integrated service for children, young people and
families.It included a screening tool and a longer assessment tG#Fvasdesigned to assess the

needs of childrerand young people at risk of not achieving the five key outcomes set out by Every
Child MattergfHM Government, 2003Y.hese ardo:

be healthy

stay safe

enjoy and achieve

make a positive contribution
achieve economic webeing.

= =4 4 -4

A few health practitionersaid that they were starting to use the CAF routinely. However they
were unclear at this early stage in its implementation how the CAF and ASSET assessment
processes would fit together.

Screening tools for learning disabilities

As reported above, sne practitionersfelt that currentscreening tools were not able adequately

to identify learning disabilities and speech and communication problems among young people in
the youth justice systemTo address thisyorkers inYouth JusticeDiversionand Liaisonpilotsin

the north east are piloting aapid screening toolnd processes for young people with learning
disabilities and speech and communication problémgy to improve identification ratesThe

police in the regionare alsocollaborating withworkers to improve screening at the point of arrest.
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The screening is based on the adiwdiarning Disabilities Screening Questionnaire (LD&CHIso
includesschoolachievementevels and compasthese withti K S & 2 dzy shrohdodical2 vy Q &
age.Largediscrepancies shoulprovide evidence to support a referral flurther assessment by
specialist irspeech and communication needs or learning disabilities

The Communication Trust aa¢ésocurrently working with the Youth Justice Board to raise
awarenes among YOT staff of speech, language communication difficulties and their implications
for young people ion YOT caseloads

Fuller mental health assessment

The Youth Justice Board recommends us&tHAthe Screening Interview For Adolesceriis),
like the pan-London study of YOT health provision (CSIP & HAQ#E} we found that mental
health practitioneran YOTs were using a variety of other, morel@pth assessment tools.
Reservations about the SIFA related to:

1 the lack of parental/carer (or teder) input ¢ practitioners feltthis was important to get a
clear pici dzNE 2 F (KS &-Beitryahd I&d&N\aEfengtioning ¢ St f

1 local CAMHS practicést was easier to use theametools as thelocal CAMHS teans®
that workingpractices and referraldovetailed

1 the questions in th&SIFA; thesewere seen as clumsily phrased and inappragarifor
vulnerable young people

1 sensitivity of the screening toalSIFA was not considered sensitive to speech, language
and communication needs and learning digiéibs.

Tools used instead by Y®€alth practitionergo obtain a fuller assessment of mental health
difficulties included

the Strength and Difficulties Questionnaire

Health of the Nation Outcome Scales for Children and Adolescents (HONOSCA)

the Qvild Behaviour Checklist

Becks inventory

| KAt RNBSyQa Df 20I-GAS) aaSaavySyad {OFfS o
the FACE assessmépouth versionf which is used by forensic mental health child and
adolescent servicesndincludes elements dbrensic risk assessment

SAVRY the Structued Assessment of Violence Risk in Youth

JSOAIR the Juvenile Sex Offender Assessment Protocol

1 AIM¢the Assessment, Intervention and Moving on project for young people at risk of
sexually harmful behaviours

= =4 =4 4 -4 -

== =4

* http://www.fa ce.eu.com/paperyp.html
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Screening in practice
Screening and assessment for health and mental health varied considerably between YOTSs.

A few YOT health practitioners screened all young people placed on statutory supervision orders,
regardless of their ASSET scores. One team only screenedothagensive supervision and

surveillance programmes (ISS®hich are used as an alternative to custody. Other health

practitioners waited for YOT case managers to refer young people, based on their ASSET scores for
mental health and emotional needs or physibahlth. This more reactive approach to referrals

gl a y20 O2yaARSNBR NBtAFIO6fS da AG RSLISYRSR 2y
learning disability needs.

One health team reported using the YOT database as direct source of referrals (thusgatroad
need for YOT case workers to refer). The health workers uséarmation from the ASSET
screening toidentify, follow up and more fully assessylung peoplescoring over two in key
areas. One team had noted an increase in referrals after swigdo this more proactive
approach.

All YOT interviewees used ASSET as a trigger for further mental health and physical health
assessment. Three quarters of health workers said that the SQIFA was also used regularly in their
teams.

However, the remaindeof YOTSs had either adapted or did not routinely use the SQIFA, for a

range of reasons. Islington YOT felt the language and the focus of the SQIFA was inappropriate for
this group of young people and had produced a revised version that was being pilatechah

they hoped eventually to validate. One team had been discouraged by the YOT manager from
completing the SQIFA due to the amount of paperwork it involved. Another thought the SQIFA was
inappropriate if the YOT had its own health practitioner. TwMEBS practitioners used their own
CAMHS forms for referrals. Two other YOT health practitioners preferred to take informal

referrals. Where the SQIFA was usedularly health practitioners had alsoained broader YOT

staffin the SJIFA.In some areas, ttal CAMHS would not accept the SQIFA or the SIFA as a valid
primary care assessment.

Physical health screening either involved the use of bespoke tools developed by the YOT health
worker or local screening tools for children and adolescents.

Bradford YOT health team used a software wizard on the ASSET database to produce a list|of
young people scoring over two in key sections of the ASSET screening tool. They then screéned all
these young people further for mental health and learning disadslit
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Access to services

Interviewees in this study reported difficulties in accessing and referring to a wide range of
services, as detailed below.

Secialist CAMHS

Half the health practitionergnterviewedreported ongoing problems with accessing TRCAMHS
specificallyfor 16¢18 year olds. Otheneported longwaiting lists in response to referrals.
Frequentlyreferralsfor this age groupvere saidnot to meet the criteria for CAMH&aving

health practitionerdo supportyoung people with multiple needbat, while none individually met
thetKk NGaK2f R F2NJ aLISOAFE A&l adzlJL2 NIz (23S4KSNI L
being.In two areas (Birmingham and SalfoisBrvices had specifically beenmemissioned taneet

the needs of thid6 plusage group In a further two areas, we heard of commissioning initiatives
which had improved waiting lists for specialist CAMHS. In one thieareation of multi agency
YR Ay G S 3 NltdaBswas Seidiot h&vbldediced referrals to CAMHS by two thirds. This
was achieved through young people being supported into local services or being provided with
brief interventions guided occasionally by specialist guidance from CAMHS workers. In another
area, CAMHS triage workers had been commissioned to filter through specialist referrals,
supporting those inappropriately referred through linkage with other community services. Once
again, this approach had reduced CAMHS waiting lists locally.

Even if youngeople were accepted bsome specialiSEAMHS, intervieweagported problems

with the way manyservicesvere designed, which they fedlid not promote engagement with
theirclientshyS /! al { NBIj dzA NER HIYYOA {TR2NY daseeNBiBdzNIK Sy
first appointment.This meant that the familiesften WF I A £ SR | { byirétSetufidNB i K dz!
the form. Furthermore,manyCAMHSended to beinflexibleand oftenwould only segoung

people by appointmenat their office baserather than ofering an outreactservice If the young

person failed to turn umn more than two or three occasionieir case waslosedand they

would go to the bottom of the waiting lishgain

Asreported above,in places such as Braulfl and the Thames Valley aredere health
practitioners hadormalisedaccess to consultation with psychiatristsspecialist CAMHS teams,
or had a foot in specialist teamar where fast track arrangements had been negotiatederrals
to CAMHS wereasier, as was the process of thinking througbw they needs might be mettiie
young persordid not meet the criteria for specialist CAMHZ:casionally, th& OThealth
practitionercontinuedto work directly with the young personsupportedby supervisiorfrom the
CAMHS psychiatridin other areas, newly commissioned services such as Blelm&d, Engage
and Northumberland Tier 3 CAMHS had improved the rapidity of response and engagement with
young people in YOT Northumberland and Staffordkire, the no-refusal approach to referrals
was thought to haveeduced the chances of young people with multiple needs slipipitagthe
gaps betweerservices.
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Some YOT health workers atsmmplained that CAMHS, having accepted a referral, would provide
them with verylimited information to supportheir own ongoingvork with the young person
even when theynad made areffort to provideYOTinformation in the referral

Learning disabilitiesand speech and communication needs

Interviewees alsalescribedproblemsmaking referrals tdearning disability servicdsr young
people Thesdifficultiesincluded:

1 accessg appropriate packages of suppdor young peoplevith mild to moderate
difficultiesor speech and language problems

1 understanding local caneathways (which could vary from area to area) 4k oflocal
resources taespond toneed

1 little attention strategically to developing formalised agreements to support YOT work for
those with learning and speech and communication needs

1 accessingupport for young people with learning disabilities at transition to adult services
(16 and 17%earolds).

Some YOTs hainployedlearning disability nurses to develop pathways to services and to put
together packages of support falientswith mild to moderatelearningdifficulties.

Forensic mental health support and assessment

Health practitionersn most regionglescribed inconsistencies kmowledgeaboutand lackof
forensic support to YOTHk patrticular, they described

1 lackof forensic mental healttassessmentor courts

1 lackof knowledgeabouthow to initiate an assessment gbung people for medium
secure psychiatric units when very severe mental health needs arslvesk identified

71 lackof consultancy and training to supfd’OT health practitionsiin assessing and
balancingisk to others andisk to self(care vs control issues).

Holistic support plans

G¢KS @2dzy3 LISNEZ2Y YR (GKSANI KSI f-didka (bRyW3 S NI @2 A3:
itemising changes tbe made, which is agreed with the supervising officer and forms part of their

attendance requirements subsequenthy.treatment programme for explosive anger, for example,

may include attending the gym three times a week, working in a YOS project tqaeptare a
I NRSY FT2NJ Iy 2fR LIS2L)X SQa K2YS SOSNE CNARI &
education worker, and so on, as well as participating in individual anger management or DBT
a S & a XYDY kedith team manager
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Health and mental health interventions provided within YOTs

As previously describedithough the originalntention had been to refer young people in Y0
outside services, manyOThealth practitioners ended ugeliveringdirect careas well.Some
workers provided haditic support with practical issués orderto build up a relationship with
young peopleand tomotivate them to seek help and facilitate engagement and disclo<Difeers
supportedspecialist oforensic servicevhere these services were availapleymonitoring and
encouraging progredsllowing contactwith the forensic mental health psychiatrist.

YOTs offered a wide range of differeéherapeuticinterventions
Solutionfocused therapy

A number of YOT health practitioners said they used soltfionsed therapywhich they &It was
particularly effective in engagingung peopleSolutionfocused therapystarts with the
assumption that younggople have the knowledge and ability solve their problemshemselves,
and uses the therapeutic relationship to mobilibeir strengths and problensolving skillslt is a
highly collaborative approadhat putsthe young persorat the centreandfocuses on building
their natural resilience. The approach is usually delivereer a limited number of sessions,
typicallytwo to six(Youth Justice Board, 2084 Solutionfocused therapy has been found to
result in noderate improvements for young people Wwitlepression, anxiety, and s&$teem
problems,but not those withcondud problems in comparison with other interventiondim,
2008). However,many studies are poorly designed amdre researchs needed before firm
conclusiongan be drawrabout its effectiveneséim, 208).

Other krief interventions

Brief interventionsand motivational inteviewing have been usedith moderate success
paediatric careand with adolescentt support changes in health behaviaoii#rickson, Gerstle &
Feldstein, 2005)Briefinterventionstake a persorcentred, nondiredive approachusing
guestiorsto encourage the young person to dape the gapbetweenwhere they arenow and
where they want to get to in their livesometimes followed bygollaborativeactionplanning.
Sessions can be quite shoatthoughthere is some evidence th#he longer the session, the
greater the effect.

Agrowing evidence bassupportsthe use of notivationalinterviewing forpeoplewith mixed
feelings aboumakingchanges, particularly in relation to dieandalcohol usgEricksonGerstle &
Feldstein2005) and tobacco us€Brown et al, 2003)The approaclis also beingrialled with risky
sexual behaviougannabis use, and to encouragentraceptive useamonggirls.The approach is
thought to be particularly welsuitedto adolescentandyoungpeoplewith shorter attention
spans(Channon, Smit& Gregory 2003)
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Most of the YOT health practitioners used motivational interviewing principles to promote health
behaviour change. The approach was seen to be highly flexible, enabling them to makedbest
their contact with the young person to encourage improvements in physical health care,
substance use and emotional satanagement.

Art and dramatherapy

Drama therapy involvessing role play, voice work, storytelling and similar techniqudselp the
young person express feelings or extersalnternal conflicts and psychological distress. Art
therapy uses range ofarts mediaand creative arts techniques to the same eAdt therapists
work with people with post traumatic stress disordd¥T(SD), autisticspectrum disorders, histories
of sexual abuseanxiety and panic attacks, depression amahyother health and substancese
related issuegYouth Justice Board, 2084 Thesetherapeutic approachesary greatlyin the way
that they aredeliveredand measurement of impact is difficulihere is somesvidence of
effectiveness with peoplaith mental health problemg§Youth Justice Board, 2084Daykin &
Orme 2008)

Onlytwo of the YOTgave visitedhad access tart and drama therapyThe approach was seen to
be particularly well suited to young people with limited language skilghar found it less
threatening to act out their feelings the third person.

Anger management

Many health practitioners used anger management in theirkyeither oneto-one with

individuals, or in group work. Some programmes were designed by health practitioners
themselves; others used recognised interventions such as dialectical behavioural therapy (DBT
see below, and incorporated other components.

Anger managemeninterventionshave been found tovork bestin a youth justice contextthen
they are base@n cognitive behavioural principles adélivered in combinadn with other
evidencebased interventionso addresgisk factorssuch as parergtraining (Youth Justice
Board, 2004).

Cognitive behaviouratherapy (CBT)

Many YOT practitioners reported using CBT approaches in their work, although it was unclear how
many were trained CBT therapiseésrecommended imational guidelinegNICE2005;
Department of Health, 2008)

Cognitive behavioural therapBY has been shown to beffective inreducingreoffendingrates
(Lipsey, Wilso& Cothern 2000, and there is some evidendeat it may be effectivas part of
group work intreatingmood disorders, setharm and anxiety disorders in young people in the
youth justice systeniTownsend et al, 2009l is recommended that interventions usi@BT
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should bemulti-modalin order to addressther complexssues that magtherwisehinderyoung
LIS 2 LJX S Q XLipsay, . BVAsNESGothern 2000)

Dialecticalbehavioural therapy(DBT)

There is a growing body of evidence to support the effectiveness of dialectical behavioural therapy
(DBTYor the treatment d borderline personalitylisorder in adult¢Binkset al,2006 Bohus et al,
2004; Verheul et a003) DBTemploysa rangeof cognitive and behavioural techniques,
includng problemsolving, exposure trainingpntingency management (a system of rewards for
progressiand behaviour modificatiorit hasalsobeen adapted to treat adolescentgth mental
illness(Miller et al, 1997)andthosewith high emotional vulnerability andolatility (Quinn, 2009)
DBThas also achieved promising results in combinatiath other interventions(multisystemic
family therapy and motivational interviewing)ith young offenders with c@xisting mental health
and substance misuse needkhis approach has bednalled in the US as a resettlement package,
the Family Integratedransitiors (FIT) programe, which starts ircustody anctontinuesthrough
into the communityover a four month periodwith very promising initiatesults in terms of
reduced reoffendingand cost saving@\o0s,2004)

Onlyone YO'n our studysaid that they providedBT although staff in secure settingsported
that training was increasingly being provided in this approach

Family and parenting support

The Think Familgtrategy was introduced by thgreviousgovernment in2008 in an attempto
AYLINR @S O2f f I 02 NI @idadilt seréidesstGstpport@h mdstRiNgslwafaged
families and children.

Research indicates thabme of the most effective interventions for young people who offars

those thatfocusonimprovingthelj dzI f A G & 2 F { Kthe éfechivenes aafrlyJ- NBy 0 A Yy
simpleparentinginterventions(the Incredible ¥ars Triple P Brentingand Strengthening

Families Strengthening Communitiggogrammes) has been well evidenced wmtil the age of

10 or 14years, but notfor childrenover this age

For adolescentsnterventionssuch as mulystemic therapy and muitlimensional fosteringhat
focusnot juston the family but als@n the broaderissues affectinghe young personappear to

be moreeffective However the overiding messagdrom the research ighat veryearly
intervention is most successful in achieving change in familiesahittiren showing signs of
severe behavioural problemBultisystemictherapy (MST) and functional familyetapy(FFTsee
below)have thestrongestevidence base but they are also highly intensive and costly to deliver
(although cheaper than custody as detailed earlisuggesting that they should be targeted at
thoseat greatestrisk of persistent offendindie. those whosebehavioural problemstart early in

® For more information see the commissioning toolkit for parenting at
http://www.commissioningtoolkit.org/
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childhood. There is a less robust evidence base for ie®nsive parenting interventiongith
older children and those with legrsistentbehavioural problems.

Multisystemic therapy

Multisystemic herapyis designed to improvehild and teenagé&ehavioural difficulties, as well a
other poor outcomslinked with conduct problems. focuses on the entire familgnd alsahe
WS O 2, braydténsssurrounding the family. lis an intensivetime-limited treatment (four to six
months) provided byprofessional therapist/casavorkers, supervisedy clinical psychologists or
psychiatristsWorkers have small caseloads govide an outreach servicgith 24/7 availability
The care plan is developedtivthe child and familylnterventions are pragmatic andilored to
addresghe particular needs of the child and family. They may include work with school staff,
peers, neighbours, and community organisations.

Reviews of the evidence for this approach waméially verypositive (Brosnan& Carr,2000}) later
systematic reviewsvere more cautiougLittell, Popa% Forsythe, 200p¢ a discrepancy that has
been attributedto errors in the selection ahe studiesreviewed (Littell, 2008) Thejury is still out
on theoveralleffectiveness of MSRlthoughcontinuingresearch will add téhe knowledge base
and recent interim findings from a UK study look promigBagseley, 2010)

The Department for Children, Schoasd Families and the Youth Justice Board haited out10
MST pilotsacrossEngland in 2008/20Q%o addto two pre-existing schemes that hdohkswith
localYOTsTwo pre-existing MST schemegere visitedin the course ofthis study.It both serves

asan alternativeto custodyfor young people ithe YOTand offeisplacesi 2 f 2 OF f  OK

servicedo avoidcostlyout of homecrisisplacemens.

U

Functional family therapy (FFT)

Functional family therapyFFT)s a manualisd form of systemic familyherapy for young people
with teenage behavioural and offending problensekton& Alexander, 20R). LikeMST, it takes a
collaborative problem-solvirg approach, workingvith the family and childo build
communicatia, negotiation and other skilhrough the therapeutic alliance with the worker.
Whole family sessions are conducted on a weekly lzagisreatmentlasts betweereight and30
sessions ovethree to six months. A comprehensive system for replicating the fidelity of the m
has also been developeBFT has been found to Ibeuch moreeffectivethan routine treatmentin
reducing reconvictiomatesin adolescent offenders with conduct disorders from a variety of
ethnic groups over followp periods of up to five yeafglexanderet al,2000) Thereis also
evidence that it can lead tor@ductionin behavioural problems amortge siblings othe young
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http://www3.interscience.wiley.com/cgi-bin/fulltext/121584370/main.html,ftx_abs#b156
http://www3.interscience.wiley.com/cgi-bin/fulltext/121584370/main.html,ftx_abs#b2

offenders. Itisless expensive ($5,06912,000 less per case) than custody or standard residential
care andcan achievesavings in crime and victim st of over $13,000 per casBexton&
Alexander2002).

Drop-out ratesare alsamuch lowerfor FFT atabout 10%comparedwith 50¢70%in routine
community treatment of adolescent offendefSexton & Alexander, 2@

Manyof the YOTmental health practitionersn our studysaidthat they usedattachment theory to
make sense aheir young client® 0 S K | @d uhdkistand Kok it is linkedith their
parenting Variousparentinginterventionswere offered to YOTSs clients and their familibsit the
guality was variable

OneYOThad aparenting worketin the health team. In others, there were good links wétkternal
parenting workers. In others parenting work was informal and followed no particular theoretical
model or therapeutic approach.

More structured evidencebasedand irtensive family and systemic approaches wefteredin a

small number of YOT€ambridge YOT used M& partof their intensive suprvisionand

surveillance progammes(ISSPs)n Petertorough the YO Point of arrest team had access to the

MST teanbut, because of the cost, the treatmemtas reserved for young people with the most

severe difficultiesBrighton and HoveQTswere offeringFFTas part of the first eveKstudy of

the approachwith young people in thgouth justice systemn Merseysidean adolescent Triple P
parentingprojec & 0 SAYy 3 RSt ADGSNBR o0& . doNguhihBRaDE >  AY
and working closely with the YOTan#arly, in Sandwell a Triple P parenting trained worker

provided a service for young people and thiaimilies involved in ta YOT.

Towards theend of our studymany more YOT health practitioneegported links withlocal family
intervention projectdunded through the2008Youth CriméAction Plan. These projegisovided a
semiwraparound servicésee lelow)aimed at changingehaviour in families angoung people

involved in antisocialbehaviour through a process MO K I £ £ Sy 3 S AdiryhBused dzLILI2 NIi Q
evaluation (with a comparison grougported impressivenitial reductions inanti-social
behaviour(National Centre for Social Resegr2d09)although a more recent study has

challenged the robustness of the methods used to draw these conclusions (Gregg V20269

good links had been establisheddith practitioners generally welcomed accesshese projects

However they also reportethat many of their referrals did noheetthe very high threshold for

entry to these services.
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ThS {! C9 &addzRé o0¢KS {(GdzReé 2F ! R2f SaldSyidaq
trial of functional family therapyKF7J in the UKIt is being conducted by the National Academsy
Parenting Practitioner$ & (G KS Ly adAddziS 2F t ae@OKALI (NR
Brighton & Hove Youth Offending Services (YOS), Bary@uthSupport ServiceAntiSocial
Behaviour Team and West Sussex Yi@®.//www.uel -ftsrc.org/ongoing_research.htm

Cl YA
fo
OYAY:

Multi-dimensional fostering treatment (MDFT)

Multi-dimensional fosteringreatment (MDFT placesyoung people who cannot live at hometh
foster parents who have beeantensivelytrained to provide a structurednvironmentto promote
social and emotional skill¥he yungpeople ae monitoredand supportedat home, inschool,
and in leisure activitiedrogranme staff wak closely with foster parents, and mayso workwith
teachers,YOT workes, employers, and others in K S & 2 dzy He td 88&cPngifency of
approach and reinforcement of preocial valuedntensive work also takes place with the
biological familywith a view toeventual reconciliationReviews have indicated good outcomes |
terms ofreducedlikelinood of further arrest (Farringto& Welsh 1996) andreduced violencein
adolescenimaleoffenders(findings ardess clear cut for femalegiHahn et al, 2006 The
approachhas also beeshown toreduceoffending ando be morecost effectivethan custody
and other residential group casettings(Aos Miller & Drake, 2006)Theevidence for
effectivenesof MDFTior mental health difficultiess promising buthot so strongOffice of
Technology Assessment, 1991)

None of the YOT®e visited had access tmulti-dimensional fostering treatment (MDFT) or othe

such intensivdosteringprogrammes. A pilotMDFTprogrammehad been launched iHampshire
andwe were told thatgood working relationshipsad been establishedith the local YOTs.

D
=

Wraparound

Wraparoundservice planninglescribeghe organsation and ceordination of servicedor children
and families with complex needs contactwith severalagenciesThese services might include
clinical therapy, substance use treatment, special education, medication, caregiver support,
assistance, employment, housing, medicaalth care, mentorship programes, transporand
juvenile justice and child welfare. Wraparound has badoptedasa way of delivering
personalised packages of care to young peoytd severe mental healtproblems Its philosophy

public

emphasses communitybased, culturally competent, integrated, comprehensive services provided

Ay GKS tSIFald NBauUNROGAGBS Sy dAiNRYyYSYy {Carhey®R
Buttel, 2003)
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Thekeyprinciplesguidingthis approachare thatthe views and preferences the child and family
form a central part of theplanningprocess interventions should bendividualsed and strengths
basedandcover a range of neexinatural supportsisch as friends, extended famiéyd
neighbairs should be engaged in the process, amproachesshould be flexible and adequately
funded(Bruns et al2005.

The wraparound approach is very much in its infancy in terntiseofobustness of thevaluatiors
completed. However, amall number of studies haeund:

1 reducedpsychiatric inpatientcustodialor residential placementnd thus the overall cost
of care(Burchard et al 2002 larke et al, 1998)

improvededucationalengagementaind performancgCarney et al, 2003)

lessrunning away from homé¢Clarke et al, 1998)

improved behavioural problems in boys (Clark et al, 1998)

increased emotionadnd behaviourastrengths (Pullman et a2006)

less police contact (Carneyat 2003)

= =4 4 4

However evidence for the effectiveness of this approach in reducing reconviction rates is mixed,
andmore, betterdesigned studiethat includecomparison groupare needed The approach also
requires more consistency in its delivery from locatto location for effective evaluation.
Wraparoundhas, howeverbeen seen as useful in engaging young people with complex needs
(Burchard et al 2002)

As reported aboveramily htervention Projectsuse an approackery similar tovraparound
servicesWe found that some othe health practitionerswve interviewedoften useda wraparound
approachto helpyoung people with practical problengsfor example taking them to
appointments working withother YOT staff to support wdbkeingetc.

dYoung peopleni the YOT] need more practical kinds of help really, and engaging them over|a
LISNA2R 2F GAYSXy2( KIFI@Ay3 yeé o062dzyRI NRSa |I 02 dz
GKFG 0KS& ySSRSR | O02YY2RI A2y > @& 2 dzQtRkatBeyza| i

would see it as help and they would talk to you more and once you had sorted that out with them

GKSYy (KSe& g2dZ R 02YS FyR GFft1 G2 @&2dehe8YWNEXL
RAFTFAOMzZ G& 6AGK R2AYy3I KEKASH A 30 SO Nyt 201 RS { &2 dR X
GSFYya gSNByQlu FofS G2 KStLI AYy (GKA& gl & 090!l dza
(YOT health practitioner)

=)
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Gaps in service provision and knowledge
Learning disabilities and speech, language and communicateeds

Ashighlighted abovehigh numbers of young people in tlgeuth justice systenhave learning
disabilities orspeech, language and communication neddiswever, fewnterventionshave been
developedfor these young people, and those that arsed arepoorly evidenced and under
researched

A fewYOTs had introduced speech and language therapists to identify and screen young people
more effectively for these difficulties. the Leeds YOT, speech and language interventions had
achieved some promisirigiprovements inthe@ 2 dzy 3 LIS2 LJ SQa Fdzy Ol A2y Ay 3

However,echoingthe findings of the CAMHS revididepartmentfor Children, Schools and
Families &Department of Health, 2009% number ofYOT health practitionergported lackof
resourcedocallyto support young people with these difficulties.

dLearning disability servickss NB @S NE  dzyWeSah gt e aa simsiiefitRione in
YFeoS I Y2y iK o0 ddhinkihéSaye maré tup fBriAh€ mddilnilzd severe
learning disabilitjeeds¢ KS& R2y Qi NBFfte& KI @S YdzOK FT2NJ YACf
neededapsy2t 23A 303 OGKIGY B BKYSINE H § eSzakdnet A yS 3N
about consultation with other professionals about how they might communicate and develop,
their intervention as a package(YOThealth practitioner)

BME groups

Although there is evidence that young blaokd minority ethnic (BME)eople are over
represented in youth custodgnd in the youth justice system as a whifouse of Commons
Home Affairs Committee, 20QAJOT healtlworkers said that referrals for healttarewere
generally lowethan for white groups However, thereare no nationaldataon accessand referrals
for health supporin YOTsAccess to primary healthcare is of particular importance if haadidds
that can have a lonterm impact onlife chances are to be addressed at an early stage.
Futhermore, there are sugestions thatsome risk factors and early signs of poor mental health
among some BME groupse missedr misinterpretedandso not treated leading toproblems
escalatingandaccounting in part for the overepresentation oBMEadultsin more restrictive
mental health care setting®Malek, 2004)

A number of workers felt that thereras a greater stigma attached to mental illness snd
receivingmental healthtreatment among som&MEcommunities
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The &engthening Families programmigor families with cHdren up to the age of 14 yearksas
been used in some YOTSs, asdne of the few parenting interventiortsat has a promising
evidence baséor effectiveness withamilies from BME communitigdVilding& Barton 2009)

Noneof the health practitionersve interviewed mentioned lingkwith i KS 5 SLJ- NI YSy G 2
Delivering Race Equality community mental health development wo(kKe¥partment of Health,

2004)or cited any specific projects for youldMEpeople.Our findings suggeshat more

researchisneeded into provision of specialigupportfor BME young people in thguth justice

system and into what worksvith BME communities

Ayoung man of black African heritage on the YOT caseloadtensfied by use of QIFAas
havingsome signs of ADHDhe YOThealth worker (who in this case was also of black African
heritage)talked tothe family and the young persaboutwhat had been picked up, how this
YAIKG 0SS FFFSOGAY T (K DEINGclagogsomhat Lol @ NABEitd  AlY
minimise anydifficulties thattheir son might faceand what might be done to help hinthe family
were concerned that their son might be labeliéthe was in contaclvith mental health services
and the worker spent a long timaver several visits discusg with them the pros and cons of the
various alternativesThe family decided that they did not want to be referred to a specialist fol
assessment and possible medication; instead they agreed that the YOT health practitioner would
liaise withii K S A Nsthaa? ajydtwhat had been discussed, talk to the school ratvset the
need to monitor his progress and wlking and to do some awareness raising with the young
man about the possible implications for his learning and decisiaking.

Qx
O«

174

Resources forgqung women in YOTs

Young women who offendandparticularly those in custodwyre generally acknowledged to have
higher leves ofmental health and health rexls than young males in th@uth justice system
(Douglas & Plugge006) The CorstorReport (HomeOffice 2007)alsodescribes thanultiplicity

of complex needamongwomenin the criminal justice system amdcommendsnore holisticand
multi-agencyapproaches tdelping themaway from offending and impr@their life chancesin
particular, itrecommends improvedccess t@ommunitysupportin the form of awider network
2T 62 YSy and oreSop shfawhich women offenders and those at risk of offending
can be referred.

Many YOT healtlpractitioners in our studyeportedthat young wanen often needed different
and more intensivesupport becausef their greatervulnerabilityand safeguarding concernswo
interviewees alsonoted that young women were oftemore willing to engage withalking
therapies han their male counterpartdviost interventionswith young females in YOTs involved
one-to-one work
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During the course of this projedeenage health demonstration sites (THDS) wsaeup infour
locationsacross Englantb try to improve access to services for those most at riggamr health
and mental health outcomes. The Hackney THDS had linked with the local YRadaockened

all young people entering the YOT caseload after a court dispmssag) a detailed health checklist.
Thishad foundhigh levels of health needsr al young people36% had chronic health problems
and 77%requiredfollow up for healthissues. In addition, arange ofspecifichealthneedswere
identified amonghe young womenmostlyrelatingto their sexual healthAl required
contraception advice and provision aradl were prescribed¢ontraceptionon site.In one instance,
acontraceptive implant was fitted on site. In anothemergency contraception was indicated and
provided.Several young women needed a pregnancy;tese waspregnantbut not receiving
ante-natal care Shewas given arly pregnancy advicandreferred to antenatal service3his pilot
projectreinforcesthe needfor a more systematic and intensive focus on the health needs of
young people in YOTs as a whole.

Most of the interviews withY OThealth practitioners wereonductedbefore one stop shops for
women in thecriminal justice systerhad been establisheby the last governmenn response to
the CorstonReport (Ministry of Justice, 2010However, mental halth workers in ae of the
Home Officepoint of arrest pilot projectsin Wolverhamptonhad developed good links with one
stop shopsn their areaand had valued the support provided somevulnerable women who had
been identified through point of arresticreening.

Engaging youngnale offenders

There is growing recognition of the difficulties experienced by men in accessing seadites
(Health Development Agency, 200&yecentreport from Mind (2010) hashighlighted the many
barriers preventingnen fromseeking hel@t an early stage when experiencing mental health
problems These include:

 socialisationyhichleadsmen to believe that thg should be seen as strong a#tO 2 LIS NE& Q

1 atendency for stress to manifest as physical symptomschare then missed by primary
healthcareworkers

1 negativeexperiences of GRlat discourage disclosure of mental health issues

lack of accurate and easily accessibfermation about what helps available

1 atendency to adopt negative coping strategiesesponse to stress, such as
anger/violencedrugs, drink, gamblingvhich are taken diace valueand not recognised as
masking underlyingnental health issues.

=

Gwasloathi 2 | &1 F2NJ &adzLJLI2 NI XYeé LINARS 3SGa Ay |GKS
asking for help and getting suppar{Focus group membeMind, 2010)
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As a resultmen described how they had to reach a cris#$ore theysought (or receivedelp
with mental health problems.

In our interviews, mnyYOT healtlpractitionerssaidthat young merwould rather be seen as
criminals tharas mentally illThey alssaid thattalking therapies were viewed with suspicion and
the language and approaclsed in these therapiesould beexperienced aslienatingby some
young men.

As highlighted earlier, YOT caseloadsudeyoung people with the greatest number of heatthd
mentalhealth needsthe majority of whom arenen. YOTw®ffer an excellent oppdunity for PCTs
to access population at high risk of some thfe greatest health inegalities. Howeveras
reported above many YOTSs are not able to provide point of entry gersratgood quality health
screeningTheHackneylrHDS$rojectidentified many young men needinfpllow up with health
problems demonstrating the effectiveness of targeted, systematic screening for this giauly.
intervention has the potetial to save considerableostsacross several government department
budgets.

Throughcare and resettlement

The YOT health practitionevge intervieweddid not often visit youngpeoplewhile they were in
custodybut they did:

1 liaise with healthcar@and mental health teams
T O22NRAYIFI (S KSFfGK LI O1F3Sa F2NJ 0KS &2dzy3 L
1 attend discharge meetings for those identified with ongoing healthcare needs

{2YS faz2 adzalJI2NISR | LILX A Ol tdikf@nyl the Yb@hNIustice W@ dzt y S
. 2 | Ni#iidns about placing young peoplaiirS O dzNBE O K AsfraRhBBndrtagoundl 2 Y S
offender institution. Lonehealth practitionersin YOTsold us that they struggled to covéne

entire youth justice pathway itheir work andthat they hadinsufficient resources tavork with

young people in custody.

Discussions with mental healthteamas2 NJ Ay 3 Ay (KS @& 2 dzjhdicated3raiJ S Qa
not all were aware of the potentidink to localhealth services provided by Y®€alth

practitioners Linkage with local YOT health practitioners could bé&qdarly helpfulat point of
releasewhen young peopléave been placed in custo@tong way from homandneed to be

linked upwith local CAMHS and ber health support services their homearea.

A few health practitionergelt that young peoplevith mild to moderate learning disabilities and
mental health needsvould benefit from aco-ordinated wraparound approach, particularly at the
point of release from custodyn the case of those witeeveremental health needs, there was
little evidence of tle Care Programme Approach being useeénsurecontinuity of carefollowing
release Although some youngeople were placed on licencand so receivethtensive
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offending-focused supervision on releashere was no evidence aitensiveevidencebased
therapeutic packagesuch as théamily integratediransitionstherapeuticapproachthat isused
in the USwith young people and their families pestleasg in the locationswe visited.

Outcomemeasurement

Most YOT health practitioners collectedarmation about referrals and workloadut did not
generallyhave systems in place for measuring the impact of health intervent®inslar

variability in practice was found monitoringoutcomes One YOT health teamorked with

safeguarding and LAC nursegptovidereports for commissioners oactivity and areas of need.
Somemental health practitionersisedanassessment tool to monitor outcomeggor examplea

few used theStrengths andifficultiesQuestionnairg SDQ, and theFACE assessmaiged in

Stockton andMiddlestkroughalsohad outcomemonitoringbuilt into it. Some health practitioners

had become involved in the pilot of tt@RAMHSOutcomesResearch Consortiun€OREG  Wo bfa | S C
outcomes monitoring toolsThisincludes:

1 the Strengths and Difficulties Questionnaire (SQ@R5-item questionnaire completed by
referred children aged X118 years and parents of children agetil8 years beforehe first
appointment andsix months afterThe SDQ has not beapecifically validated for children
over the age of 16 yeatsut it has been used for X248 yearolds in some community
surveys

1 Commission for Health Improvement (CHI) Experience of Service Questionnaire (ESQ)
is completed by altlientsagednine years and oveat sixmonths after first appointmentlt
asks young people and their parents about how they found the service and whether they
would recommend it to others. Items were developed from discussions with service users

f tKS / KA f R MBs¢gsodent Bdal2 @CG48is iscompleted by practitioners for all
age groups aftethe first appointmentand sixmonths later.The1¢100 point scale allows
service providers to rate the extent of child and family difficultieBrat contact and six
months later.

Therewere mixed viewamong healthpractitionersaboutwhichwere the most appropriatdools
for evaluating outcomesihe SDQ waseen as an effective measure by sqiinet reported as not
being appropriate foyoung people ged16¢18 yearswho arethe main age grougerved by
YOTsOthessfelt that the CORC tools were not suited¥@Tclientsbecause othe complexity of
some ofthe language

We also found wide variations row YOT health workers monitoreshtisfactionwith the services

they provided.Some did notecordOf A Sy (1 & Q & thé serdidedt &0l i\ fe®said they (i K

usedthe YOTW2 K I (i R 2 2(gtfdetion $Uey built int®NSERNdASSETThe CORC also
has a service usaatisfaction tool.
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Managing transitions

There has been growingpncern aboutoung peopl€ éxperiences ofransition as they move
fromchildSy Qa a SNIIA OS ZTransiionltoRddithabd AlliSnd200DRpartmentfor
Children, Schools and Famil&®epartment of Health, 2009The National Servidgamework
(DH, 2004) provided specific guidanod?CTs to ensure that sétes were available to young
people up until the age of 18, bgtich services were noted to be absent still in many ar&as.
number of reports havehighlightedpoor management ofransitionsandthe very different needs
of young adultdo those ofyounger childrerandolder adultsg needs thatare not currentlymet
by either CAMHS doy adult mental healtrservicegYoungMinds, 2006)

A number of transition points were identified during this stuaycausingroblemsin particular
for young people in thgouth justice systenwith mental health, emotional welbeing, learning
disabilities and speech, language and communication nédusse included:

1 the frequent gap irmentalhealth and learning disabilitservicedor young people aged
16¢18 yearsdue to different funding and commissioning practices

1 the lack of out of hours provision for young adults in many areas

1 the lack of recogtion in the majority of adult services of conditions associated with
childhood such as ADKIBonduct disorders etc

1 the lack of recognitioin adult community and inpatient service§the very different
needs and developmental characteristics of young &dul

G2 SQ@S KIR | K2LSfSaa araidda A2y KSNB F2NJ|eSI N
and 17 year olds but the consultant psychiatrist here has refused to do it unless he gets resources.
azald 2F GKS ({ARa ¢S 4SS NBSSNKX A 30ASDH, S8 |2dBN

Most practitioners interviewed during this studygued thatthe 18 year oldsn YOTs hathe

same range of support needs as tha@gged under 18In their experience, adult services rgdess
likely to be focused on preventative, early intervention and mental health promotion work, or on
family and parenting work. They were also felt to be less like to be awageeich and language
needs(Bryan Freer& Furlong, 2007and hyperactiviy problems(Youth Justice Board, 2084
National Association of Probation Office009, to havehigher thresholds for entry than

OK A f RNEB y &nd to Bepoulyrd€si§ried for young people

Early intervention in psychosis teams wenentionedby sane YOT practitioners as an example of

a more successfuhodelfor managing mental health transitions. These teams are funded through
adult mental health funding streams butork with a very broad age range (435 yeas).
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Work with young peoplewith sexuallyharmful behaviours

Not allYOThealthworkersteamsmentionedwork with young people with sexually harmful
behavioursSome health workers withoor links to regional or local forensic consultatisajd

that they struggled tananageyoung people whavere at risk of offending in this wayhey also

talked of not always knowing what resources were available either nationally or locally to support
and manage young people at risktbése kinds of offenceslowevermulti-agency public

protection arrangemets (MAPPA) were generallgen as a useftibr improving managemeruf
high-risk young peoplandfor sharing decision making.

YOThealth practitioners who were supported by regional forensic teaaid they valuedhis
collaborationwith forensic psychologists and psychiatristthis work and irdevelopingeffective
risk management and assessm@mnbcedures Through screening at point of arresn@ YOT
health practitioner described having been able to idenéifid remove from a wy high risk family
situationa 13yearold boy suspected of sexually harmful behaviour. Working with others, this
worker had been able ttacilitate very early interventiofor the boyfrom the NSPCgQnitiate
public protection mechanisms through MAP& link the boy with the school nurse so thdtis
chronic health issues could be monitored and referred on to the local paediatric #athe time
the boycame to court, this plan had begmogressingor many monthswith very positive
outcomes i termsof his risk managemerand safeguardingrhesupportpackage and the work
completedwith him also influenced the fingdrosecutiondecision

A number ofYOT health practitioners/teamgere usinghe Assessmentntervention, MovingOn
programme(AIM)devebped in Greater Manchesteandanother used theSTOP sex offender
treatment programme The AIM mod€Audit Commission, 200%)asdescribed as particularly
useful as it links with the YOT ASSET asses@mdunbllects information from multiple sources. It
also outlines assessment procedures for young people with learning disabilities and for children
under 10 years of age who display sexually problematic behaviandassessments for parents
and carers.

Geneally,interviewees felt thaimprovednational and regionajuidancewas neededo support
the work of MAPPA anensureeffective management and safeguarding of young peaplesk of
sexually harmful behaviowand victimsNearly three quarters ofheseyoung peopléhave
themselves been the victims of sexual ab(geardet al, 2007) At the time of writing, he
Department of Health and Department feducatiorwere developing guidancen this topic

Involving young people

There is an increasirexpectation, both nationally and internationally, thetildren and young
people should be involved in decisions that affect thamd in shaping the services they receive
(United Nations, 1989 NICEF2008 Department for Children, Schools and Famjliz&04).
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¢CKS blraA2y Il [/ RY HaRrddBnly@viewedpaiidpiatidn inihe youth justice
system and identified significastopefor improvementin participationby young peoplén YOTs
and cure settings.

Involvingyoung people in actively shaping ithed: G Kg | & {0 2 alddEn@A@BNE Q A &
component of effectivenental healthpractice(Sainsbury Centre for Mental Health, 2008)

recovery approach to mental health involves the young pefso their familyhaving a central

voice indecidingtheir goals and the help they need poogressi 2 6  NRa NBIFAYyAy 3 |
life. ThementalK S f (0 K & 2 NJ S NI éhis pilcésshot fode tilethajofdedibrf A G G S
maker.

Discussion withty OTsealth workergndicated a general commitment wworking with and actively
listening toyoungpeoplewhen considering how best tmeet theirhealth needslislington
CAMHSYOSfor examplestressedheir very collaborative approach with young people when
putting togetherpackages of support.

Two projects had also conducted formal consultatianit childrenand young peopleLewisham
ARTS team had completed a consultation exercise théh young serviceisers about what

health services they wanted, inhat shape and form and what they saw as their main nekds.
Yorkshire and Humberside, a focus grdwgal beerheld with young people to inform the regional
commissioning plan for children and young people in contact withytheh justice system.

However there wasgenerally limitedS @A RSy OS 2 T aéizedayoRemeithzeviéws @ a

and informing the design and deliverytbk health servicesthey were usingThis contrasts with
developments in the voluntary sector, for example, where this levphdiicipationis becoming

more commonThe@2 f dzy G NB ASOG2NJ 2NHIFyAal Gxmdy {0 / KNR
supported housing projects for looked after young peopla$trained andpaidyoung people

using its service® develop recommendations fomiproved participation, to traiup and

supervise otherearvice user representatives and ittspect homes in other regions.

Newham Community Project

Two local residents launched a community project on an estate in Newham to reach out to young
peoplein contact with the yoth justice system. The projeatasled by the young people

GKSYaSt gSa IyR NIXYAASR I ydzYoSNI 2F A&dadzsSa
G2 NBIFIOKQ 3INRdzLJA® ¢KS LINR2SO0 7 le@bup vardvérg NJ
nervous of mental health services and feared bdatielled,despite often having very high mental
health needsHowever, they would access the Newham project regularly and welcomed informal
help from workersvith whom they had built a relatiwship. Those who had made some progress
FOGSR Fa LISSNJ w2 dzi NS I CGakoutdr BibgsrNdvaillablé @ otliet ydied |[R (1 K
people at risk of offending in the area.

O O
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In Camden, a similangagingoroject had been set up by youth workers on adloestate A
clinical psychologist provided frontlin@uth workers with supervisioand consultatiorand
delivered treatment remotely via the frontline youth workers.
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Conclusion

Young people in thgouth justice systenhave welldocumentedhigh levels omentaland physical
health needs and vulnerabilitieBormany, these needs remain unidentified anshaddressed
with significant longerm effects on their life chanceand physical and mentakalth and weH
being. These young people ammang the most disadvantaged in society.

This studyfound a verywide range of model$n placefor meetingthe healthneedsof young
peoplein YOTsHealth practitioners in YOWgere evidently workingliligentlyand energeticallyd
supportyoung people in contact with thgouth justice systemoften in close and productive
collaboration with other agencies and teams. However fevend widespread evidence tifie
inadequacy of existingesourcedo address the full extent of the healtieeds @ these young
people. An important opportunitys clearlybeingmissed to reduce futurbealthand criminal
justice costghrough preventionandearly identification and interventiowith this high risk group.
We also found evidendhat health practitiones ae mostly onlyaccessingoung peopleat a very
late stage irthe youth justice pathwaywith little or no capacity for preventive wark

We have described in this report tmange of modelgurrently being usetb provide access to
health and mentahealthcare inY OE. Drawing on our own and other findingsnd practitioner
and stakeholdewiews we end with some recommendatiorisr ways to improve the healttare
provision to which young people in YOTSs are entitled and which has the potential nabonly
achieve better outcomes for a highly vulnerable group but sdgeroduce longterm cost savings
to the national economy

Finally, we have drawn on our findings to draft a commissioning toolkit setting out the
components of a comprehensive health see/foryoung people in contact with thgouth justice
system.Thistoolkit can be used by K A f R N/ o@ai AuthdMidizsACT commissioners,
regionalcommissioners (or any other governance or commissioning structures brought in by the
new governmentjo identify and remedy gaps in provision

You just get on and do it www.centreformentalhealth.org.uk 73




Recommendations

Early intervention

Efforts to address health and offending needs and risks in the youth justice system should build on

a firm foundation of very early and nestigmatising identification and farvention, using

evidencebased approaches, to prevent multiple adverse outcomes and reduocferding.

/| KAt RNBY Q& oO0lFYyR &a2YS | Rdzf 60 &ASNWAOSa 2dziaAiARS
NBalLlR2yaAroAftAde F2NJ 0KS&S e thi§ daidBstage in/thieir pathvaiay” 3 L.
by linking families up with cosffective and provemparenting and healtlnterventions.

.hea YR YFAYauNBlIY OKAfRNBYyQa FyR KSFfOK aSN
ensure that young peopleeceive the help they need as early as possible within mainstream
servicesHealth teams linked to YOTs also need to liaise with those making decisions in the youth
justice system about the health needs and packages of health support available to promote

progress and address risks. Early intervention with health and mental health problems may

preventa revolving door of offending withnaddessed need escalating amdth negative impact
onchildrent Yy R & 2 dzy 3 LIS 2 LIm&y@lsorefluteTredife@ing ayidi@uiedosts.

Equality, equity, access

Young people in the youth justice system are at high risk of health inequalities and poor life
chances and as such are a key target groupméaith services charged with narrowing the giap
outcomes betwen the highest and lowest achieving children.

This study found that these young people facgoing problems accessing specidiisalth and
social care support. This is due in large part to inflexelldusion criteriafailureto recognise
complex andsafeguarding needsindpoor design of services that are not experienced by young
people as accessible or engagifpese service design issues require urgent attention by
commissioners.

Srategic commissioning

There is a need for a more strategic appro&xlicommissioningy OT health provision at local and
regional levelsWe have produced ehecklist of the key health activities and functions required to
meet the needs of young people across the enyioaith justicepathwayfor useby local
commissioners as a mapping tool and action plagumle service design and developmésee
Appendix 1) Servicdevel agreementand memoranda of understandirghould be developed

with lead agenciegboth voluntary and statutorylesponsible ér addressing the needs of young
people throughout theyouth justicepathway.SLAsupporting the commissioning of health
practitioner postsshould includecontingency plans to cover gaps (in excesshoiveeks) in the
availability ofhealthcarestaff dueto turnover and absenteeism.
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Virtual teams and network&ee Bradford and Islington CAMN®S models) could be established
at local and regional levelsit there would need to be a realistic assessment of the implications of
a virtual team approach on #hexisting workload of those in mainstream services. Virtual teams
should also link with secure settings.

Eachlocal authorityshould develop & & dzA (i S Q 2 ¥ lodally NlBulné&ddbié foung peaple
with multiple orcomplex needsvho offend A few areas hatdegunthis work to develop clearer
systems to support the work in YOTtanayalsobe useful for local areas to cluster together to
commission some services regionally

1 to support YOT health practitioners (particularly in rural areas),

1 to ensure that all young people in secure settings get the health and mental health
services they need

1 and to create better continuity of support in and out of secure settings.

A resourcecouldbe developed in each regigsimilar to the Thames Valleyiéosic mental health
model)or even inlocal areas (in line with the Islington moda)provideexpert¥ 2 dzii NS I OK Q
consultation and advice for frontline workerBhis consultative model couldrovidemore
specialistassessment, supervisioproblem solwgand advice for all staff workirgt the frontline
with vulnerable young people (such as YOT caseworteggeted youth support, Looked After
Children health workers, workers in secure settings, CAMHS specialists working with vulnerable
young peoplethose working with looked aftechildren andyoung people etc). The team would
include experts in forensic mental health, significant substance dependbeejth inequalities

and work with young people at risk of sexually harmful behavicAesess to higquality forensic

and clinical supervisiois essential to effectivenentalhealthcare provision with this group of

young people

Healthcare provision in YOTs

We found a range of models of health provision in YOTSs, and also considerable inconsistency in
what was provided. It is clear that a single YOT health worker cannot meet the whole range of
health and mental health needs found among these young peéplaessional isolation from
mainstream services may also reinforce the social exclusion of vulegrabhg people and limit

the extent of support that can be offered. Furthermore, YOT health provision was provided too
late in the youth justice pathway, with key opportunities missed to target health inequalities and
vulnerabilities early on.

Health provision does not have to be based full time in YOTagp#arsto work best when there

is a regular and systematic presence of health and mental health workers in these settings.
Regular attendance allows Y ®dalth practitioners access to consation and advice and

facilitates confident management of cases. It is important that any health presence in the YOT also
has very strong links to a broad range of local mainstreamices
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There are high rates of health inequalities among young peopte oftend.Screening and
support for health needs should occur at the first point of arrésty progress madas theyoung
person continues through thgouth justicesystem should beeported backo courts and to YOT
teams so that health and mental healtlare, safeguarding and risk managembatome an
integral part of Youth Rehabilitation OrdgpgéRQ)Practitioners responsible for screenisigould
be hypervigilant for particular risk factors for poor outcomes such as esaglys ofbehavioural
difficulties, risk of school undeachievementchildhood maltreatmentyoung females who are
offending, homelesgoung people and young people from groups that aver-represented in the
YJ&nd who are not accessimgimary care services.

Local YOTs need to link more closely with parenting provision in their areas and should recognise
the importance ofvidencebased family and parenting interventiomsreducing offending and
improving mental health and other outcomes for childr@md youngpeople

Health teams based within YOT teams should consider carefully how they build in systematic
A0 NHZOGdzNI £ fAYy(1lF3Sa gAGK 20 f(padcryldBeke8y a A @S
youth support)and voluntary sector provision, to avadaiplication andprofessional isolation.

Learningdisability andspeech, language and communication needs

There is a current gap provision within the youth justice system for children and young people
with mild to moderate learning disabilities and a lack of clarity as to whether speech and
communication needs can realistically imet by local services. These issues require careful
consideration by local commissioners and regional leads.

Liaison with ourts

90K2AYy3d (KS TA Yy Révigdtherezsh ndeddmaRReviewhF the v&/én@viich NJ
psychiatric reports are commissioned and ordered, with a particular focus on Youth Gteatth
workers should provide feedbat& courtson lower levelhealth issuessee, for example, the
adult South West Court Report Pilaind advise and cordinateinput when psychiatric or
psychological assessments are required.

Point of release and resettlement

Children and young people aqustody have the highéseeds.There is a need for greater use at

the point of release of evidence based approaches such as Multi Systemic Therapy, Functional
FamilyTherapy, Family Intervention Projects and intensive wraparosgrdices(possibly

supported by mentors)\Whenyoung people have been receiving specialist care in secure settings,
access to community based specialist CAMHS or transition services should be fast tracked with
immediate contact guaranteed on releaSéhe Care Programme Approach should be used in all
such cases. These services shaddpt anassertive outreaclapproachto maximise engagement.
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Transitions

Gommissioners need to address the gap mental health and learning disability servides

young people aged betweelt and 18 yearsand specifichy services to support theansition

from children to adult services.o@sideration should also be givenitaproving the design and
delivery ofadult mental health and learning disability servitesuitthe needs of young adults.

This transition points an importanopportunity to intervene early with emerging mental health
and health difficultiesMost mental health difficulties start in adolescence so it is a crucial time for
early intervention.

Participation

The work on developingace pathways for those in contact with the youth justice system should
be actively shaped by children and young people with experience of the Youth Justice System.

Young people from BEcommunities

YOT health teams should systematicaihcktheir ratesof engagement with BME groups and
comparethesewith the minority ethnic profile of YOT caseloads, to ensqgaity and accessibility
of provision.Commissioners and providers should make contact with BdEMunity
development workergor mental health tasupport the development of culturally competent
services.

Assessment and outcomes

A wide variety of health and mental health assessment tools are currently being used in different
localities, across different agenciasdeven at different stages in thel¥ pathwayCross

government developmental worik progressingo review andstandardise currenassessment and
outcome monitoringools and system#r vulnerable young peoplésreater attention is needed

to measuring outcomes in health and mental health work with young people igahth justice
system
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Appendix 1: YOT health service commissioning toolkit

All YOT Health functions should build on a robust assessment of the neads@fable young people in the local area (including those in secure
settings).

Area:
Health functions in YOT health team Potential service providers  Who fulfils this role?  SLAs/protocols in place?
Screen all young people for (eg. General nurse, LAC
1 Physical health needs nurse, police custody nurse
f Mental health needs (including early signs and ris YOT health practitioner,
factors for poor mental health) school nurse, point of arrest
| Early starting behavioural problems triage worker etc)
1 SLCN
1 Learning disabilities
9 Safeguarding concerns and childhood maltreatme
1 Alcohol misuse
1 Drug misuse
1 Educational under attainment arop out
i1 Foetal alcohol syndrome
Full assessments required (eg. Paediatric, Specialist
1 Mental health rapid assessments CAMHS, forensic CAMHS,
1 Forensic mental health psychologist, speech and
9 Child inneed or CAF language therapists, CAMH
f Learning disabilities or social care crisis teams
1 SLCN etc)
1 Neurological conditions and brain disorders
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Point of arrest work (eg. YOT health practitioner

point of arrest rapid

I Supportyoung people with lower level needs into | response mental health,
services drug, alcohol workers,
1 Liaison with CPS/courts/bail support workers CAMHSvulnerable children
T Negotiating access to specialist or forensic CAMH | y R & 2 dzy’ 3 LJS;
1 Negotiating access to specialist drug services outreach worker )
1 Negotiating access to specialist alcoketvices
1 Negotiating ¢her specialist care
1 Hold cases pending acceptance and handhold intc
new services
1 Monitor and troubleshoot attrition from specialist
services
YOT liaison function (eg. YOT health practitioner
LAC nurse, voluntary sexua
1 Receiving YOT/Secure estate health referrals health service, other
1 Receiving YOT/Secure estate mental health referr services for vulnerable
1 Receiving YOT/Secure estate LD/ SLCN referrals young people)
1 Mental health liaison wittY OT
1 Health liaison with YOTLD liaison with YOT
1 SLCM liaison with YOT
9 Liaison with adult mental health services
9 Liaison with Police, CPS and courts
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Visits to secure settings and sentence /resettlement
planning/management

T
T

=

Liaison with healthcare teams

Relationship building with young people before
release

Attending reviews

Resettlement planningnd liaison with services
Resettlementsupport
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(eg. YOT case manager, Y(
health practitioner, Inreach
teams)
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Mental health interventions and substance misuse (IAPT
approach)

1 Stress and anxiety management

1 CBT

1 Angermanagement groups

1 Life coaching/skills, ADHD life skills
development/advocacy and wraparound support

1 Family conciliation and intensive parenting suppor

1 Motivational interviewing and brief interventions

1 Bereavement counselling
Substance misuse specific

1 Education andharm reduction work

Relapse prevention work

1 Mental health interventions if these require a
substance misuse specific focus

=

Support for well-being

9 Education, training and employment support

1 Leisure activity/access to physical and positive
activities

1 Peer support/mentoring

YOT mental health
workers/voluntary sector
services/Think Family eo
ordinator

YOT drug and alcohol work:

Connexions, YIPs/YISPs/
/| KAt RNy Qa LJ
services.
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Specialist mental health provision for those in YOTs

Evidence based parenting work (FFT, N&FBC
DBTand specialist CBT

Sex offender treatment (AISTORapproach)
Multi-dimensionaintensive fostering
Specialist cunselling

Prescribing for mental health/developmental
difficulties

Prescribing fosubstance misuse

91 LDspecialist packages of care

=4 =4 4 4 -8 -

=

Training and consultation provided to

1 All YOT case managersspeech and language neec

1 All YOT case managers in mental health awarene:
and care pathways

1 All YOT case managers in learning disability care
pathways

1 magistrates and court users in speech and langua
needs/LD/MH/etc

1 generic CAMHS regarding work wytbung people
who offend /forensic issues/SLCN/LD

1 Consultation for parents and schools re speech ar
language needs

Generic CAMHS/LD
services/Forensic
CAMHS/intensive
fostering/Early intervention
in psychosis services/Ti8r
substance misuse services

Speech and language
Forensic CAMHS specialist
Sexually harmful behaviour:

LD
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System for consultation for health workers in YOTs from
those with knowledge of:

forensic mental health
health inequality work,
sexually harmful behaviours,
paediatrics

dependent drug and alcohol

= =4 4 4 -5 -

System in place for supervision by or linkage with local
relevant health or mental health team

You just get on and do it

e.g. Are there services locally
who could suppt the
professional development of
the health practitioner, who
could provide supervision and
telephone consultation

speech and language problems, learning disabiliti¢
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Appendix2

Topic guide for YOT service audit: health practitioner role in YOTs

= =4 4 4 -4 4 -5 48 2 -5 2

Description ohealth and mental health arrangements

Where is the team/worker based?

How is provision funded?

Number, ethnicity of health practitioners, how long in post?

What is the professional background of the Team members/worker?
What competencies does the team rdse

Whattiers do they cover?

Is there a formal protocoflervice level agreementith CAMHS/drugs/alcohol?
Supervision and line management arrangements?

Training received and needed?

Do they have information sharing protocols?

Description of role

= =4 =4 A

= =4

=4 =4 =4 4 4 4 4 5 5 -9

What is man focus of the competencies in teafeg. physical, mental health)?
What style of service is offered (eg. office based, advocacy, hand holding)?
Referrals: from whom and to where?

Assessments used?

Full Ist of all functions fulfilled (ediaison, directvork, interventions, police cells,
consultation, training, promotional, work with familiesustody, resettlemengtc)?
What training do they commission?

When do young people get referred to CAMHESPly InterventioR LD services? SLCN
services?

Whatheath issues gets referrednd in what ciramstance?

What types of help are provided by CAMHS/LD/SE@GNY Intervention in Psychosis
services?

Do they complete any joint work?

Emergencieg any written protocols?

Access tgsychiatrist forconsultation?

Access to gediatrician?

Waiting time for a specialist service following assessment?

Timescales for assessment work? Any protocols?

Who does psychiatric reports for court?

BME provision?

Groupwork?

Girlsand young wome#
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Evaluation

How do theyevaluateimpact?
ServicausergIeedbackand involvement?
Do you have any leaflets for users?
Exit interview®

= =4 =4 A

Perception of needs of young people

What areperceptions oimain health needs ofoung people?
Which are met by YOT?

If not, how are thee needs me&t

Are there any unmet needd®¥’hat arethey (ocallyandnationally)?
What areas of need shouttie health practitioneifocus on?

= =4 4 4
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Glossary

ADHD

AIM

ASSET

CAF

CAMHS

CBT

CHI

DCSF

DH

FIP

GP

LAC

LD

MAPPA

MDTFC

MST

PCT

Attention Deficit Hyperactivity Disorder
Assessment, Intervention, Moving on programme
Astructured assessment tool used by YOTs
Common Assessment Framework

Child and Adolescent Mental Health Service
Cognitive Behaviour Therapy

Commission for Health Improvement
Department for Children, Schools and Families
Department of Health

Family Intervention Project

General Practitioner

Looked after children

Learning disability

Multi-Agency Public Protection Arrangementsmulti-agency arrangements to
monitor and review high risk individuals, including:
1 registered sex offenders required to register with the police
9 violent and sex offenders receiving a custodial sentence omaAths or
more, a Hospital or Guardianship Order, or subject to disqualification from
working with children
f 20KSNAR O2yaARSNBR (2 L2asS I WNmRai 27

A statutory duty is placed on agencies to cooperate with MAPPAs.
Multidimensional Treatment Foster Care
Multisystemic Therapy

Primary Care Trust
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NCG
NSPCC

PSR

PTSD
SCH
SDQ
SFSC
SHA
SLCN
STC
SQIFA
SIFA

YIP

YISP

YJB
YOI
YOT
YOS

YJS

National Commissioning Group
National Society for the Prevention of Cruelty to Children

Presentence report; a report ordered by the magistrates to assisth sentencing
decisions.

Posttraumatic Stress Disorder

{ SOdzNBE / KAf RNByQa | 2YS
Strengths and Difficulties Questionnaire
Strengthening families, strengthening communities
Strategic Health Authority

Speech, Language a@@mmunication needs

Secure Training Centre

Screening Questionnaire Interview For Adolescents
Screening Interview For Adolescents

Youth Inclusion Programme funded by the Youth Justice Board to work with
young people deemed at greaerisk of offending in a locality

Youth Inclusion and Support Panglsaim to prevent antisocial behaviour and
offending by children and young people agerl 8 years who are considered to be
at high risk of offending

Youth Justice Board
Young Offender Institution
Youth Offending Team
Youth Offending Service

Youth Justice System
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