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Executive summary

Young peoplesentenced tacustody have very higlevek of mentalhealth problemsThey arealso
more likely to havdearningdisabilitiesand speech, language and communication neeaswellas
a range of other complex and mullgvulnerabilitiesthat compromisetheir future life chances
andtheir health and weHlbeing

Thisstudywas commissioned by the Department of Healthrégiew current levels and standards
of mental health provisioh y (G KS @2dzy3 LIS2LIX SQa &aSOdz2NB Sadl
aimed ta

1 consider how provision in the young peofiesecure estate compared with mental health
services for children and young people in the community

1 consider the extent to which mental health services in secure settings meet the mental
health and emotional welbeing needs of young people

1 disseminateexamples of promising practice

A patrticular focus was thienpact of theadditionalfundingprovided ky the Department of Halth
from 2007/08for the provision of child and adolescent mental health serving®ung offender
institutions (YOISs).

This research suggedtsat the Department of Healtliunding had resulted isignificant

improvements irmental health provision and awareneissYOls However it had the unintended

effect of throwing into greater relief disparities in the mental health care provision across the
gK2tS @2dzy3 LIS2LJ SQa aSOdzZNB Saidl indifferetk Sa S 02 Y
commissioning arrangement® number of areasvere identifiedwherefurther developments

needed

Overall,this research suggests thtitere is anurgent need forall secureunitsto developan
integrated,whole systemand comprehensivepproach to supportinghe mental health andvell-
beingof the very vulnerablehildren andyoung peoplen their custody and carand, no less
important, to endure that any improvements and progress made while in custoegupported
and maintainedollowing release.

We end the reportwith the warning thatfunding to sustairthoseimprovementsmadein the

mental health care of young people YOlss not currently guaranteednd the progress
identified in this reportcould be reversed if sustaindiby is not addressed.
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Recommendations

Research shows that placiobildren andyoung people who offend in custodial unitsise ofthe
most expensiveeast effective methodof reducingcrime. Furthermore, we know thathildren
andyoung people with the poorest mental health and greatest health inequalitiesentlytend
to cluster in these custodial setting®ractitioners indicate that many have drifted into custody
with insufficient attentionin the community to long standing meal health needsOver reliance
on custodyto address the mental health and health needs of vulnergboleng people irthe
youth justice gstem should bavoided international legislation also states that custody should be
used asa measure of last resbfor children This is particularly important for those with health
and mental health problems since the literature suggests tlaatgmadein these settings are
rarely sustained after releas#ten dueto poor transitional care.Comnissionersneedto invest in
the full range ofpbrovencommunity interventionghat have been showto be both moreeffective
andmostcostefficientin reducingthe re-offendingboth of those with and withoutiagnosable
mentalhealth difficulties Particular attention lsould be given to improving access tevidence
basedfamily interventions for those with conduct and behavioural problexéch start at an
early age; these young peopdee most at risk of poor outcomeas adults

The recommendations of this repariclude the following:

Identification of health needs

We know that children and young people in the youth justice sysiegpwith homeless

substance misusingnd looked after children and young people, the most likely to have significant
health needs and also the least likéo access primary healthcar&Ve would argue strongly for
improved accessibility to mainstream primary care services for vulnerabiteiand young

people as early as possible to prevent escalating difficultiesastlly poor outcomes later on.
However, for those who enter custodydir period in custody offers NHS commissioners a unique
opportunity to target a high risk populatidior health promotion interventions and to engage with

a (literally) captive audience to build on and sustain health gainsretesase.

A comprehensive health checklist (including mental health and emotionallvestly) should be
developed for use across all agencies and in all settings to help identify issues that young people
may bereluctant to discloseThis checklist will need to betégrated into existing mainstream and
youth justice screening and assessment arrangemditts he#th checklist should be updated at
each stage of thgouth justicepathway and should include thegealth Action Planning proce&s

those with learning didailities.

A standardised health information summary tool (HI&$gurrentlyusedat Hindley YOlwould

ensure vital healthnformationis passed on through glbints of transitionand into the
community postrelease
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Resettlement

Given what we knowlzout the very high levels of complex needs among young people in secure
settings, there is an urgent requirement to see young people in custody as children in need and for

/| KAt RNBYQa ¢NHza(Ga G2 LINA2NARGAAS O gdtvukarlyr a GKSe@
strong for those identified with early behavioural problems and ADHD (both of which are known

to have strong associations with offending behavi@aubstance misusand later mental health

problemg, those who have suffered previous maltreagnt, young females (who have hidgwvels

of mental health and other needs), young people from BME communities (who remain over
represented in custody settings), and those with mild to moderate learning disabilities and
communication difficulties, who currently fail to access communityises.

Young people who go into custody should have a lead professional identified before entry who
follows them through the system. This throughcare and resettlement work needs to be seen as

the highest priorityandy 2 G 'y WIFIRR 2y Q 8RR o2 (i KSENROB Y Wdzy & MHza
made more accountable for the resettlement of the young people who return to their local areas,
rather than this beingeen as the sole responsibiliby local YOTSs.

Family support is a major protective factor for young pkeoseeking to make progss and achieve
their potential. Lack of family intervention work with young people in secure settings and their
families represents aignificant missed opportunityThere is a need to consider have can
improvepartnership betveen secure units and families and promote contact, cohesion and
linkage with community support and networkkinks could usefully be made with Family
Intervention Projects and memoranda of understanding developed to provide young people and
families withsupport before the young person is released.

DAGSY GKSAaS e2dzy3d LIS2L) SQa @GSNE KAIK fS@Sta 2
the most intensive, evidenebkased support. There should be more focus on parenting support to
prepare familid F2NJ G KSANJ OKAf RQa NBESIFaS IyR AydSyaa
deterioration in wellbeing and behaviour on release.

The Care Programme Approach (CPA), a system of case management for those with mental health
difficulties to promotecontinuity of care and resettlement, porly understood andurrently
underusedo promote care and speedy access to services on release. Use of CPA, along with
persistent problems in accessing services, should be monitored by local safeguardingdmshrds

by commissioners.

There is a need for comprehensive, user friendly and regularly updated directories listing local

@2t dzy GF NB YR a0l Gdzi2a2NE OKAf RNBYyQa aASNBAOSa i
support services available when youpepple are released to their home area. This information

should build on the CAMHS mapping data and should include a brief description of the service,

type of support offeredgriteria for acceptance andontactdetails.
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Regional strategy

There aresigns thathe new Government will encourage increasingly localised commissioning.
The findings from tis researchndicate however, that it will still be important to ensure that local
commissioners coordinate and plan some activities together in tlegiional areasparticularly to
address the needs of those in custodyegionatoordination and commissioning wibntinue to

be important(both for those with direct commissioning responsibility for secure settings and
those without) This coordinatiomill helpdevelop a consistent approach to and pathwiasough
the youth justice systerfor children with health, mental health and emotional wib#ingneedsin
custodial catchment areasSuch planning should promote consistencynantal health and wel
beingservices and care throughout all secure sité®Ts and other services supporting ecéle
young people regionallylt will also provide greater continuity in and out of the secure setting
help young people resettlelinally regional planmgallows a more costffective way, across a
clusterof local areasof providing access to highly specialist consultation on forensic mental
health and sexually harmful behaviours to support the management of the small number of high
risk young people.

Workforce development

The/l KAf RNBy Qa 2 2 NJ T2 NibSidebtified & dorho¥ Sowficompeedzie© A f

and knowledge that all those working with children and young people (including volunteers)
should haveThese competencies should inform thaitring of secure care staff in all settings and
should underpin interactions and work with young people and their families. Together with the
Skills for Healttj2007)competencies for Tier 3 CAMHS work, these competencies should provide a
benchmark for ingectorates assessing the quality of comprehensive CAMHS support in secure
settings.

G LINBaSyids GKNRdzZAK2dzi GKS SYGANB @2dzy3 LISNA?2
different ways depending on the type of unit (e.g private versus prguce run, YOISecure

/| KAt RNBYQa | 2YS | ¥R AfferilideNusrkefs MisdcyfeisgttihgeedS y G NS & 0 @
ongoingcommonand consistentraining in child and adolescent development and forensic mental
health as well ag the impact on behaviour atildhood maltreatment andrauma, neglect,

mental health problems, learning disability, speech language and communication problems,

physical healthnequalities and social deprivatian

Regional specialisand CAMHS #reach teams should provide ongoilgposterCraining for all

discipliness 2 NJ Ay 3 Ay (KS @ 2 dzalwelds 2ondultitdb supeB/iSicaMi S a G |
informal training inthe day to day management of young people with complex needs and

behaviours
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Health commissioners should conduct an audit of child and adolescent mental health
competencies and skills in primary healthcare and devise a workforce development strategy to
improve workerSexpertise.

Primary care

The GP Quality Outcome Framework should be adapted to support work with children in secure
settings, together with the necessary technology. GP practices should be established in each youth
custodial setting so that practideased commissioning can developirroring developments in

the community. GPs who work in secure settings for children and young people should have
enhanced training in child and adolescent development and in the particular health and health
promotion needs of young people in these setfs.

Comprehensive CAMHS

Particularly in largesecureunits, ongoing attention should bgiven to developing
multidisciplinarycollaborationand acomprehensive CAMHpproachto meetingmental health

and emotional welbeingneedsand supporing the management of young people witither

complex needs. Greater use should be made of multidisciplinary meetings (established in some
YOlIls) to improvéhe coordinated planning and review of the mental headthd weltbeingand
safeguarding of young peopl& $maller SCHs, where specialist staff are often working outside the
unit, more use should be made of conference calls tobnate care, share information and
improve management and resettlement planning.

Safeguarding

Units should adopt a proactivepproach to reviewing safeguarding. There skdug a log,

reviewed annually, for recordingractices thaicouldcompromise the welbeing of young people
while in secure settings and following relea§éne log would includancidents within and outside
the immediate authority of secure units.¢e last minute, unsuitable accommodation on release,
inadequate interventions or care arrangements at the point of resettlement for those at risk of
sexually harmful behaviours or widmergingpersonalitydisorders). These concerns should be
referred either to the safeguarding board overseeing the unit or to the board with responsibility
for the young perso® home area.

Outcome monitoring

There is currently no standardised method for assessing mentéthhaad emotional wetbeing
2dz002YSa FTNRY (KS RAFTFSNBY (0 ¢aKSSO dzNG\ f RNy ¢ RK
emotionalwello SAy 3 a0l tS akKz2dzZ R 6S Ay Of dzRiSspectibng ofl SNJ a

individual units to enable compaon ofwell being andutcomes.

Reaching out, reaching in www.centreformentalhealth.org.uk 9




Young peopleQ participation

Young people should be involved in designing and shagingcesand howthey aredelivered.
There is a need to consult with young people on how to impreeesses for accessisgpport
for mental health ancemotional wellbeing in secure settings, taking into account the particular
challenges posed by loss of liberty, locked doors and institutional dtoea

For those with diagnosed mental health difficultifsere should besome investigation as to how
the recovery approachan be integrated ipracticethroughoutthe youth justice system and the

young peopl@ secure estate.

More use should be made of peer mentoring. Young people should receive training peerse
mentoring skills in secure settingmd, following releasein the community.

Young people should be involved in inspecting and auditing provision in secure settings
happens in some settings for looked after children.

Young peopleQ awareness of mental health
The Social, Emotional Aspects of Learning programme (SEAL) shonddrperated into

educational provisioh y G KS @& 2 dzy 3 LISt praimSt@awarén&se afzidntal Bealthl (1 S
and emotional welbeing and to support r@lience andgncourage young people seekhelp.

Reaching out, reaching in www.centreformentalhealth.org.uk 10




Introduction

In 2007 the Department of Healdndthe Youth Justice Boambmmissionedhe Centreto review
mental health service provision in tly@ung peopl& secure estaten EnglandThe aims ofhe
reviewwere:
1 to consider how provision compared withental health services for children and young
peoplein the community
1 to considetthe extentto which mental healttservicesn secure settingmeet the mental
health and emotional welbbeing needs of young people
1 to disseminateexamples of promising practice.

A further aim was to identify models of audit used in these settings to review quality and
outcomes of interventions.

Reaching out, reaching in www.centreformentalhealth.org.uk 11




The Study

Methodology

Visits were made tdwealthcare and rantal health teamgovering:
1 13(of the 18 within the secure estatgpung offender institutiongYOI3
1 5(out of 15) secure childre@ homegSCHS)
1 2 (out of four)secure training centres (STCSs)

The units ranged in size from pfaces(the smallest, femal®nly YOIsyp to 400. Two of the YOIs
were femaleonly; the remainder wasor males. TheSCHs and STCs were mixed gender.

Most visits took place between September 2007 and October 2@8nefollow-up visits were
madein 2010 to includenew developments such ate Willow Unit for complex needs Hindley
YOI and the Keppelnit in WetherbyYOl It should be noted thathangeshave been made to the
organisation of theyoung peopl@ secure estate since completion of the fieldwakgd anumber
of YOIs and SCHeeno longe being used for young peopiender 18 yearsold in the youth justice
system

Semistructured interviews wereonducted with a total o0 members of staffsee table 1)
Researchers alssat in onmultidisciplinarymeetings and observed interactisbetween mental

health teams and their colleaguasd betweenstaff and young people.

Table 1: Interviewees by profession/role

(o2}

Governors and unitlirectors atSCHs

Healthcare in-patientand mental healtlservice managers
Modern matrons

Healthcare nurses

Secialist mental health nursing staff

Psychiatrists

Psychologists

Assistant psychologist

Occupational therapists

Dramatherapists

Social worker

Youth Offending Team health practitionexsd case workers
Adult mental health providein custody

Securecare staff in YOIs and SCHs

Commssioners

Substance misuse staff

GP

=
N

=4 -4 —a & & _—& & _& _a -8 & _a _& _a _a _—a —2a
P P NOPFRP MNP ®WRPDNANOAON
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1 Admin worker 1
1 Speech and language therapist 1

A small number of young people afaimily memberswith experience of mental health difficulties

and theyouth justicesystemwere consulted throughouthe reviewand invited todiscuss the
findings anccontribute service user experiences and perspectives.

Reaching out, reaching in www.centreformentalhealth.org.uk 13




The context

The youth justice system

The age of criminal responsibility in Englasmd0 years. Children aged 12 to 17 barsentenced

to custody under a Detention and Training Orflarperiods offour monthsup to a maximum of
two years. The first half of the sentencesfgent in custody and the second half in the community,
under the supervision o1 Youth Offending TearfY OT)A young persoraged 1Qo 17 convicted

of a serious offence (onthat carries a sentence df4 or more years in custodgr adultg can also
receive a custodial sentenemder sections 90 and 9af the Powersof Crimiral Courts
(Sentencing) Act 2000

There are three types of unibr children and young peopleentencedo custodial sentences.

Youwng offender institutions(YOlspare securaunits run either by the Prison Service or by the
private sector.They take young peopkged15 to 21 years.Young offendersinder18 years old

are housed apart fronyoung adult§aged over 18and theirplacesare commissined by the

Youth Justice Boardy Oldor malesare much larger than other types of secus&ttingsfor young
people(up to400placeseach, and are generallgonsidered to be inappropriat®r vulnerable
young peoplesuch as thoswith mental health needsGirls and young womeare placedin

smaller unitof up to 15 placesln 2007/2008 tie National Health Service assumed responsibility
for mental health services in YOIs.

Securdraining @ntres (STEG) arerun by private operators under contradisat set out detailed
operational requirementsThey negotiate with local contractors to binyspecialist services to

fulfil these contractual obligation3.here are four STCs in Englandh a maximum operational
capacity of just under 90 bedsch.Theytake young offenders from the age of 12 to 17. They

hold fewer yourg people than YOls arve a higher staff to young offender rat®ecure training
centresprovide mental health services as part of their contracted agreement with YJB. They
commission these services in different ways depending on what expertise is available to support
commissioning and what specialist resources are available to draw on in local areas.

Securechildren® homes (SCHsare smaller unitsun by local authority social services departments
andoverseenat the time of writingby the Depatment of Health and thehen Department for
Children, Schools and Families, or Department of Education.

Secure childre® homegrovideyoung peoplewith specialistsupport tailored to their individual
physical, emotional and behavioural needs. Tblegrge the Youth Justice Board a unit price per
bed, taking into account all resources and services contracted in to theegoung peopl&
needs.They purchase mental health services (often from the local area) and add costs to the unit

Reaching out, reaching in www.centreformentalhealth.org.uk 14




Wo SR LINAOSQ ¢ KAOK Theiigee ahighNiBoSof stafk td youn pedple and. @
generallyrange in capacitjrom 6 to 40 beds.

Secure childre@homesare generally used to accommodate young offendaged 12 to 14, girls
up to the age ofl6, andboysaged 1516 yearsvho areassessed aaulnerable.

Policy and guidance

Keyresearchand olicy guidancewere reviewedfor the studyto identify current policy andest
practicein serviceprovisionfor the mental health and emotional wdbleing ofchildrenand young
peopleboth within and outside secure settings

The literature review included:

1 areview of mental health prevalence data for young people

1 areview of whatis knownabout othermultiple andcomplex needsmongchildren and
young people who offend

1 keypublications orhealth, mental health and webeing in secure settings

1 key policy guidancgoverning practice in custodial settings and thental health and
emotional wellbeingof children and young peopleoth within and outside secure
settings

1 areview ofinternational literature on the effectiveness of secure settings and other
interventions for young people who offend amdtho havepoor mental health

Mental health and well-being
Healthy Children, Safer Communiti@&epartment of Health, 20@ defines mental health as

oX a state of complete physical, mental and sowiall-beingand not merely the absence of
disease or infirmity. This focus on wkading, in addition tdealth, is particularly important
during childhood and adolescence because of the complex interplay of risk and protective
factors and their impact on the lorigrm development of children and young people. Well
being also encompasses recognition of thpantance on children being secure in personal
identity and culture. It takes account, too, of the duty on agencies-tipeoate to improve
childrer@ weltbeing (section 10 of the Children 2004)and to improve the health and
well-being of children angloung people (PSA 12fDepartment of Health, 20G9

This is the definition adopted in thstudy. Thestudy also recognisékat mental health problems

in children do not manifesas clearly as they do in adultge often much less easy to identignd
canmanifestin other ways, such as lmehavioural problems.

Reaching out, reaching in www.centreformentalhealth.org.uk 15




Mental health needs among young people in custody

Mental healthneedsare three times more commoamongyoung people aged up tb8 years in

the youth justice systenthan amongheir peerswho do notoffend (Hagell, 2002)Studies of

young peoplen custody indicate higher than averalgeels of depression (18%), anxiety disorders
(10%) and psychotitke symptoms (5%Chitsabesast al, 2006) Half ofthe young people in
custody surveyed in one study et the criteria for conduct disordgiFazell 2008) In another
almostnine out of 10 young people aged 120 yeasin custodymet the criteria for personality
disorder(Lader,Singleton & Meltzer2000) The same studfound thateightout of 100f the

young peopléhadmore than one mental healtproblemthat met the criteria for a formal

diagnosis

Young women in custody hattee highestrates of mental health problemgarticularly
depression, postraumatic stress disorder argkltharm (Chitsabesaset al, 2006) One study
found over a third of 17 year old girls in YOIs had self harmed iprth@ousmonth (Douglask
Plugge 2006)

Learning disabilities and speech, language and communication needs

One in fiveyoung people irtustody hae some form of learning disability and nearly three

guarters of young people in these settings have been assessed as having some form of speech,
languageor communication needBryan,Freer & Furlong2007) These issuesaninterfere with

the young perso® ability to understand basepmmunicationsand instructions as well adfect

their engagement with therapeutic and offending behaviour work

Black and minority ethnic (BME) young people

Young peopldrom some black and minority ethnic (BME) communi{gzecificallyblackblack
British young people and those of mixed heritagee considerably overepresented in theyoung
LIS2 LI SQa &asddedzNdrecEivdangeiséhtencegHouse of Commonsdihe Affairs
Committee, 2007)

We know that adults from a number of BME communities are more likely to enter mental health
services via criminal justice referral rout@$ouse of Commons Home Affairs Committee, 2007),
and also to be treated under more restrictive sections of the Mental Health Act (Clinks, 2008).

The reasons fathis are not, as yet, fully understodaut are likely to includsociceconomic
factors exacerbated by racism and discriminatidouth Jusce Board, 2004)For example, many
risk factors for offending and for mental health problems overlgpese include low family income
andpoor housingDiamond, Floy& Misch, 2004) Academic low attainment and low seléteem
are also factors in mentdl health, and gpung black men are three times morkdly to be
excluded from schodhan white Britishstudents and five times less likely to be seen as gifted
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(Department for Education andils, 2006) There isalsoevidence thatyoung people fronsome
BMEcommunities are lesskely to accesprimary carefor help when they first experience mental
health problems, leading tthe need forcrisis interventionf their problems escalatéStreetet al,
2005)

Black young people in custodiyave beerfound to havehigher rates oposttraumatic stress
disorder(Healthcare Commission, 200This may beartly explained bythe numbersof young
asylum seekers and refugees in custodial setting® have been identified with higher rates of
trauma (Chitsdesanet al, 2006)

Asylum seekers, refugees and their families are known to be at high risk of mental health problems
(Ehntholt & Yule, 20065ervices and support for these groups need to be flexible and responsive

to the different cultural understandings of and ways of managing mental health issues
(Montgomery & Foldspang, 20Q5lhere is an absence of research into effective interventions to
support young people and their families who have experienced multiple traumas.

Other complex needs affecting mental health and emotional well-being

Young people in the youth justicg/stemhavea range of other significant complex needs and
vulnerabilities:
1 two in fiveyoung females andne in fouryoung malesn custodyreport violence in the
home (Social Exclusion Unit, 2002)
1 three quarters of children and young people in custbdye livedwith someone other
than a parentHealthcare Comrasion, 2007)
1 40% of children and young people in theuth justice systenwvere homeless in thesix
months before they entered custodqPrison Reform Trust, 2009a)
1 84% of 1B18 year olds in custodyaveproblematicdrug useand afurther 64%have
concurrent mental health difficultie€alahad SMS Ltd, 2009)
1 86% of young men and 79% of young wonrethe youth justice systeraged15¢18
years hae been excluded from scho@Parke, 2009)
1 one in threegirls andonein 20 boysn custody hae disclosedsexual abusé€Social
Exclusion Unit, 2002)
1 oneintenyoung womenn custodyhave beenpaid for seXDouglask Plugge, 2006)

Effectiveness of custody as a response to crime

There has been eonsistentfall in the number of young peoplgntenced to custodyn the UK
since 2008However, theUKstill hasone of the highest youth custody populations in Western
Europe. Reconviction rates for young people following release from cusatslyremain high.The
reconviction rate foyoung men aged X387 who have served a previous sentence is q¥6me
Office, 2005)
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Research in the Unitedt&es suggests that custoayanonly ever exerta very modest effecbn
crime rateswhen the prison population is @small butoptimum point. As therisonpopulation
rises these benefitare quickly lost. @mmunitybased programmes (such as Family Functional
therapy and multi dimensional fostering treatment) perform much better than custédyumber
of evidence basedommunitysentenceshave resultedn lower reoffending ratesvhen
compared with matched sampled young people receiving more usual interventiemscluding
custodial sentence@Aos, Miller & DrakeMedhurst & Cunliffe, 200Marsh, 2009. These
interventions arealso much more costffectivethan custody(Marsh, Fox & Hedderman, 2009;
Aos, Miller &rake, 2006jeducingeconomic wastage antthe burden on the public purse

Fewstudieshavecompared outcomes from different sizes, typasd regimes of secure uni@ne
UKstudy compareda more intensiveognitive behaviouraY Olregime(which also placed a high
emphasis on finding jobs for young people at the point of releast) a oot campgapproach
regime(Farrington et al, 2002Yhose in the intensiveognitive behaviouralegimeshowedsome
improvementsin re-offendingratesbut onlyin the yeaimmediatelyafter release The yung

people attending the rare punitivelBoot camps$had higher rates of reoffendinghecognitive
behaviouraland bootcamp regimes did not achieve any measurable change in the young @eople
attitudes to offending, and one of the regimes were experienced as less stressful

The conclusions of th&udybackup earlier studiesighlighting thegeneralineffectiveness of
boot camp regimegMacKenzie et al, 2001) reducing reoffending rates Although somdiealth
benefits were notedrom the boot campregime(such asmproved seHreported physical and
mental health) evidencebasedcommunityinterventionsare generallyregarded as achieving
better outcomesthan custodial interventiongAos,Miller & Drake, 2006)

There is littleevidenceto date ondifferences inoutcomes from smallecustodialunits, although
there issomeemerging evidence from SpajRundacion Diagrama, 200and from Missouri in the
US(Youth Transition Funderg@p, 2005xhat smaller intensivetherapeutic unitsresult in lower
reconviction rates

Some custodiabased programmes do achiepesitiveoutcomesfor young offendersEffective
programmedend to start in custody and continu@ver the waltat the point of releasef-or
example the USFamily htegrated TransitiongFIT)approach(Washington State Institute of Public
Policy, 2004)s showingvery promising resultsvith young people who have eexisting mental
health and substance misuse difficulti@$e FIT programme is amtensive family and community
based treatment combiningiulti-systemicherapeuticapproaches and dialectichehavioural
therapy. The programméincluding family therapy worljegins during the young pers@nfinal

two monthsin custodyand seeks to foster behavioural change in the home environpirniding
on the strengthsand resources ahe family, peers, school and loca@mmunity.
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Family integrated Transitions (FIT)

In the US, young people with a substance misuse difficulties anebgisting mental health
problem can be placed on the FIT programme.

The goals of the FIT programe include lowering the risk of recidivism, connecting the family w
appropriate community supports, achieving abstinence from alcohol and other drugs, improy
the mental health of the young person, and increasinggwoial behavior.

The FlIprogramme includes:

- dialectical behavioural therapy

- functional family therapy

- motivational enhancement therapy.

¢26F NRa GKS SyR 2F (GKS @2dzy3 LISNER2YyQa aSsSy
together. This work continues intensiveljth young people and families on their release.

Custody, mental health and emotional well-being

There ardew robust and comprehensive studisgecificallyexploring the impact of child custygd
on emotional weHlbeing and mental halth. The evidencéhat does exists mixed, but
predominantly negativeFor example, we know that custodial urai® a high risk settingor some
young peopleyoung malesn custodial settingare 18times morelikelyto take their own life
(Fazell2008) There is also evidence thatound a third ofyoung people feel unsafe sustody
(Her Majest® Inspectorate of Prison2007). Custody has also been shown to have a negative
effect onsome aspects ofoungmen® mental healthKrolland colleague§2002)found that
some mental health disorders had worsened or even started in secure setiuhge depression
and anxiety levels remad high and in some cases acceleratedstartedafter admission.
Women who have experienced abuse are more likely freematised by routine prison
procedures such as body searslfloloney, van den Bergl& Moller, 2009)

Other studieshavefound improvements in somegung peopl& functioning whilen custody.
Alongside thaleterioration in neurotic disorderd<rolland colleague§002)found a decrease in
conductdisorder,although this was primarily attributed to better supervision ahd restricive
environment The studyqueriedthe sustainability of such changefter release from custody

Otherstudies have highlighted thepportunity presentedy custody toaddress entrenched
health problemsn at-riskchildren and young peopland to work on factors affecting health the
longer term
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OA period in detention is currently a missed opportunity to detect, diagnose, and treat
health problems in a populatiomhich is often hard to engage in the N&H&ould& Payne
2004)

Young people who end up in custody are increasingly recognisechaghaiskof poor health. h
Australia, Coffeyand colleaguefound that young people who had served a custodial sentence
had a significantly higher mortality rate than the general populati©aoffey et al2003) andwere
more likely to didfrom drug-related cause@ndby suicide These findingsinderline the

importance of prioritising the welbeing of those from the most disadvantaged communities and
with the poorest access to healthcammd alsahe need forcontinuity of care and assertive health
tracking on release to build on health and lifestyle improvements.

In one study, comparing young peoplelire community (and in YOT contaetith those in

custody, an improvement was noted in the number of neaddressed ithose who ended un
secure settingshowever, these improvements were not sustained once the young person
returned back to their home ared€hitsabesan et al, 20Q8deed most research looking at the
impact of custody on emotional well beirgpcial exclusioand life chancesdicatesthat, on

balance periods in custody result in dislocated relationships with families, restricted life
opportunities, reduced employment elnces and a downward cycle of economic dependence and
social exclusiofWillmott & van Olphen, 2005).

1 Socially excluded youmgople experience high levels of psychiattisorder, childhoodabuse
and substance dependence

1 Mortality rates among youngnale offenders are nine times higher than those for young men
in the general population. Mortality rates among female offendies 40 times higher than
among young women in the geneppulation

1 Drug use, suicide and nantentionalinjury are the leadingauses of death among young
offenders

1 Mortality in youngoffenders is higher than in equivalent age groups who have schizoplmen
eating disorders

1 Young offenders account for a quartdrdrug related deaths in young men aged;19 years.

(Coffey et al2003)

a

International legislation and child custody
The United Nations Committee on the Rights of @dd (UN Convention on the Rights of the

Child, 200Ytakes the view that custody generally has a negative impact on children and young
people@development and should be used sparingly:
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GThe use of deprivation of liberty has (very) negative consequences for tt@ lchitionious
development and seriously hampers his/her reintegration in society. In this regard, article 37(b)
of the CR@xplicitly provides that deprivation of liberty, including arrest, detention and
imprisonment, should be used only as a measure of last resort and for the shortest appropriate
period of time, so that the chi@iright to development is fully respected amsureds(UN
Convention on the Rights of the Child, 2007)

In 2008 the Commissioneof Human Rights of the Council of Eur@gmknowledged some
improvement in custody rates, budisedcontinuingconcernsin his memorandum following two
visits to the UKthe Commissionercalled for:

oXthe immediate discontinuation of all methods of restraint that aim to inflict deliberate
pain on children (among whiare physical restraints, forcible strgearching and solitary
confinement). The UK Government must as a matter of urgency ensure that corporal
punishment is explicitly prohibited in all custodial settings and is reminded in this respect of
its obligations tgoprotect children from all forms of harm andtiiéatment, under Article 19

of the Convention on the Rights of the Child and Article 3 of the®EHRO | | rf,Y | ND S
2008)

A subsequentridependentreview (Smallbridge& Williamson 2008)reinforcedthe importance of
the useof control and restraint procedureas a measure of last reso&erious case reviews of
children whohave died in custody indicatbat useof thesemeasuress not restricted to
exceptional circumstancesas other studiegMooney, atham & Storey, 2007gand Home Office
YOI Inspectorate reports confirm.

Child and family well-being

Thelast decadéhas seera growing body of policgoverning the health and social care of
vulnerablechildren and yang people and their familie3hese changes began witie last
3 2 @S Ny BvEry ChillaMatterpolicy (HM Government, 2003)nd its aim to reducehe
differencesin outcomes betweerthildrenwho do well and those who do not. Every Child Matters
identified five outcomes as esential © wellbeing in childhood anthter life:

1 being healthy
staying safe
enjoying and achieving
making a positive contribution
achieving economic welleing.

== =4 =4 A

Subsequent policwas built on Every Child Matten®inforcing and echoingey policy themes
including
1 narrowing the gap between the most vulnerable and least vulnerable chil@gnthe
CAVIHS review(Department for Children, Schools and Fami#id3epartment of Health,
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2009) the Think Familgtrategy(Department for Children, Schools and Families, 2009)
Healthy Children, Safer Communiti@&epartment of Health, 20@f, and New Horizons
(Department of Health, 2008)

1 improving access to services for all children but espedmiithose who are most
vulnerable, at risk of poor outcomes or perceivgdservices akard to reacfCAMHS
review, Think Familgtrategy, Youth Crime Action PlgMinistry of Justice, 2008Healthy
Children, Safer Communitieg hese recognise thatvery tild should have access to
universalservicesthose with high risk factors for poor outcomes may also need targeted
support, and thosewith the most complex eeds may need specialist input

1 acknowledging the views and preferencedailies and childrein how helpis provided
andachieving improvedutcomes (Every Child Matters, CAMHS review)

1 intervening as early as possiliteimprove outcomegHealthy Children, Safer
CommunitiesNew Horizons andouth Crime Action Plan

1 investingin families to improve outcomes for childr¢Healthy Children, Safer
CommunitiesThink FamilyNew Horizons antfouth Crime Action Plan

1 safeguardingall children and young people (giblicies.

Equivalence of access

At the time of writing, he Governmen policy for prison healttvas built on the principle of
Wquivalence of catgHM Prison Service & NHS Executive, 1989)ple in custody should receive
the same range, quality and standard of health servasethe rest of the population, inaing
primary care andeferral to specialisbutpatient services.

The World Health Organisation, in guidance on promoting the health of young people in custody,
alsostrongly supports the outcome of equivalen@eommendngthat:

G, 2dzy3 LIS2LIX S Ay Odzad2Re KI @S (GKS NRIKG 2F O
comprehensive healthcare, preventative services and health promotion) that are broadly

equivalent to thoseffered in the outside communi®y@Norld Health Organation, 2003)

Improving health outcomes for childramasone of the core aims dhe LINE @A 2 dza 32 OGS NY Y
Every Child Matters policy and strateggyd embodied some of the core principles of international
legislation relating to the rights of thehild. On this basis, health improvement and equivalence
became the business of every worker. Equivalence in broader terms:

1 recognisel that childrer@ needs should take centre stage and that these needs are better
served through strategically coordinated serviéesused on childre@ and familieQvell-
being, as described in Every Child Matters

1 promotesthe idea of Comprehensive CAMHS or {@lethoraof services that have an
impact on childre@ mental health and psychological wedlingbecause all thesservices
must recognise and optimise the overall contribution they n@keepartment for Children,
Schools and Familig&Department of Health, 2009)
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health ard psychological webeing as they grow up. Anyone working directly with children and
families needs to ask themselves regulg#y2 K+ & OFy L R2 (2 AYLINRBS ¢
0SAy3 2F GKAA OKAf RKQ®E

(Department for Children, Schools and Familiddefpartment of Health, 2009)

Equivalence of outcomes

Equivalencef outcomes is also an important considerati@ncore principle underpinning recent
child and adult policy developmentgasa commitment to reduce the gap between those
achieving the best and the worst outcomes in society.

At an event on Fatherhoodhe Deputy Prime Minister, in one of his first speeches after the

election in 2010, continued to articulate a commitment to ioype the life chances of the most

@dzft YSNIo6fS OKAf RNBY SyadaNAy3d GKFEG ff OKAf RNSB
D2@SNYYSyidQa NRfS Fa SYLRgSNAYy3I LI NByida (2 ad:
(Clegg2010)

Young people whoffend have well documented multiple risk factors for poor outcomes and
broader health inequalities. Some of the letegm health outcomes documented in later life

include an increased risk of major health problems, sexually transmitted disease, iofagco or
substance dependence, poorer sasessed health, mental health problems and disorders such as
depression, canorbid problems, and early pregnancy in femgescdonald, 2006)Young

people with mental health problems also have the highest morbidity and mortality rates of any
group of patient§Royal College of Paettias and Child Healtl2003)

It has been argued that, rather than thinking about equivalence of servicesumessettings with
what is provided outside, we should instead be thinking about what needs to happen to promote
equivalence of outcomes for those in these settings. A focus on equivalence of outtares
requires not the same pattern and level of serg@dmit enhanced service provision in order to
raiseoutcomes for those in secure settinggsa level withthose of children and young peoplea

the wider community(Lines, 2006)Both understandings of equivalence need to be taken into
account wherplanninghealthcareprovisionin secure settings

What is available in custodasalso neeédto reflect wider developments in the community to
promote the populationQ @ental health and emotional webeing, including:
1 the Every Child Matters agendiar a whole system approach to promoting and supporting
the mental health and emotional wetleing of young people and for improved
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participation of young people in thehaping of service developmeatb I G A2yl £ [/ KA f
Bureau, 2008)

1 the strengthbased aproach, with interventions aimed at building resilience and
enhancing protective factors for mental healihd weltbeing(World Health Organisation,
2004)

1 commissioning best practice principles particular,commissionindgased on accurate
and upto-date needs assessmentBepartment of Health, 20Gj

1 the Think FamilySocial Exclusion Unit, 20@)idence base and agenda for whole family
approaches to address vulnerability, improve psychosocial outcomes and reduce offending
behaviour

1 the New Horizongpublic health agenda with its emphasis on early intervention and
prevention(Department of Health, 2009b)

Endeavour day centre

Wetherby YOI has converted an old workshop inttag centre for inmatesvanting support with
mental health and emotional issuds. this hub, young men receive therapeutic and speech and
language interventions, group work focused on mental health awareness and relationships,
support with daily living skills (cooking, laundrgiversionary activities to help manage stress,
drama therapyand oneto-one educationt KS Rl & OSYGNB Aa | faz2 dz
young men in the Keppel specialist unit for thegéh challenging behaviour.

Qax
(0p))
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Mental health services in secure settings

In 2001,Changing the Gtlook (Department of Health, 200Ihade the case fomodernising the
provision ofmental health supporfor peoplein custodysettingsand heralded thentroduction of
mental healthin-reachteamsin the prison service and YOlIs, in recognition of the high rates of
mental illness in thessettings However no specific guidance was published on how the teams
should operate, resulting ingreat deal of variation in models of provision.

In 2007/08 additional money was made availatieY Oldy the Department of Health to adapt
the in-reachmodel to the needsf children and young peopl@ their custodyA total of£1.5
million additional fundngwas given to PCTis2007/08 and renewednnuallyto support the
implementation of tier 3 CAMHS in the youndS 2 LJ S QeStatél ThidwmNdgwas part of £4
million allocatedfor the further development of mental health services, beyonddach, in local
Prison Service establishments and establishments holthngg people under 18 yesold.

SCHs and STCs did not receive the extra funding and continued to fund mentalimgattas
before, through theirespective contractuarrangements with the Youth Justice Board.
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TheDepartment of Healtlalsoproduced guidancéo supportcommissionersn providing
specialist CAMHS within Y@Department of Health, 20@j. This guidacestated that:

1 children and young people in custody are a particularly vulnerable group with well
evidenced complex needs and health inequalities

1 children and young people need support that focuses on their broader holistic needs

1 children and young people should have access to services in custody that are equivalent to
those availablen the outside world.

1 the supportprovidedshouldbe appropriate for children and young people

1 services in custody should take into account the dotgafeguard and promote the
welfare, health and emotionalell-beingof these young people

1 children and young peoplghould be consulted othe shape of services

1 services should cater for the diverse needs ofybang people in the units

71 children and yong people should experien@®ntinuity of care, from the community into
custody and back into the community, as washcross transitionselating to age

1 what is provided is based on best evidence and on what children say they want

1 secure units should wolve and encourage contact with families

1 practical opportunities should be provided for changing lifestyles and mindsets
developingpro-social relationships. These opportunities shopitdvidea ‘pringboard
back into the community.

The guidancemphassed the pivotal role of PCT arwtiildren? srvices commissionera the
implementation ofa comprehensive CAMHS approach in line withNlational Servic&ramework

for Children, Young People and Maternity Services (Department of Health, 2004) and Every Child
Matters (HM Government, 2003\ comprehensive CAMHS approagsdwchildren and young

people@ mental health and emotionavellbeing as theesponsibilityof al workers in the secure
estate not just theresponsibilityof specialist mental healttvealth services.

In addition,to improve access to medium secure careyoung people with severe and complex
mental health difficulties, funding was made availablgtovideadditional beds in these units.
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Findings from oustudy

Baseline provision in YOIs before national funding

Beforethe introduction of national funding, availability of mental health services for children and
young people across the whole secure estate was described as inconsistent Hredwords of

one CAMHS manager in a Yi@¢rviewed for this studyovery ad hoé. Some unitgeported

having previously purchased hours from local psychiatrists and psychologists to address higher tier
mental health need For example, one YOI had introduced a small team of primary mental health
nursesto providean outreach service to young people on the wings in 2006. These nurses
proactively identified mental health difficulties, supported lower threshold difficulties and referred
cases on for further assessmeifibhey were also responsible for promajiand suporting

emotional wellbeing in unitsHowever funding for this initiativdhad been subsequently

withdrawn asnew priorities emerged.

There was a general pattern of funding for such initiatives beiitlgdrawn as personnel or
commissioning prioritieshanged.Mental healthservice developmenacross tle entireyoung
people® secureestatewasgenerally seen adseing unsupported b¥?CT commissionernsho were
described a®n the wholedindifferente to the needs othildren and young peopli@ custody.
Other dificulties described by Olstaff before the availabilitgf national funding included:
1 inconsistentdentification of mental health difficulties in children in custody
1 poor access to specialist assessment even where concerns were identifiechbhiyn&staff
1 poor linkageand communicatiorbetween hedth care serviceg secure settings anithe
communityat entry into secure settings and at release, and between units wioemg
peoplewere transferred
1 health workers notoutinely involved irreview meetings to discuss the young penQ
progress or release plans
1 limited support forfrontline staff trying to manage young people with complex
vulnerabilities in secure settings
1 young people withsevere behaviouraifficulties(and suspected peomality disorders)
being held insolationfor longperiods dueto the chdlenges they presented to staff.

The impact of additional funding for CAMHS work in YOIs

Many ofthose interviewed in YOIs felt that the introductiontb& newin-reach teams had

resulted in significant changes both in the awareness of mental health issues and in the delivery of
treatment in these settings. & forensic child and adolescent consultant psychiattescribed
witnessingadramatic improvementsin the way mental health was manageauthe unit.

Staff felt that moderate to severe mental health difficulties were much more likelbetacked up

and acted on following the introduction of the mental healthréach teamsThese teams said

they were dle to identify young people needing very specialist assessments within days of their
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arrival and were able to initiate assessmefur transfer to medium secure psychiatric units much
more quickly than previously. It should be noted, however, that this transfer was very rarely
possible within the 14 days recommended for adults in the Bradley ref@partment of Health,
2009¢)
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However, there was a general feeling that, even with the additional funding, YOIs were only
scratching the surface of the true extent of mental health amdtiple needs. Estmates of the
percentage of the YOI population reached byaach teams ranged from 10% to 25% at any one
time. Those issues least likely to be picked up were the more hiddedssuch as speech,

language and communication difficulties, learning distdediand early signs of mental health
problems, and issues that could easily be misinterpreted as bad behaviour rather than related to
mental health (for example, emerging personality disorders and conduct disorders/problems).
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Interviewees als@ointed out that thefundingwas notpart ofthe core budget for PCTs atitere
was,therefore, no guaranee of longer term sustainabilitparticularly given the currerdifficult
financial climate.

The range of functiongrovided by these teams wadsroad, and included

i training forYOland specialist staff

1 liaison with prison management to advise on clinical governance issues aedatve
conflicts between containmentral clinical management

1 consultationand joint working with staff to advise on the management of complex
behaviours angyoung peopleat risk of sekharm or suicide

1 assessment of mental health difficulties, learning disabilities and speech, language and
communicdon needs

1 referral ofyoung people with severe mental health difficulties for assessment for medium
securepsychatric units

1 liaison with community healthchildren@ servicesind mental health services to develop
resettlement packagem the catchment area

1 liaisonand joint workingwith the healthcare and ipatient teams
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1 liaison and joint workvith specialkeducational neds c@rdinators(SENCG) and substance
misuse workers

1 development of behaviour management plans to manage complex behaviours and needs

while young people are awaiting transfer to medium secure uaitd to manageoung

people with challengig behaviour

reviewing young people held on the care and control unit

delivering interventions directly (teams variedtire range ofinterventionsthey provided

but thesegenerallycoveredCAMHSiers 2 to 4)

liaison with andorovision of advice tthe courts andyouth offending teamgYOT$

attending and contributing to sentence planning meetings and reviews

accompanyingransfersto medium secure units to complete handover

care coordination and CPA within the secure unit as well as attendai€BA meetings in

the community.

= =
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Range of interventions being delivered
CAMHSnN-reach teamsand practitonersdescribedusinga $olbox(bf approachesalthough agan
what was availablearied,dependingon the mix of staff employed and the knowledge base of

those designing services.

Interventions included:

1 pharmacological management of mental health disorders

9 solution focused therapy

1 motivational interviewing and brief intervention approaches

9 dialecticd behaviour therapy

1 cognitive behaviour therapy

1 behavioural management approaches

1 occupational therapy including social and life skill coaching

1 music therapy

1 drama therapy

9 arousal control techniques

1 coaching to improve communication skills (for staff mging young people and for yag
people withspeech, language and communication needs

1 Snaezeken rooms

9 posttraumatic stress disordeand survivorcounselling

1 bereavement counselling
Supervision and consultation

Frontlinesecure carestaff talked of thebenefits of being able to consult with mental health teams
promptly when they had concerns about young people on their unitgeach workers hadlso

Reaching out, reaching in www.centreformentalhealth.org.uk 28




tried to increa® mental health awareness among a range of other stakeholders in the YOls (for
example,governors, healthcarstaff, education, segregation staétc.). Mostin-reach teams
delivered trainingon a regular basi® other secure care staff to improve idefitiation, referral,
management and suppodf young people with mental health needs

Joint working

Therewas evidence ah-reachteamsworkingwell with frontline secure care statb managevery
complexand challengindpehavioursFor example, itdindleyYOIWillow ULhit secure carestaff and
mental health teamsvere jointly managingoung people with the mostomplexmental health

and behaviouraproblems Staff described how they tried to work with and manage the
attachment difficulties that theydentified as underpinning the extreme behavioural problems of
these young menThey had been trained by the mental health team to respond in ways that both
supported young peopl® recovery and encouraged positive and more consistent attachments
with aduls.

In Vinney Green SCH, preventativeatealation training is provided for staff:

442 YIFI1S FNRYyGtAYyS adlFF Y2NB |6 NS 2F (GKS
1 to promote skills in reducing the risks of setting off such triggers
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they knew when to step away and let colleagues take over.

In one of the YOlIs for young women, daily monitoring of all young people and consultation with
staff wasreported to have changed staff attitudes to the use of the care and separation unit; staff
now saw it as a failure if young people remained for over a month in the unit. Previously stays of
over a month were said to be common and in a few high profilexgsang women with extreme
mental health and behavioural difficulties were kept in these settings for most of their time in the
unit.

Many mental health team&ncouraged sharedapproach to managing young peo@enental
health andwell-being, rather tharall mental health concernseingreferredto them. Oneworker
in aYOI described the CAMHS teamass8utreach teanfln that one ofits main functions was
empowering and advising frontline workers to support the management of youngleéeotheir
units. Jant working was observed on a number of occasidasngvisits; where such joint
working was least evident, dreach teams tended to be struggling to do anythingre than crisis
intervention.
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Managing challenging behaviour in Hindley YOI

Hindley YOI hadispensed wittboth the healthcarein-patient unit (leaving just an outpatient
resourcelandits segregation unitestablishing in its place the Willow UniiThis new uniis
designedasanintensive supporsettingfor youngpeople who

1 persistently refus to engagewith the residential regime
1 havecommitted extreme acts of violence in custody

A new regiménhas beerestablished and stafiretrained and supervised by mental health teams
understandingand working withattachment disorders and adolescent development.

Every yoing person haan individuaimanagement plan with short term behavioural gothlat are
set and reviewed at weekly meetings attended by the young persorsaadre carestaff, mental
health staff and ducation, case workers (when possible) and a goveffiee. young men also
receivetherapeutic interventions fronmental health specialistas well as support from secure
care staff.Thereis a system in place for the staged reintegration of the yquegplefrom the unit
back to the mair¥Ol.

Many of theyoung peoplén the unithavelong histories of serious behavioural problems, often
resulting in discipliary moves between prisondlany have experiencedsevere disruptions in
early life,includinghistories ofmultiple placement breakdownis foster care early offending and
previous secure placements, edultingin serious problems with emotionakgulation arising
from disrupted attachments and traumatic life events.

Case example

Oneyoungman with a history oprolific and serious violent and gasiglated offendingwas
transferred tothe intensive support area of theVillow Unit after aseries of assaults oniadf in a
number of unitsHe had donghistory of refusing tengagewith the secureregimes. Initially he
refused to engagwvith the regimeat the WillowUnit or comply with staff requestddowever the
secure care officers and the therapists contindedry to engage himwith eventual success.eH
became more complianstartedto communicate with officers and bamemore trusting and
respectful.His violent behaviour towards staff also stoppeftbegan attending educatioand
other activities,and started making good progres®ome social/family issues were also identifie
andhe was givertherapeuticsupport(althoughpromotingfamily contact wasglifficult as his
family did not livenearby) Subsequently he was transferred to a prison closer to his family wh
he engaged well with theegime established reasonable relationigls with officersand hadno
further discipline problems.

n
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Liaison with primary care

Most of the specialist CAMHSn@ach teams in YOIs said they wanted to improve liaison between
primary care and specialist mental health teams and the qualipriaiary mental health care in
secure settingsSome teams said that they were no longer thinking in terms of primary and
specialist care but preferred to see both as elements of an integrated mental health team.

We found collaborative working was bettdeveloped where:
1 in-reach teams were ctocated with healthcare teams
1 there was good liaison and joint working with the healthcare manager
1 there was a joint healthcare/tneach allocation and case management meeting
1 primary care link workers had been inttuced to provide support, supervision and
consultation for healthcare staff.

By the end of fieldwork for this study, there were signs that Y@tach teams and commissioners
were trying hard to overcome the gap between primary and mental healthcaredswyiting

primary mental health link workers into healthcare teams &cbetweerQThese posts were
funded through mental health ineach money. In one instance, the introduction of this role had
resulted in a turnaround in relationships betwebgaalthcare and CAMHS teams during the
lifespan of this study.

Care and control

CAMHSn-reach ams had made efforts to understand the culture @fl¥, integrate themselves
with the regimes, cope with the challenges posed by a setting driven by diffevahies and gain
acceptancdrom a range of staff and stakeholdeidany mental healthpractitioners talked about
the tensionbetween theirvalues and thosef the secure care setting and of their need tolimgh
cterrier-like¢ and constanty creative to ensure that clinical standardscarewere met One
consultant psychologist said thadisonto resolve these tensionsetween care and control
occupieddabout a third of his time and energy.
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you about stuff like that. They just chat about criminals an&stu® ¢
(Male aged 16 of his YOT worker)

This theme wagchoedby other clinical manageiaterviewed in YOIsStaff talked of the
importance of havinglear governancandgood quality clinical managemeahndsupervision.
One teamwithout a clinicalmanagerdescribed strugglingp influence theYOlregime andeeling
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overwhelmed They felt theycoasted, doing what they couldo meet needbut without really
having an impact opractices in the unitsvhich undermined both thie work andthe young
people@ weltbeing.Such tensiongended tocome upmore frequently in interviewwith staff in
Bplit sitethat housed both young adulisged 18+andyoung people under 18 yesrThesaften

seemedmore HdultQn their orientation and more dominated by a culture of order and control.

Wetherby YOI has introduced a primary care liaison role into their CAMHStteanoyide
training, consultation and monthly supervision for healthcare nureg system of linkadeas
built up knowledge and skills in mental health and emotional4veihg, is developing practice
andfacilitatesprovision oflower level mental health support.

Communication and learning needs

CAMHS inreach $aff were observe engagingvell with young people during visits and often used

creative approaches to adapt interventioasd working practiceto the learning and
communication and other complex needs of this young populationne YOlnpatient setting
(which containedsomeyoung people wit the most complex difficultiesyhose management
posed considerable challengethhe CAMHS team supported healthcare workévany of these
young men had emerging personality disordangldevelopmental or learning dibilitiesthat
made them impulsivandimpeded their ability to think ahead anthderstandthe consequences
of their actions They struggled to cope with the standard regimiéichused a system atwards
for goad behaviour. The CAMHS manager workgith staff and the youngpersonto design and
implement behaiour management planthat includedshorter term reward systemsith more
clearlyexplained standardsef expectedoehaviarr. These plans were reviewetth staff and
progress was discussed with tiieung person during the daywhen the plans weramended if
necessary and then reviewed again each everiany of theseyoung menwere awaiting
transfer to medium secure psychiatric uni¥lstaff welcomed thigoint working approachand
the consultaion between mental health and frontline healthcare and secure care teams.

G2 SQNB y20 O02YYAaaAz2zySR (2 2271 Wepicks ddinthére
because it is personality driven. | was a learning disability nurse anifiBrs&ond and so was
Y& RS Liink that every ireach team should have a learning disability nurse in it, if you
Fd GKS FAIdz2NBa 2F GKS LINRPLR2NIAZ2Y 2F dzyAda
(CAMHS practitioner, YOI
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AnotherYOlhad introduceddrama therapistgo deliver interventionsn a way thatstaff felt would
be better suited to the communication and learning needs of the youngppein their care.In
another YORn occupationallterapist had been contracted in specificallysupport young
people with learning disabilities argppeech, language and communication neg&lsthe time of
the studyfieldwork, there was a high awareness of the extent of speech, language and
communicatiomeedsand learning disabilities buesponsesended to be ad hoc rather than
strategicallycommissionedHowever,during the course of tastudy, threeYOs$took on speech
therapiststo work with young people and staff to improve the quality of interactions between
them (although funding for thesposts wasoften only shortterm).

Teamsoften ended up supporting young people with learning disabilities because they happened
by chane, to havea member ofstaff who had previous experience in this fielBome teams said
that they had mt been commissioned to providearning disability services, although most had
takenon this work. By the end of tle studyperiodthere weresome signshat commissionerand
providerswere beginningactivelyto recruit staff with these skillsalthoughonce agairfunding

was often not guaranteed.
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Meetingmental health needscross the
young peopl& secure estate

Despite the very definitachievements of these CAMHSr@ach teams in YOIs, a number of
challenges continued to undermine the provision of effective support for the emotionalbseib
and mental health needs of the young people. These included:

A barriers to information sharings young people move in and out of secure settings

A the short time that workers have to engage with young people and support their progress

A difficulties on release, when there can be a rapid reverse in any progress made in secure
settings if young people oeive no followup support.

These and other challenges are described in this section.
Inconsistency of service provision

An unintended side effect of théiscrde fundingstreamfor YOIs to develop specialist mental
health services hdseenan increasednconsistencyn mental health resourceacross thavhole
young peopl& secure estateéAlthough some inconsistendy tobe expected (particularlyasSCHs
hold younger children and in smaller numbearsd staff have access to different packagd
training), we foundthisvariationwas not just related tosize The variationgn mental health
provisionare morethe result of ad hoc purchasing decisiolagk ofanyoverarching clinical
governance frameworknconsistent commissioningxpertisein settingswith no in-housemental
health teamsandvariableresponses from local commissioners to providing servic€3 {@s and
SCHs.

The availability ofundingfor mental health services iMOlhad encourageccommissionerso

think through whatsuchprovisionin these settingsnight look like Howeverthe same attention
wasnot given to the developmerdand sustainability ofnental healthservices in SCHs and STCs
where commissioning was still dependentiadividually negotiated contracts amélied either on
commissionersknowledge and interesh vulnerable young peopler on the skills of thedirectors
of SCHsSome of thessaidthat they felt out of their depttbecause they had ngpecific expertise
in the health and mental healtkommissioning process and syste Many interviewees
(practitioners in SCHs and manageaded about the lack of awareness of clinical governance in
these settings to support developments and service provigtomthermore, SCHs and STCs often
heldyoungpeople from outsi@ their PCT boundarigeading to disagreements abowutho held
commissioning responsibilitjor health and mental health needs identified by the staff.

Thus, althouglsCHs and STCs were aware of the need to improve the quaingneél health and
emotional welltbeing service$or childrenand young peoplé their care (in part due to whahey
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saw happening in the YQJ#)eir ability to negotiatehesechanges wasmited by the same
factorsthat previously hanpered higher qualitprovision

Someregionshad attemptedto address this variabilitgy establishing a regionakerviceto cover
all thesecure units in theiarea usuallydrawingon communityforensic CAMHSFor example,
one forensic community CAMHS teamovided specialist sessial work for young people ira
YOlan ST@nd an SCH.

In another regioncommissioners were attempting negotiate a servicéhat would provide
mental healthresources, expertise argbvernance mechanisms for a YOdnaallunit for females
under the age of 18nd two SCHsHowever, there appeared to be some resistance to this
developmentand the goal ofhole region commissionifipad only been partiallyachieved by
mid 2009 after many years of negotiations

Inthe Thame¥/alley and Sheffield areacommunity forensiservices provided a serviteth for
secure settingandfor young people inocalyouth justice team#n the localcommunity.These
services:

1 provided handson consultancy to health practitioners ame loal YOT

contributed to court reports and on occasions provided proactive advice to €ourt

1 provided specialist CAMHSfieach services and consultation to secure settinga(YOI
andto a local SCH). In one case the psychiatrist leading the communitysioneental
healthservice chaired the weekhealthcarecasereview meetingn the YOI

1 deliveredtraining for sentencers, generic CAMat®l YOTteams about the mental health
needs ofyoung peoplen the youth justice system

=

Variation in provision between units

We found gynificantvariationin levels of mental health provisidretweensimiar types of units,
andeven betweenYOls whdhadreceivel the additional specialist funding to support mental
health service deslopment These includedariationsin theratio of mental health staff to young
peopleand in themodek and compositios of mental health teams

These differencesouldnot be explainedby the number of young people in the unthe function

of the unit,the catchment areagr whetherit was a split sitéwith young people aged up to 18
yearsand 18+)or not. For example, 0e split siteYOI had a comprehensive multidisciplinary team
including sessional psychiatric and psychologist time, child and adolescent mental headth, nurs
an occupational therapist social workeand a learning disability nurgecusing primaly on
secondary careAnother similarsplit sitehadone CPNulfilling asecondary care rolevet another
had two inhouse CPNs who were backed up by sessional input from ddoeakicmental health
community servicelt was difficultfor teams and for commissionets compareeffectiveness as
systemgor monitoringoutcomes anceffectiveness were nastandardsed orwell developed.
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Similar variations were found in the provision of mental health supposesure childre@ homes
and secure training centre&ne SCHada consultant psychologisind an assistant psychologist
in-house. Another had establishesh arrangementwith a community basedental health team

to havea base in the unitAnother had brought in alrama therapistand had subsequently
negotiated CAMH®8me from the PCTOne ST@ported a constant struggheith PCT
commissioner$o negotiate sutinable mental health expertisevhile another hademployed an
in-housepsychologist and bought in psychiatric sessional time frdatalearly intervention in
psychosis teamAnother lrought in services from a local community forensic tednspectorate
reports indicated that the quality of provisiactrosshe STC estate varied considerably from area
to area.

G, 2dz OF y Qi Ay Tt dzSyECABHSImana8ed, §OI& 2 dZQNB Ay aA RS dé

Staff in all settings reportegaps in service provisidhat were not being addressed through any
systematic commissioningrocess For exampleworkersin secure settingfrequently said they
identified young people with learning disability and speech, language and communication
problems.However, either teamsad noskills in these fields, or they happened by chance to have
a member of staff whdnad previousexperience othiswork. A number of units had tried to adapt
the services they provided to meet the learning disability needs of young people in securessetting
For example

1 Wetherby YOhad employedwo dramatherapists.Staff believed thatirama therapywas
more effective foryoung peoplewith limited cognitiveabilities(there is currently no
researchevidenceto support thig

1 Castington YOI had negotiategular sessionahput from Northumberlandchild and
adolescent community learning disabilities te#@ALDTipr aclinical psychologisg
senior community nurse and a community nurse to work with young peoplelestiming
disability and speech, languagnd communication needs

1 Wetherby and Hindley YOIs had employedhause peech and language therapists

1 Stoke Heath YOI had contracted sessions froranc@uipational therapisto focus
specifically on the needs gbung people with learning disabilitgutistic spectrum
disorder and ADHD.

Needs assessments

OA joint strategic needs assessment, carried out by PCTs and local authorities, provides a rich
picture of the current and future needs of their populations. Thidteesucomprehensive and
better managed caré (Department of Health, 20
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Saff and commissionerseportedthat needs assessments of populations éswge settingshad
been completediuring the study periodIn two units ananalysis of needsad resulted in
changes in the way thservice was providedin oneYOJ in the south west, servicegere
completelyre-commissioned as part of a tendering process for all CAMH$halidden®@ health
services. This wasaidto haveresulted inclearer targetdor activity and outcomesln anaher
YOl the commissioner decided re-commission health, mental health and pharmacological
servicedn response to evidence from practitioners and needs assessments that theyhatere
young persorfocused offit for purpose.

However some staffcriticised theneeds assessment process. There were concerns that needs
assessmentools in common us&vere not alwaysappropriatefor this population Staffwanted
greater clarity as to the content of a comprehensive assessment for children with congads.n

Primary care and health promotion

A significant gap in provision identified by interviewees was good qugtitpary mental health
carec specifically, health promotion and identification of young people needing further
assessment and intervention for health needs.

Most mental health workers in secure units agreed that they were better at reacting to clear cut
needs and had limited capacity for early identification and preventive wakigdioking out for

early signs of mental iliness) or identifying and addressing risk factors for poor mental Néalth.
were also told about young people who continued4dp between service crackbecause of
disagreements between mental health teams and community YOTs about whether a young
persor? behaviour was rooted in mental health difficulties or a response to other factors.

TheLINE @A 2 dza INeWISoNAGNEBaye gy @i mental healtiiDepartment of Health,
200%D) highlights the clinical and economic case for targeted, systematic preventative activity to
improve mental health and webleingthrough:

1 early identification

targeting at risk groups

1 intervening earlyto improve resiliencegnhanceprotective factors anghromote good
mental health in the population as a whole

=

It also reinforcd the links between improvements in mental health and general health and well
being.

Primary tealthcare workerdiavean important potentiakole in meeting mental health needs
custodysettings We know that young people ile youth justice systertendto seek help from
health servicesnly intimes of crisisand that this is most likely to oar throughtheir contact
with other agenciegMacdonald, 2006)We also know that young peoppgesenting in primary
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care settings often fail to repodr hold back from talking about the health issues that really
worryingthem (such asnental health problemsind substance us€Klein 2002) They are also
more likely to seek helfyom their GFor physical health problems than for healtisk behavious
or mental health probleméMarcell& HalpernFekher, 2005).This same study aldound that
youngpeople tend to lacknowledgeof available health servicest recommended training for
GPs to help them engage better with young people and capitalise on opportunities for health
promotion with this age group.

We also knovthat whatyoung peoplevant from health serviceare friendly staff of both sexe
with personalexperienceof the issues with which the young person is strugglprgfessional
expertise; confidentialityflexible hoursand (for some)drop-in facilities rather tharfiormal
appointment systemgHewitt, Roose John, 2004).

Some mental healthpractitionersin the secure settings visitad the course of this study
recognised that young peopkee less likely to approach mentagalth staff because of thestigma
commonly attached to mental ill healthlowever,someprimary carenursestalked generallyof
feeling unconfident abouhow theymight help supporyoung people with mental health
difficultiesin their secure unitsThey also talkedf feeling at times overwhelmedby the extent
and rangeof other health needs and the deadlinésr assessments and other routine procedures
that governed their workThere was a particular problem in relation to the competencies of
primary care and general healthcastaffin terms of:

promoting mental health

identifying risk factors and elrflags for poor mental health

identifying moderate mental healtproblems

supporting lowetthreshold mental healthifficultiesthrough IAPT approaches

= =4 4 A

Thesefindingsechothose ofother studiesshowing thatGPgend to have poor knowledge of the
health, developmental and service issueseded to providea high quality, effective and
acceptable srvice toyoung people, and in particular the specific health issues affectimgerable
and disadvantaged populations such as young people in secure s¢tilagdonald, 2006)

GDt a akK2dzZ R NBOSAGS aAaLISOAFTAO UGUNIXAYAY AT 2N
should take responsibility for the clinical management ifary mentalk S | £ G KHed NB d|¢
al2SadeqQa LyaLISOp2NrdS 2F tNRaz2yas HANT

GP services in secure settirngsve traditionally beerommissioned in different ways those in

the community,and service developmettas not beersupportedby the samequality outcomes
framework and relatedncentives for developmentMental health practitioneren our study
reported varying levels of knowledge among @Psutchild and adolescent mental health issues,
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risk factors for poor mental health outcomespeech, languge and communication needsarly
signs oimental distress, anthe management oEommonmental health problems.

Given the low rates of unprompted disclosure by young people in interactions with primary care

staff, Klein (2002)ecommends use ad comprehensive health checklistensure thebest
possible chance aflentifying problems that the young person is worried abbut nervous of

disclosingOtherways to encourage young people to disclose health concerns include privacy and

confidentialty (Klein, 2002and workers whare éccompetent, warm, compassiongat
unpretentious [and] nofudgmentak (Ginsburget al, 1995)

GLY GSN¥Ya 2F | O00SaaAiy3a az20Aalf adzZIR NI ddDa
who they ask for suppt. Indeed, support from professionals is rarely sought even when

I R2f Sa0OSyida INB SEGNBYSté& RA&AGNBa&SRP | R2
(Whitaker et al, 199D
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Although GPs and primary healthcare workerstinely screen for mental health difficulties at the

point of entry into the secure unit, the scope of screening ta®lariable and oftedimited. Many
of the units we visitedised the Grubin screening to@bavin, Parso& Grubin,2003) which
focuseson immediate risks osigrs of severe mental health problemScreening tools anstaff
competenciesvere not geared towards spottingpmplexrisk factors for poor mental health
outcomessuch as school academic failukgarning disabilities;ommunication needsexperiences
of multiple losses, experiencestohumaand so forth Screening tools also rglon selfdisclosure

Q¢
O«

and inspectorate reports suggest this is disadvantageous for some BME groups and for young men

who do not want to be seems vulnerake. There was a risk ddwer level needsind risk factors
being missed

Medway ST@asO2t f F 62 NI GAy 3 gAGK YARAQ /2YLIye A
secure care staff to increase awareness of how ydui)2 Lifraths) welbeing and behaviour
are compromised and affected by trauma, unskilled parenting and multiple disadvantages.

Primary care staffvasnot alwaystrained in earlyidentification ofpsychosis and depression
(Garber, 2009)even though prevalence datuggesthat young people in cuetly are likely to be
a key highrisk group A more holistithealth triagetool designed to addressubstance use, mental
health, health speech, language and communication neadd learning didaility, as well as
risk/protective factorswas being piloted during the course of this study but was found to have
limited sensitivity to mental health issueshis lack of skills and competence at fire@nary care
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stage issignificantasthe initial heath check and screening presents an important figportunity
for staff toidentify non-urgentconcernsandanyneedsfor further assessment and follow up.

Some units were continuing to use thewer holistic health triage tod@t the point of entry into
the unitand one STC had adaptédo meettheir particularneeds.A number of workers talked
about the importance of notonducting theassessments in one sessioncaAgdren and young
people could find ibverwhelming However unit targets and sentence planning deadlines could
make it difficult to collect thenformationwithin a more chilefriendly timescale.

One region(Hindley YOMNvas piloting a loallydeveloped Health Information Sharing Tool (HIST)
to collect information about young peofhealth needs. The record is startiegithe health
practitioners inthe YOT, follows the young personto the secure settingwhere itisadded to ly
secure care stafindis passed back to the YOT health prasher and GRvhen theyoungperson
is released

Healtheducation

Healthcare workers in secure settings sometimes contribpédoing with othemultidisciplinary
staff, to PersonalSocialHealth andEconomic education (PSH&gssiongor young peoplen
health, mental health and substance misu8erecent review hasecommendedGalahad SMS
Ltd, 2009that PSHEcontentbe reviewed throughout thgoung peopl& secure estatéo iron out
the wide variatiosin whatis providedand to produce &urriculumthat is better designed to
target and engagaigher risk young peopldhis review found the qualityf PSHEin relation to
substance misusm@ particularcomparedunfavourably withsome ofthe more dynamic and
interactive work observeth manyschoosin the community

Improving access to psychologiddlerapies

A recent HM Inspector of Prisons revi€2007)noted that provision for common mental health

and emotional problems in prisons had not benefited from initiatives such as the Improving Access
to Psychological Therapi@®PT)programme to boost access to talking treatments in primary care
settings (Deprtment of Health, 2008).

The IAR programme introduces ‘8tepped car€approach. This means mild to moderataental
health problems such as depression asfmanagedwith support fromGPs and primary health
carestaff. If the person does natespond or their difficulties @&come more severe theyere
referred on to specialist mental health servicegh agier 3 CAMHSWe found thatGPs and
primarynursing staffvere mostly not delivering any psychological interventions inYkds, STCs
or SCHawe visited Only four unitshad primary healthcare nurses graduate workersvho were
delivering primary mental health interventiosspart of anintegratedhealthcare andpecialist
mental hedthcare team.

Reaching out, reaching in www.centreformentalhealth.org.uk 40




G¢KS FANRBG GAMSA LI G0 NAES RO NP2IOK SINEBA Lo | S L
2T YIRS YS KFLILRX! FGSNE AT Fyez2yS YSyi(Aizy
on the drugs and someone mentioned my brother | could talk about him; but the next mafnin
anyone mentioned him, again | would go back to the usual. | can talk about him more easily
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Comprehensive CAMHS

The National Service Framewddt Children, Young People and Maternity Serv{@separtment

of Health, 2004highlighted the importance of developingpmpretensive CAMHS across the NHS

Children andyoung peopl& mental healths seen adeingnot just theresponsibilityof clinical
mental health practitionerbut ¥veryone businesQand thugreliant oncollaboration and

partnership workingacross all agencies, settings and services in contact with children and young

people. There was an expectation th@bmprehensive CAMHS would be establisiredll areas
by 2006 (Department of Health, 2002)

Converting the four-tiered CAMHS framework to secure settings

Tier 1: Services provided by practitioners working in universal services (such as GPs, health¢

nurses, secure care staff, teachers, chaplaincy, physical educatiorestaffwho are not
necessarily mental health specialisthiey listen and support, provigmsitive attachments and
pro-social modelling, build resilience, promote mental health, aid early detection of problems
refer to more specialist serviceSlinical staff offer general advice and evidence based brief
interventions and treatment for lessevere problems.

Tier 2: Services provided by specialists working in primary care settings (such as primary me
health workers, chaplaincy staff trained in bereavementinseling and@ounsellors). They offer
consultation to families and other prackit2 Yy SNRA > WgAy 3 o6F aSRQ 2 dzi
needs, and assessments and training to practitioners at Tier 1 to support service delivery.

Tier 3: CAMHS imeach services, usually working as part of a multidisciplinary team, offering n
speciaist evidence based interventions for those with more severe, complex and persistent n
and disorders.

Tier 4: Services for children and young people with the most serious problems. Staff working
inpatient units to facilitate the assessment, managemand transfer of young people to mediun
psychiatric secure settings. Forensic support for young people with complex needs and
consultation for staff.
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Recentpolicy and guidanchasalsoemphasised
1 the importance of not just reacting to mental ill health in young people but preveiiting
through building resilience (particulariy those with high risk factors for poor outcomes)
(Department of Health, 20@9 Youth Justice Board, 2004)
1 earlyidentificationand intervention(Edwards& McGorry, 2002)
1 recognising the interplay between poor educational performance, conduct problems, poor
mental health and poor physical health outcon{@epartment of Health, 2009a, 2009b).

The 4 tierCAMHSnodel providesthe framework for commission@ structuring and delivering
comprehensive CAMHS he keyelementsinclude

1 effective commissioningf services to meet alévelsof need and the allocation of
resources based on localulti-agencyneeds assessments

1 making mental health and emotional wdléing everyoe® business through mudgency
ownership, strategic planning, joisbmmissioning, jointare planningjoint training and
the establishment of consultation processes where additional expertise idauk®
support complex needs

1 developing aange of service® meetthe specific and diverseeeds ofall young people,
particularlyin relation toengagement and access services

1 24 hour acces® meet urgent needs

abalance of service® meetall lewels of need staffed bya knowledgeable, trained and

supported workforcevho areconfident in delivering lower levsupport and interventions

but know when to refer orior specialist help

afull range of specialist treatments

manages with both clinicalkknowledge and executive authorifgual management)

smooth transitions

provision of servicewith clear clinical governance

=
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Equivalence of service provision should mean that the comprehensive CAMHS approach is
replicated in thesecure estatdor children and young pede (see box for an illustration Glow
this might translate in a secure setting

To establiskeffective comprehensive CAMHS8iversal services.¢.those in dayto-day contact
with young peopleheed to havea good understandingf:

1 the core components of young peo@eemotionalwell-being mental health and
resilience

1 what behaviours might be indicative of early signs of poor mental health and the
importance of early intervention

1 the tell tale'Hag<Ior learning disabilities anfbr other hidden disabilities thanay be
hampering their progress
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1 who to refer on to and the role they can play in the dayday support of these young
people

We found inour studythat the conceptof comprehensive CAMH&as generally at an early stage
of developmentin secure settingand the models of service provision did radvaysreflect
developments irbest practice ithe community whichhave been firmlyfocused on improving
young peopl& acces$o servicesand encouragingheir participation in shapingnd designing
services and suppart

Although some frontline secure care staff understood their responsibility to support young
peopleQd YSy Gl t KSI f (-Being(as Rell SsYRenshra Widir Eatoat&iriment)we
noted considerable variatiom the active encouragement afecure care staff to balance
containment, control and maintaining good ordeith caring functions such distening, engaging,
providing support, and acting as psocial moded.

In smaller SCH#fontline staffhad generally developedoser more informal and supportive
relationships withthe children and young peopl@heyate their mealsand chated informallywith
the childrenand young peoplandsaw it as their role tdisten and proactively engageith them,
as well as maintain secure regimeFor this reasonpand because they were small unitey
workers could often develop a more-ohepth knowledge of the young people in their care.

One manager in an SCH said ttet changes and training brought in after the Warner report
recommendationgWarner Committee, 1992)ad changedocal authoritypractice in the
recruitment and training of staff so that the culture of such units, on the whole, was more child
and young peson focused, rather than beirmqurelyabout containment and control.

However, these units in many cases struggleddammission effective care fehildren and young
people withmore complexmental health/learning disability or speech and communicatieeds
They also struggled tobtain specialisiadvice and input to help them managfgeseneeds.

Practice in STCs, which were largenldvary.Becausef their sizethere weremore pressures to
function as institutions rdoner than group homes. Howey, staffin some STCHill ate with young
people androntline key workersdemonstrated agood knowledge othe young people in their
charge.

In YOls, staffould bemanaging ugo 400 plus young peopldheywere often better able to
access tie3 and sometimes tier4 CAMHSthanks tothe availability of additional funding.
However,due tothe size of the units anthe number of childrerheld in custody, relationships
with staff could bemore distant and less therapeuti€he Youth Justice Boahdsdeveloped the
Juvanile Staff Awareness Programr@BASPior all secure care officers working for the prison
service with children and young peogMouth Justice Boardnline)to ensure that secure care
officers in YOIs & more childcentred training put this trainingwas felt by mental healtheams
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to be generally inadequate. In particular it was felt not to address key issues of child and

adolescent developmengttachmentand experiences of maltreatment and their litd

behavioural and emotional pldems, the extent of the mental health, learning and

communication challenges faced by children and young people in the youth justice system, and
K2g aSOdzZNBE OFNB aidl ¥FF YAIKG O2-heinNdhaonumn& (2 & 2 dz
consistent with a comprehensive CAMHS approach. During the latter stages of this audit,
amendmentshad beenmade to JASP training to include speech, language and communication

needs, as well as links between behavioural problems and mental health difficulties.

a ¢ K A deals with. 120 sentencing courfBhe catchment area of this prison goes from all the
way down in Cornwall up to Birmingham, across to South Wales, to Carmarthen, to Reading to
Southampton and Portsmouth. YOIs have a lot bigger catchment area than theeciue
S a U (@AMBSE manager, YOI

Many inreach teams and mental health workers said that they delivered regular awareness

raising training to generic staff on mental health and emotionaldveihg, both formally and

informally. In Wetherby YOI, &y felt this systematic training had created much more of a
O2YLINBKSYyaA@dS /lal{ FLLNRIFIOK (G2 YIylI3aArAy3a &z2dzy
WSPSNEO2REQAa 0dzaAAYySaaqQo

Wetherby YOI: training strategy for mental health

The team in Wetherbgonsidestraining and supervision to be a positive tool to empower all staff
to deal with young people safely and confidenttyalso contributes to keepinthe staff safe and
healthy.

Formal training

NHS Leeds community healthcare (CAMHS) deliver a rollinghzgoackage to promote mental
health for children in a secure setting, which is a 2 day course over the 3 school terms. The training
is split into modules so that staff in the YOI can catch up if they miss any module.

The content includes a focus on:

riskand resilience in young people

differentiating between typial and atypical developmentalsks of adolescence
attachment and the containment of behaviour arising from attachment difficulties
communication and active listening

interventionand staff resiknce

what CAMHS do

= =4 4 A4 A 1
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1 working together and examples of real practice.

Trainng is delivered to all staff, andddbackfrom staffhas been positivavith many feeling thatt
should be part otheir initial trainingwhilst at college.

Supervision

The CAMH&am also offes one to one supervision on a monthly basis to tlealthcare team to
support primarymental healthskills. This supervisio aims to offer an opportunity and safe
space for reflective practice.

Supervisions organized around shifts onraonthly basigo frontline staffon the KeppeUnit.

This unit catersor young people with high levels of behavioural and emotional difficultidss
development is a new experience for frontline staffd in order to maximize engagement, has
been ofered flexibly. Some workers prefecheduled and systematane-to-one supervision;
others use the mental health lead on a consuttatbasis and more informally to deal with difficu
situationsas theyoccur. Theexpertise of themental health practitbner on this unit is also used
following major or challenging incidents.

t

A review is currently taking place of the training strategy with the hope that the approach can be
adopted more widelyn the unit, particularlyin the care andgeparationunit.

Theaim of thesupervision is to offer support to the staff apdovide ongoing professional
development and educatiothrough reflective practice.

It should be noted thatariationsin culture and practic&vere not just the product of size or type

of unit but appeared also to baffected by cultureleadershipand training For examplesplit site
YOls (where staff could be more influenced by young adult and adsitimpservice culturg) were
generally noted to be less chicentred. Differences were observed betwedwo femaleunits of

very similar sizeOne had a regimented and structured approach to managing the young wjomen
the other was much more relaxed and therapeutiaff in thislatter unit focused on

engagement, presocialmodeling,andlistening and talking to the young women as well as
controllingtheir behaviour.
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Integrated and collaborative working

A varied picture emerged ohé extent to whichmental healthwork in the secure estate was
integrated and joined up across different disciplin€mn the one handthere were more systems
in placepulling together the informatioreach disciplineallected on young peopf@ progressand
coordinatingactivity through sentence planning systemidowever,there was still evidence ahe
collection ofduplicate information through assessments and of inconsistent attendahkey
meetings in larger units by some discipliffegental health and healthcarearkersin a number of
unitsreportedthat theyrarely attendedreview meetings
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Coordinationwas easier in smaller SCHs whgoeing people were well known aridere were
often weeklymeetings for all staff to discusssidents. However, even in smaller SCHs children
were still reportedto have had to undergo assessments by sewdifédrent specialists, rather
than havingheir needs assessed and themrecoordinated byalead professionalas
recommendedn Every Child Matter@Childrer®@ Workforce Development Counc2009. As a
result young peoplsometimes had to repedheir stories again and agaimlso,specialiss visted
the SCHat different times making itdifficult to getall those concernetbgetherto contribute to
systematiaeview processes.

In larger YOlIs #re was often aange of professionalsomingin to discusyoung peopl@needs
linked to their nental health and emotional webeing. For example, social workers, substance
misuse workers, mental health workers, Connexions work&hl(39, psychologistsYOTworkers
andthe multi-faith team/chaplaincy could all be contributing to supporting young pegple
emotionalwell-being

Many mental health teams/workers talked of strugglingaork with substance misuse
teams/workers, in spite of the well documtsd associations betweemental health and

substance us¢Galahad SMS Ltd, 2009ther mental health teams highlightgabor linkswith
educationserviceswho would holdimportant information abouta young persoflearningand
developmental difficulties Sometimes this fragmentation was the result of workers being
recruitedthrough specifipots of money from different sourcemdworking to different priorities
andtargets Other factors includedraditional ways of workmg, physical distance and separation
by numerous locked doorslepartmental rivalries and competition for rooms and time with the
young person.One YOinental healthin-reach teamwas basedn a buiting outside the custodial
unit, making it difficult to communicate with th@ubstance misuse and other staff inside the walls
In another STGasubstance misuse manager who had once shared a corridor with social workers,
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psychologistaind healthworkersfound it much harder to maintainollaborative working after
beingmoved toa differentlocation.

On the wholetherefore, this study found thasupportfor young peopl® mental health and
emotional wellbeingstill tendedto be addressed in a separate silo, ussgparate assessment
processeand fragmented interventions, with no recognition that substance misuse or mental
health or educational difficultiegere likely to banter-related and required a ardinated,
integrated agproachwith other teams within the unit
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In the communiy, as part oEvery Child Mtters and comprehensive CAME&velopmentsthere

is a move to place thehildd | Yy R reédy deritré efjeSystemsare developingo suppot
complex needshat aim to minimise the number of professionals and assessments involved in
each child and famifg care(e.g. the team around ke child, the lead professionaheintegrated
team approach Forexample, in Telford and Wrekmultidisciplinary ceocated teams have been
establishedn the communityto deal swiftly with all referrals for supportor childrenand families
in difficulty or forthose identifiedat high risk of poor outcomes.

Likewise, he Anna Freud Centregcognsingthat young peoplevith complex needsan have
severalprofessionat and servicesgnvolved in their lives, igiloting and evaluating amtegrated
treatment approach irwhich frontline workers delivewraparoundinterventions, backedy
expertoutreachconsultationfrom psychiatrists and pghologists who alsaoffer emergency
mobile phoneconsultation and advice

By the end of this study, there was some evidence that regular supervisionNdEfeamsvas

improvinginteractions betweerfrontline and nonspecialist staff ad young people andhanging
the culture andownership of esponsibiliy for young peopl@ weltbeingwithin some YOls.
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Promoting integrated working in a large YOI

Ashfield YOI heattemptedto cultivate acomprehensive CAMHS approach and manage
fragmentation between services more effectively in relation to mental health and enmaltvesll-
beingby creating a¥irtualmultidisciplinary team focusing on mental health and emotionall-
being Aweekly intakeand case management meetipgovides a single point of referral ani$
chaired by the CAMHS managgéhisis attended by:

primary healthcare workers

secure care staff representatives

substance misuse link workers

mental health specialists

apsychologylink worker

FENCQvorkers

learning support worker

the chaplaincy representati@gvho provides bereavement support)
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All referrals to thevirtual CAMHSeam are considered and decisiomse made as to whas best
placed to complete an initial screening awdrk with the young personEach case currently ope
is alsabriefly reviewed each week.

This approach seesito have a number of benefitsThereis less scope faluplication of work; it
allowsfor a broader focus on the young perg@well-beingthroughbringing together work on
learning difficulties and substance misuse with mental health work; the person already enga
with the young persomrantake forward work focused otheir well-being(the Y¢ad profession&l
approach) supported if necessary by specialist workersnental health or substance misuse
workers. It also raises awareness among latakeholders and discipline$ the specific part they
play in supportinghe young persof@ mental healthandallows link staffto cascade knowledge
and influence their team cultures.

Although this meetingloesnot includesome workers who might have a contribution to make to

supporting mental health in the unit (such a®Mvorkers, social workers amghysical education
staff), it hashelped to break down barriers between departments in relation to mental health
issues and heresulted in a high degree of integration with primary healthcare in comparison
most other units.

=]
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The Keppel Unit

The Keppel Unit in WetherbyOl is a 48ed national resource for young men with high levels of
vulnerability who pose significant challenges in the secure system as a result of their behavipur.

Frontline staff had volunteered to work on the unit and had received enhanced trairhey. T
received regular supervision from the mental health nurse on the unit to support them in their
therapeutic and behaviour management work with the young men.

Staff working on this smaller unit talked positively about the regime and about their ceakeah
modelling presocial attachments and behaviour8s well as receiving therapeutic interventionsg,
the young merlearnsocial skills with unit staff leading &ing sessionsRelationships between
the young men and staff seemed relaxed.

Prioritising safeguarding

There are still a number of systems and practices irnytheng peopl@ secure estatéhat require
ongoing review in relation to the safeguardiofjchildren and young peoplgee, for example,
Smallbridge& Williamson 2008) Concernsave also been raised about the withdrawakotial
work posts in YOlgarole that is widelyseen to have a primary focus on safeguarding issues in
these settinggPuffet, 2010) Other commorpractices such as th@acement of children and
young peoplan units far from their families, the release of childrand young peopl¢o bed and
breakfast accommodation, thepid movement ofhurrnCbf young people around the custodial
systemandthe numbers of young people in the system with unidentified learning disabititiels
speech, language and communication neatisaise questions about the level and quality of
safeguarding.In the case of young people with learning disabilities, sesaténgsthat do not
have adequate systems for identifying and nmgkspecial provision for them may bisking non
compliance with disability discrimination legislation.

{FFSN) wS3IAYSa YSSiAy3a b I AyRftSe& , hL

Hindley YOI holds a weekly mdigciplinany? & | ¥ S NImkidrig fotélSthréugh any young
personabout whomstaff have concernd’hese concerns may be@li mental health and
emotional wellbeing, behavioural difficultiegsomplex needs or vulnerabilitfhe aim of the
meeting is to pull together a clear picture of how the young person is progressing, what
approaches are supporting steps forward and to develop and review an actiotoplarich all
staff then commit All disciplines contribute actively this forum During the study visits, frontline
secure care uni@epresentatives showed good knowledge of the young people they discussed.
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Different perspectives could often emerge about the same young person, which allowed join
learning ad understandig of what worksThe meeting is chaired bygovernor grade member o
staff.

Young peopleQ voices and access to services

Young people in secure settings face particular challenges in disclosing mental health difficulties
and maintaining theiwell-being This is for a number of reasons:

1 they have been separated from many of those who would form part of their natural
support system and are surrounded by strangers
T custody involves a loss of freedomand thid YA G & GKS @& 2 daicBessJSNE 2y Q
support systems because of locked doors, institutional communication sysétens
1 those with whom young people have day-day contact are also those responsibbe f
their custodial containmentit is unclear to what extent this interferes with truand
disclosure.

The CAMHSeRiew (Department forChildren, Schools @Families &epartment of Health,
2009)highlighted the importance of improving accdesservices sohat parents and young

people couldget support in a timely fashigrand also so that support could be offered at an early
stage before difficulties escalate into destructive or sigftructive behavioursgGuidance also
stresses the importance of ensuring that the hedprovided in ahild and youngpersonfriendly
manrer, takes into account ankearning disabilities and recogasthe young persof a
circumstancesgparticularly if they may affect acceésepartment of Health, 2004).

As highlighted earlierhere was evidence that CAMHSr@achteams andmental health staff
(where these workers were available in secure uritg) tried hard often without guidanceto
provide the kind of serviceeeded to support young peo@®mental health and other complex
needs. Nevertheless, we fountimited evidencehat young peopl& viewshad been considered
What was provided tended on the whole to be service led rather than needs led.

Notable improvementsvere reported by mental health teamis terms of the speed with which
young people couldccess help with mental health difficulties and the nature of the support that
was offered However mostmental health teamgparticularly in larger settingsyill felt they
werereacting to mental iliness rather thahe wholeunit adopting aproactive and systematic
approach to supporting emotionatell-beingand detecting problems and risk factors early on.

In terms of thinking through accessneental healthservicesn secure settingst is particularly

important to recogrse the uniquecircumstancesn whichtheseyoung peopleare placedandto
considerthe implications of their loss of libertyWwe knowfrom the CAMHS&iewthat young
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peoplegenerallyrely on a number oinformal supportnetworks(such agriends, familiesand
teachers)in their day to day liféo support their emotionalvell-beingand mental health

(Department forChildren, Schools and Famil&®epartmentof Health, 2009)

Talkingto professionalss not their preferred way of coping with estional difficulties. In custody
settings, where they do not have ready access to these preferred informal support systems, they
areforced either to keep problems to themselvds talk to other young peoplezho they may not
know or trust,or to talk toprofessionals

The rental healthpractitionerswe interviewed weregenerally well aware dhe barriers young
people facan secureunitswhen they needcsomesupport These workers felt that it was not easy
for a young person who had concerns about trenotionalwell-beingor about their mental
health to link up with the help they might needarriersto accessing helmcluded

1 mistruston the part young people of those in authority

1 stigma and fear of being seen to have a mental health diffianty of beindabeled(this
wasthought to be a particular issue wigfoung people from some BME grogps

1 fear of being seen agulnerable

1 physicabarriersto accessing servicesich as lockedells,doors and corridors

1 frustration with and a lack of fdi in the WHpplicatior{lsystem( the main way in which
young people in secure unitequest help), which wasdescribed as slow and not
confidential- some stafffelt that the system presented particular challengevhen so
many of the young people in thesmits havelearning and communication difficulties.
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health teams.l would like to see health support workers out on the wings supporting young
people who ae reluctant for contact with our tear® €CAMHS mental health nurse, YOI

A further barrier to accessg mental health carevasyoung peopl& perceptions of mental
health. Young peoplegenerally tendo see mental healtlas irrelevant to theiday today lives.
Theyassociate mental health wittnental illnessand are keen to distance themselves from the
stigma of tke label They see iasaffectingdother people, and do not consider it to be relevant
to their daily life They would rarelyhink that they need specialist services

From this point of viewyoung peoplan secure unitsvould not necessarily think of contacting
mental health teams unless worketfiemselvesnakeactiveeffortsto engage with themand

explain or demonstratéow they carhelp. Theseperceptions of mental health services, along

with their loss of natural support networks and the loss of freedom to choose how they accessed
servicesposed the greatest barrier to accessing help in custody.
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There wasalsolimited evidence of units engaging young peoplahinkingthrough how toaccess
help and support (although by the end of the study one unit had started to consult with young
people about what help they might need and in what form).
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This contrasts with developments in the community where improving access to healto and
comprehensive CAMHtas been a priority For example, onstop-shop health centres have been
developed next to schools to make it easier for young peopketk helpand receive early
support;extended schools have been introducgedrtly with a brief topromote resilience, provide
positive actities and linkchildren and young peopheith support servics, detached outreach
youth worker servicehave been established to work wittard to reachand vulnerablegroups

and provide support and linkage intoainstream services

Gonsultation withstaff, young peopleand parentsduring this studyconfirmed and added to the
findings of previous reports such as the CAMHS resigout what young people need to support
their mental health and emotionalell-being Young people and young adults with experience of
the youth justice systemalue:

choiceaboutwhom they engage with

to talk toandbe listened to by someone thdégnow, who uses language they understand
patient, persistent workers whose judgment they can trust

a non-patronising,non-judgmental or lecturing approach

achoiceof solutionsthat best suit their needs

workers who do what they promise and do it quickly

workers who are open and honest with them

expertise By experienc€; workers whohavebeen throughsimilardifficultiesand can
inspire confidence that change is possible

feeling safe with workers

workers who meet them in settings where they feel comfortable

1 helpthat alsoaddresses their othepriorities (getting a job, practical problems, concerns
about relationshipsetc.), not just helpwith problemsthat have been defined by an adult
or an¥xpertQ
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These preferenceaccord with the key principles of threcovery approach for mental health
(Anthony, 1993)which reinforces the importance g@ieople with mental health needsorking
with staff to decidewhat their goals are antlow to achieve them Recovery approaches
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recognise thatfor some young peoplemprovements in emotional and mentalell-being(and
the recovery ohope for thefuture) will come abouthrough other activities, not jusnental
health servicanterventions (Sainsbury Centre, 20Q8)

The Recovery Approach

Gt NP FS&aaA 2y hékey tdrecovgry, thos&exdefencing mental health difficulties da.
Recovery comes about as a result of joint problem solving and partnership between those

recovering and professionalst is important for mental health providers to recognize that what
promotes recovery is not simply the array of mental health serviédso essential to recovery are
non-mental health activities and organizations3ed & LJ2 NI &> Of dzo a XSRdzQF (A 2
are many paths to recovery, including choosing nottdbg @2 t SR Ay (GKS YSy il f
(Anthony, 1993)

Continuity of care, resettlement and sharing of information

Mental health teams in secure settings described continuity of care as one of the greatest
challenges they faced in their day to day work.

Mobility and churn

Young peopleare often placed in secure settings some considerable distam@g/from their
homes and mental healthworkers in secure settingsanbe working with young people from a
number of different geographical areaBy the end othe study periodthis situation had
worsenedwith the closure of saller YOI unitso thatyoung peopleare now heldin fewer, larger
units, often further fromtheir homes. In Ashfeld YOJ for example, over 40% of young people
were over 100 miles from homelhe situation for girls was reported to leeenworse.

Secure care and mental health sta#quentlyreported theparticulardifficulties of trying to
arrange support whethey wereunsure abouthe resources available in the young per&&home
area whichcouldalsochange rapidly Although local areasatry outregularauditsof what is
available, this information is mainly fetrategicuse. Therewasoften no clear and ugo-date
localdirectorylistingthe full range of services with the capacity to support young pe@pteental
health and emotionalvell-being(andthose goviding support to parents and carerf®)lowing
release

One managenvho wasresponsible fotocality service mappin@cknowledgedhat, for just a

little extra investment, information could be collectada format thatwould be useful for
practitioners (services offered, eligibility and exclusion criteria, key contatct.
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There has been particular expansiorcommunity-based parenting programmes Quaccording to
interviewees they weregenerally poorly integrad with speciabt CAMHS and secure care
servicesand were notusuallyincludedin any resettlement activity.

Access tespecialist CAMHS
Many CAMHS ireach teams and practitioners reported difficulties in accessing community

specialist CAMHS, due lang waiting lists or because young people were considered too old or

not sufficiently ill to met the threshold for treatment.Secure unistaff told us there were still
gapsin services for 16 to 18 year olds with mental health neéeds number of ares In addition
YOImental healthin-reachteams varied in theiawarenesof the potential roleof the YOThealth
practitionerin brokeringaccess to servicemdprovidingsome cotinuity at the point of release
from custody.

The challenge of thresholds and service acceptance criteria

Practitioners in the secure estate say that most CAMHS services still exclude those ye@r 16
olds or not in full time education. This is in spitegoernmentguidanceadvising that services
should provide imely mental health services up to 18 years (DH, 2004gre are also particular

problems with specific mental health problems, as described by this CAMHS manager below:

dYoung people coming out 8fOIs rarelyneet these criteria. filey have oftemot beeninvolved in
services for several yeabgforehand. They stop their contact with CAMHS at about the same

time they are excluded from school, so we hdeeset them up with serviced. Y R G KSy |G KS NS

the young person aged 16 with ADHDAMHS don't accephem because of their agedult

services don't accegtheY o0 SOl dza S (i K SADHR Ph¢r@are sGneigcdMTAMBRNthat

go up to 18, and some good adskrvices that will accept ADHRYt it is patchy.

@The other issue is when gustody we havéeendoingX LINA Y I NB O N&vidihgf dza|>

intense support for young people with high levels of anxiéthese young peopke 2 yir@et the
criteria formostcommunityCAMHServicesvho only engagevith a Werioustiagnosed mental
illness Yet, we know that if they had theontinuedsupport andintervention we give irnere,

someyoung people who struggle to cope may well stay out of custofAMHS manager, YOI

One team described havimguch more success in linking young peagewith early intervention
in psychosiseams (where these were available and whére young person wasligible). These
teams provide a good model of suppa@rthey areyoung person friendly and focusgahdthey
crossage transitionghat candisruptcontinuity of carefor manyyoung peopleMulti-agency
support foryoung peoplenith emergng personality disorders was said to be difficult to arrgnge
as was wraparound community support for those wmtiid to moderatelearning disabilities and
other dewelopmentaldisorders such a&DHD.
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One motherconsulted as part of this projecedcribed a lack of intensisipport when young
peoplefeel attheir most vulnerable Her daughtethad a significant history @motional
difficultiesdating back to the age of 13 years of age. However, no clear diagnosis emerged until
she approached the age of 18 years (when sheevastuallydiagnosed with emerging

personality disorder following an attemgd suicidan custody). Before this suicid&t@mpt she

hada history of makingomeprogress whilst in custodyut of struggling to cope on release and
subsequently breaching her parole. Stea waitedfor over sevenweeks for mental health
supportwhen most recentlyeleasal. Her mother describedrguments taking placbetween
professionalsbout whetherher daughtethad mental healthn8 Ra 2 NJ ¢l & 2dzad Wwol
These arguments hindered her access toititensity ofsupport sheneeded She eventually

began drinking (which put her in breaohher licencdor the second timgand was recalletb
custody Boththe young womanher mother, and her YOT worker in custadglked oftheir

ongoing frustratiorat their inabilityto arrangethe right level ¢ supportrequiredto avoidher

cyclingin and out of custody.

Information sharing

Most teamgworkersin YOIs and other secure settingported difficultiesin obtainingaccurate
and systematic information aboyoung peopl&@ mental health and broader health issues from
the community. Inconsistentand incompatibledata systems were seen as thmin obstacle
However, there were also complaints that information fro@Tédid not reach YOJsand vice
versa,at the resettlement stagdn both instances, both partiesere adamant that they
systematically shared this information with each oth&ome practitionersuggestedhat health
passportscarried by the young persoshould be createdior young people with complex needs
the youth justice systemlt is hoped that lhe introdudion of a new database calleSlystnOne' in
YOlsverthe next 18 months may at least improtiealthinformation sharing irthese units
Further investigation andction to tacklepersistent problems with health information exchange is
required, particularly for STCs and SCHs.

Fromour observations in youth courts, it was also clear that information was shared inconsistently
between secure settings and the court or the YOT report writer, particularly when young people
were in contact with CAMHS-neach serviceand were currently being assessddhere was

debate in some CAMHSieach teams as to the ethical appropriateness of this, although one in
reach service provided via a regional forensic mental health teagarded training for and liaison

with the courtsas a key functionA pilot system in the south west of England in whadilt

criminal justice liaison and diversion teams andaach teams linked up to inform court reports

had overcome thesbarriers and reservationsGenerallyjnformation relatingto health is not

being included systematically in youth psentence reportgHealthcareCommission & Her

Majesty@ Inspectorate of Probation, 2009)

! http:/imww.tpp -uk.com/
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The Care Programme Approa¢GPA)

The Care Programme Approach was not used consistentipdyyalist mental healtpractitioners

to support the ceordination of services at the point oélease andesettlement. Some teamand
practitionersappeared not to have thought of using this approach for cases that might meet the
criteria for CPA; somiought that the approach did not apply t@ung peoplaunder 18; others
disputed whether this approach shoube usedwith young people under 1&ecauseof the

ethical implications of labeling at such a young agenfusion and debate still persistad spite

of updated guidance on CHRBepartment of Health, 20@§. There was also some confusion as to
how this approach dovetailed with theo@monAssessmenEramework youth justice case
management and the lead professional approathe CAF was noegerallybeingused by

CAMHS teanfpractitionersin the siteswe visited

Accommodation, education andmployment

Some40% of young people in secure settings are known to have been homeless before coming
into custody(Youth Justice Board, 200Mlental health teams were concerned thpbst-release
accommodation was often still being arranged too late in the day, frustrating plans to organise
resettlement servicesThere were still instances of young people being releaseddetband
breakfast acommodation,and into environmentshat did not support their emotionalvell-being

and which were unsafe.

Education(Youth Justice Board, 200dnd employment are also key supports for good mental

health (Social Exclusion Unit, 200Educational attainment is key to building resilience against
future offending and is protective of loigrm mental health and weleing. Staff reported

significant difficulties linking young people back into mainstream education, even if they had made
some educational progress while in the secure settitfgiroung people had been statemented

(due to learning disabilities/difficulties) in school prior to entering custody, these could not be
maintained, and educational support had to be renegotiated atpoint of releaseThe new
Apprenticeship, Skills, Children and Learning Act 2009 will hopefully address many of these
longstanding challenges through placing responsibility of education in secure settings with the
host Local Authority

AfurtherbarrilN 12 LINRY2 (G Ay 3 OKAf{ RibeBgandisafdguardiigguzgcare LIS 2 LIt
settings was seen to be threduction ofthe number ofsocial worker posts in YOIs

In 2003, a review of safeguarding and child protection in YOlIs (following the Munbyrjadgmm

2003 in relation to the application of the Children Act 1989 to children in custody) resulted in the
deployment of 25 social workers in YORNdings from an evaluation of the introductiontbese

workersin YOlIs (Fielder et al, 2008) suggested thay theed enhanced the focus on safeguarding

Ay GKSAS dzyAdaszs AYyONBlFaSR GKS RS andbBroié® 6 KA OK
[ 221 SR ! T SNJ / r&sktleRenieytideinentsah@Sitaiechélfdbfall childrenin

custodyare looked after by their local authoriffdouse of Commons Children, Schools and

Families Committee, 2009
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However, thenitiative has not been sustained nationwide aftegntral Governmentundingceased in
2009 passing responsibility over tocal authorities A lack of agrementon the part of local
authorities as to how thespostswould be funded resulted in fewer than half of the posts being filled
as of December 200@Hansard, 2009)

Management of transitons and resettlement
We identified several examples of good practice ambvatingpartnerships for managing
transitions and resettlement.

One YOI that covered a very broad catchment area had allocated four mental health workers to
the teamwith specific responsibility for resettlemenfhe manager said that this system had
resulted in a notable improvement in their ability to set up aftercare appointmeftse

resettlement workes:

1 started planning for resettlement, wherever possible, on tlay the young person came
into the unit

1 used the Care Programme Approach as a lever for facilitating continuity of care for young
people with mental health problems

1 mapped all services supporting young people with mental health difficulties and learning
disabilities in the YOI catchment areas

7 attended initial meetings in the community for cases open to specialist CAMHS, to
improve handover and communication

1 accompanied young people to all medium secure psychiatric units when they were
transferred to help hem settle and to improve exchange of information.

Challenges still persisted, however, because of the rate of churn through the system, when young
people were moved suddenly or were transferredriom outside the usual catchment area.

Regional models &re also described, such as that praddoy the Thamesalley child and
adolescent forensic mental health service (see box).

The Thames Valley child and adolescent forensic mental health service

This teancovers OxfordshireBerkshire, Milton Keyneand Buckinghamshingrovidingspecialist
(Tier 4 equivalent) CAMHS expertise at a variety of levels and to a variety of institutions and
networks working with young people in thy@uth justice system

The regional service takes referrals from local CAkd®s andYOTscross the Thames Valley
Area and provides consultation and advice where a specialist forensiatal healthopinion can
aid the local management of these young people.
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The team also providdsaining,liaison and advice toourts and thewider legal system.

The team provides trainingprmal case consultationf®r frontline workers specialist assessments
andadvice about risknanagement with théwin aims ofpreventing children from ending up in
custody unnecessarily and facilitatingison between custody settings, the criminal justice
system, NHS inpatient facilities and community CAMHS teams.

TheThames Valleteam alsoprovides multidisciplinary mental health-neachto the young
offenders institue at Huntercombewhere it condictsclinical and risk assessments, interventions
andhealth promotion activitiesnd facilitates resettlement through its knowledge of regional
community resources.

In some instances, teams had developed mouddisreby they hadéne foot in and one foboutQ
of the secure unitsIn Swanwick Lodgsecurechildren® home support for mental health and
emotionalwell-beingwasprovided byworkers contracted in from a locablolescent team The
same team continued contact and supportedettiement if young people were released back
into their area. In another YOI, mental health nurse worked patime in the YOI anthe rest of
her timeas a health practitioner in the communityl' his nurselescribedhow she had been much
more successful in encouragiygung people taiselocal services as they were familiar with her
from their time insideand that theywere more likely to keepppointmentsand had begun to
trust her advice.Another YOI (with a predominantly local populatiomad a clinical manager who
wasalsoa deputy directorfor localcommunitymental health servicesHe felt that this$bot in,
foot outapproach helped the unit brinig additionalserviceqsuch asearly intervention in
psychosisgrama therapyand occupationatherapy), as well agnabling him to monitothe
capacity and preparedness cdmmunity teams to support the resettlement of young people in
the area In Feltham YOl consultantpsychiatristin the CAMHSn-reach team had one foot in
the localmediumpsychiatric secure unit and one foot in the Y®his unit reported the fewest
problems with transferring young people speedily to medium secure care where this was needed.

However, thedne foot in and one foot oWlpproach had its limitations if young people were
from outside the immediate catchment area, which veasnmon.

During thefieldwork phase othis audit,the Youth Justice Board had introduced 59 wraparound
resettlement pilots for young people with sigicéint substance misuse and other vulnerabilities
including mental health needsThese Resettlement and Aftercafdots (RAP) werpopular with
young peoplebecause ofheir focus on needded, practical problem solving and lifestyle change
In 2009, tle scheme was rbranded with an enhanced requirement for partnership workivigh
other community support serviceshe target grougdor the schemewas also extended to all young
people leaving custodyHoweverwe found inconsistentknowledge of thigthe RAP or the new
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IntegratedResettlementScheme) among somanental health teamsand variable joint working
between substance misuse and mental health teg@aserally in secure settings

In two regions the Youth Justice Boawdas pilotingresettlement consortidhat soughtto secure
the activecommitment of all stakeholders and agencescerned across a regiodlthough at
an early stage, some headway had been reported by the Youth Justice Board in securing
commitment from local employs, housing providers and local authorittessupporting
resettlement There were plans to linik health providers in theegion

Health action planning

In spite of the energing evidence that learning ani@velopmental disabilities and speech,
language and communication problems may be over represented among children and young
people in theyouth justice systeniBryan, Freer & Furlong, 200We found evidence that Health
Action PlanningDepartment of Hedh, 2009d)was not being used to facilitate lisketween
secureand community healthcare services for young people with identified learning disabilities.

Youth justice liaison and diversion work

Criminaljustice liaison and diversion tearagd YOhealth practitionershave an important part to
play in the management of young people in secure settingmung people in thgouth justice
systemhave a range of complex problemstlvarely meet the criteria fospecialist support.
Specialist servicegaalso not well designed tengageand meet the needs of this group of young
people. For this reasoryoung people can remaumnidentified and unsupported until their
behaviour escalates and they come to the attention of the polieedings from aecer studyof
health provision in YQ&[Centre for Mental Healtr2010) indicatethat very fewhaveinvested
resourcesn systems to identifynental health problemst the point of arrest There is also
evidence that mny young people with mental health difficultiase notidentified through
standard YO$creeningHarrington& Bailey, 2005, and that court reports contaimsufficient
information on mental health and physical health vulnerabilifidsalthcareCommissior& Her
Majesty@ Inspectorate of Probation, 2009)

Most mental health screening tesdo take placevhena court reportis preparedeven when
difficulties have been identified at the point of arresiThiscanleadto long delaysas psychiatric
reportsare then orderedvery late in thesentencingorocess

Furthermore, the timescale from arrest to sentenzanin more complex cases spannse three
to four months and goung person who rehad ro previous contact with the YQZEnbe left
without any supporbver this period while they await sentencin§tatisticanade availableo this
study bythe National Commissioning Grouplicate thatmostyoung peoplewith severe mental
health orlearningdisabilitiesare notidentified until they entersecure custodial settirgpnd are
seen by the CAMHS-ieach teamAt this late stage referrals are then made to secure units.

Reaching out, reaching in www.centreformentalhealth.org.uk 59




Criminaljustice liaison and diversissthemesxist to ensure offenders with meéal health needs
are identified assessed and referred to appropriate treatmexpoint of arrest or early in the
court processThey also offer advice and consultancy to police, sentsntiee Crown Prosecution
Service and solicitoyto ensure mental healtimeeds arespeedilyidentified and more effectively
addressed

[ 2 NR . NViewbdf BedleavitiNdental health problems and learning disabilities in the
criminal justice syster(Department of Health, 20@9 highlighted therole of such teamsn
improving cerdinationbetween mental health and criminal justice tearfecilitating the sharing
of informationwithin the criminaljustice system and linking and supportipgople back into their
communities at the point of release.

Very few of these schemes exist thnseunder 18 yeasold, although six Department of Health
pilots are currently beinget up andevaluated to assess impact.

Gaps in service provision

Work with families

Themost successful interventions for young people with mental health difficulties iyahéh
justice systemnvolve evidence based parenting programmes and family wéhese
programmes are most effective when they are targeteédn early agéunder the age of 12 years)
at children and young peoplho are showing signs @onduct disorders anbdehavioural
problems(FergussonHorwood & Ridder2005)

There is also evidence that some parenting interventidvigltisystemictherapy, Functional
Family Therapy, Family Integrated Transitions see Aos, 2008) with older age groups, but
these are rarely made available to support resettlementhe UK

There are aaumber of barriers toamplementingfamily work in custody:

young people areseparated from their families

families often have to travel some considerable distance to see their children

there are few room# secure settingghat are suitablefor family work

young people in custody am@ten in conflict with families or come fromhaotic family
backgrounds40%of young peoplavere living with someone other than a parent before
they entered custodyYouth Justice Board, 2007)

= =4 =4 4

However trials offamily workare producingoromising resultdoth in terms of impact on
reoffending and cost effectivenefsr young peoplen secure units in th&S(Washington State
Institute of Public Policy, 2004)
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Family work in secure settings England and Wales teatb be restricted to parents attending
reviews, awardseremonies odun day€brganied by family liaison officer&amily liaison
officersare frequentlysecure care officers, who reported to this study that twerk could bede-
prioritisedin favour of core duties.

SomeSCHsvere able to offer enhanced and prolong&mily visitsand haddeveloped the
organisation of the unito prioritise contact. Family work waslsosometimes taken forward by
resettlementworkersin the form of conciliation and practical suppan prepaation for release

In multi-dimensional fostering treatmentntensive worktakesplace both with the young person
in foster care and with the biological famdy the same timen order to improveparenting skills
andsupportthe family for the youngersor@ return.This would seem to present an appropriate
model for family work when young people enter and leave secure settings, but at presenich
preparatory work ioffered.

Parenting supporhas beerexpandingn the communityunder the formerd 2 @S Ny Whisly/ (i Q a
Family(Department for Schools, Children and Families, 2888hdabut there has beemo
equivalent expansioand focusn secure settingsr as part of release plannin@ne CAMHS

reach team had trained up a worker in family therapy and had plans to convert a room into a
therapeutic family roomHowever the CAMHS manageeportedbarriers tothe development of
thiswork in most unitsincludinglack of appropriate accommodation &§ecure units, the distance

of the unit from most young peop@families andhe short length of time that most young people
spend in secure settings.

Moreover, itwasdifficult for in-reach teams to keepp with the rapidexpansion of family and
parenting workin the community and to factor it into release plardg the time of site visits,
therapeuticfamily workwas rarelytalked aboutas a resettlement option.

Young people at rig of sexually harmful behaviours

Practitioners in CAMHS and forensic C/AWams describé work with young people at risk of
sexually harmful behaviouin the young peopl& secure estatascunder developed. One
consultantpsychiatristfelt that this workdid not comewithin the remit of CAMHSh-reach teams,
but was concernd that there was no multiisciplinarystrategy or accountability for hothe work
could betaken forward. The Lucy Faithfull Foundatioraementioned mostfrequentlyin relation
to this work in secure setting€®©ne team in an STC also talked of having adapted#sessment
Intervention, Moving on (AIM)Audit Commission, 200&approachfor use in a secure setting.

Concerns raised about this area of warlkluded

1 lack of clear guidance driving and coordinatmgltidisciplinaryactivity
1 lack of multdisciplinary management and resettlement
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1 poor evidence okffective programmes for this age group and for those who also have high
levels oflearning disability andommunication needs
1 no adaptation of thanulti-agency(AIM) modelfor use in theyoung peopl& secure estate

Also,unlike adultsyoung peoplaunder 18years oldwho aresentenced for sexually harmful
behavior,tend to be held on normal location secure units and so liweith the everpresent
anxietyaboutdisclosure of their offenceOne practitioner pointed out the risk that everyone
would know the nature of that young pers@noffence if workers from gpecialisiorganisation
such as the Lucy FaithfiHoundationvisited themon the unit.

Practitioners talked of having waited for some time for clearer guidance to support work with this
group of young people.

BMEyoung peopleand mental health

There wadimited evidence of services proactively addressing risk facpegific to young people
from BME communities, or of thought being given to tieedto offer services in a different way
in order toengageBME young people and at aarlierstage.CAMHS immeach teams in secure
settings were generally not aware of thgistence of BME@nmunity mental health development
workersin their locality Sane teamswere aware that the chaplaincy arspiritualleaders cald
offer some BME group(®s well a®ther groups) more effective mental health support than
mental health teamsOne practitioner ina secure uniteportedthat young BME peopleere
under-representedn custodial mental health caselogdss contrast totheir overrepresentation in
adult mental kealth servicegMalek, 2004) Workersfelt that someBMEyoung peoplevere
reluctant toengage with mental health teams due to the associated stigma.

There is anecdotal evidence that peer mentoring and voluntary sector support are more effective
than stdutory servicesn engaging some BME grouf@®epartment of Health, 2009e)nspection
reports indicate that adults with mental health and emotional difficulilresustodyrate the

support of frontline staff and of other prisoners highlyhe voluntary sector was often involved in
advocacy work on behalf of young people in secure settings. In one unit, efforts had been made
by the voluntary sector to involve young people in secure settings in the recruitment of new
workers. However, we gemallyfound limited awarenesamong mental health workersf the

potential role of the voluntary sector in meeting the needgiodupswho are wary of engaging

with mental health teams.

Mental health needs of young wonre

In almost evergomparative studyyoung women fee less welthan adult female oyoungmale

prisoners on a range of health indicatgBouglask Plugge, 2006), 2 dzy 3 FSYIl £ S 2FFS)
health and mental healtlare compromised by a range of inteelated risk factors such as

substance nduse, poor sexual hahl mental health problems and violence/sexwalence.

Young womerin secure settings have wadlvidenceal, complexmental health and otheneeds

Reaching out, reaching in www.centreformentalhealth.org.uk 62




A 71% of young women lva some form of psychiatric disturban¢Bouglas & Plugg&006)

A more than one in thregroung women in custodiyave a history of self harnfDouglas&
Plugge, 2006)

A young women in custody have higher rates of anxiety disord&f$tompared with47%
of young men(Lacer, Singleton & Meltzer2000)

A young womerhavehigher rates of PTS[Chitsabesaset al, 2006)

A one in threegirlsin secure settingscompared with one i20 boyshave experienced
sexual abuséSocial Exclusion Unit, 2002)

A one in tenyoung women in custodseport that they have beepaid for sexPrison Reform
Trust, 2009).

A Relationship buildingBatchelor & Burman, 2004) has been identified as particularly
important for young women.

Young women under 18 years of agee nowaccommodatedn smaller units of 15 bedsThreeof
these units were visited during this study and the crdaiofall were very differentaswere the
resources they had available atite way that mental health care was orgsel.

In one unit, mental healtlservicesvere provided by @rison inrreac team and a dedicated
healthcare worker.This teandid not have a predominantly child and adolescent approach or
culture and it was easy, therefore, for adwltientated mentalhealth approaches to dominate.
For example, there was no clear policy drif@rwork focusedon emotional welbeing and
preventative work andimited understanding of the comprehensive CAMHS approach.

Healthcare stafin this unitdescribeda number of other challenge$he n-reach team felt that
health and health improvements were very musben as atddd-on(to containmentandcore
educational and offending behaviour work, rather than being an intrinsic pamfice provision.
Educational targetsvere prioritisedto such an extenthat health and sbstance misuse workers
could not access the young people they needed to see.

In another unit, lower level day to day support and pro social modelling was better developed
through the work of ifhouse YOT workers, but the unit had been without accespéaialist
mental health support for nearly two years.

In thethird unit, mental health services were provided by a localiBMHSn-reachteam basedn

a localYOl foryoung malesinder 18years old anda parttime workerhad been allocatetb the
unit. Ths CAMHS practitioner worked very closely wsttture are officers to supportrontline

staff and the staff appeared confideabout supporting the dayto-day emotional wetbeing of

the young women in theicharge. Officers had access to 24/7 cotistion and support from
mental health specialists in the event of crisasd work being carried out by other workers (such
as substance misuse teams and healthcare) was coordinated through weekly meetings.
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One patrticular problenmmeported bypractitioners was a lack ofiediumsecure psychiatribedsfor
young womerwith severelearningdisabilitiesasthe staff wasnot trainedto meetthese higher
level needs.

Remands and short sentences

Because of their mobility, the uncertainty about thingth of stay and the speed, on occasions,
of their passage in and out of thung peopl@ secure estateremands presented difficulties for
all workers.Very few teams mentioned any particular strategy for managing remaitt®ugh

one team diduseremand status and sentence length prioritise cases for assessment and
referral.

Up untilvery recently three quarters of undef8 year olds locked up on remand by magistrates
or district judgesvere either acquitted or given eammunitysentence(Prison Reform Trust,
200%D). Many of thesehad unidentified mental health needdn the past year, practitioners noted
a dip in remands.

Afew examplesverereported to this study of young people with suspected ADHD missing the
opportunity for fuller @asessment both at the preourt stage and in custodgue to lack of time.

ADHD assessments are typically very lengthy and require involvement in the assessment process
on the part of schools and families.

Access to medium secure units

We founda reluctance to diagnose young people under the age of 18 with a personality disorder.
This applied in particular tooyyng women but alsosome young men, who were displaying highly
unusual and seemingly disturbed behaviawer long periods of timeStdf and specialist mental
health staffon secure unitstruggledto manage thesgoung people unsupportedwWhen they

were assessefbr medium secure catghey were turned dowpeven after multiple requests for
re-assessmentEventuallyat the age of 18even though their behaviour had not changed over a
two year period, they would be deemed eligible for acceptance into medium secure units. This
pattern was described on more than one occasion and in different sites.

Young people placed in medium secuwmeits then had fewer opportunities for step down care,
due to a lack of low secure and PICU type units.

Age transitions

Young women and staff othe smallsecureunitsfor femalesin some instanceseported access to
high levels of muldisciplinary suppd. However, this changkedramaticallyat age 18when the
young women wergnoved intolargerunitsfor 80 young adult womerwith much fewersecure
care staff offering day to day supp@hdwhere they had to wait to access other specialist
supportservices.
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Officers on one wing for young adult womdascribed hownany of these younger women
struggkdto adapt to regimesind, commonly resorted to selfharm as theyWithdrew(Irom the
higher levels of supporin the small secure units.

Reaching out, reaching in www.centreformentalhealth.org.uk 65




Conclusion

The introduction of speific funding to support CAMH&lieach services igoung offenders
institutionshas resulted in notable improvemenits YOIs.We found evidence thagoung people
with evidentmental health difficultiesare identified assessed angsupportedmuch more quickly,
whetherdirectly within the secure setting or through liaison with multisciplinary community
basedservices.Workershave made sigficantand energetigrogress despite a lack ajuidance
on appropriate services and systems for children and young people.

However looking across the entire young peofiesecure estataye found that the additional
funding for YOIs had served to highligimd exacerbate existingequalities and inconsistemes in
provision We founda number of persistent challengés the achievementof mental health
teams andpractitioners includingcultural barriers to developingn integrated,Whole unit
approachln which themental health and emotional webleingof young people who offendand
who have well documented vulnerabilitiem)e prioritised andconsidered€verybody® businesQ

LG Aa AYLRNIOFYyG G2 NBO23yAasS OGKIFG adzllll2 NG Ay 3
problems is not just the respoitslity of specialist CAMHS3n many cases, the intervention that
makes a difference will come from another serviéar example, a child presenting with
behavioural problems may make better progress if his/her literacy problems are also addressed, in
whAi OK Ol a8 Iy AyLlzi A& NBIdzZANBR FTNRBRY SRdzOIl(A2Y
2F KAIAK ljdzr t AGe@ ASNIBAOSPE O65SLI NILYSYydG 27F [I St

We found evidence gbractices insecureregimesthat compromise rathethan support the
emotional wellbeing of young peopla custody a predominantly reactive approach to mental
health problemgather than an early intervention and proactive approach to supporting mental
healthand weltbeing;variations in commissioning expertise and interest throughbetentire
young peopl& secure estatandacross primary and secondasgre;fragmentation inthe
provision ofcomprehensiveCAMHS serviceproblems with access teufficiently intensive
supportservices at the point aesettlement;problems more genglly with continuity of carg

and underdeveloped work witparticulargroups of young people who offend.

Faced with these difficultie§AMHS teams and mental health workers in secure settings have had
to adopt creative solutions to meet the needsyaung people on their caseloadSome of these

solutions aredescribedn this report.

Detailedrecommendations arset out below for the further improvement of services and systems
to support the mental health and weltieing of children and young people secure settings
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This reportendson a note of cautionFunding to sustain these improvements in the mental
health care of young people in secure units is not currently guaranteed, and the progress
identified in this report could be reversed if sustability is not addressedFunds for the

provision of mental health services within the young pe@kecure estate needs to be made part

of PCT core budgets, to ensure continuing development and improvement of what remains a
vulnerable but essential sece.
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Recommendations

Research and international legislation shows that plaeidgerableyoung people who offend in
custodial units is théighest costleast effectivevay of reducing offending behaviour and should
only be used as a last resofResearch also highlights that gains in health and mental health while
in these settings are rarely sustained after releakee to poor transitional careCommissioners

need to invest in the full range of evidenbased community interventions that havedén showm

to be both more effective and most cesfficient in reducing reffending. Particular attention
should be given to improving access to proven effective family interventions for those with
emerging conduct and behavioural problems, who are nabsisk of poor outcomes.

ldentification of health needs

We know that children and young people in the youth justice system are, with homeless and
looked after children and young people, the most likely to have significant health needs and also
the leastlikely to access primary healthcafacdonald, 2006) Their period in custody offe
NHScommissioners a unique opportunity to target this high risk population for health promotion
interventions andengagewith a (literally) captive audience to build and sustain health gains
postrelease.

A comprehensive health checklist (including mental health and emotionabegly) should be
developed for use across all agencies and in all settings to help identify issues that young people
may be reluctant to sclose. This health checklist should be updated at each stage of the youth
justice system pathway and should include the Health Action Planning process for those with
learning disabilities.

A standardised health information summary tool (HIST), as curresdéigiat Hindley YOI, would
ensure vital health information is passed on through all points of transition and into the
community, post-release.

The following detailed recommendations arede to address the shortcomings in mental health
services, systems and provision identified in this study.

Inconsistency in provision

All commissioners in a region (both those with direct commissioning responsibility for secure
settings in their area ahthose who commonly commission services in these units) should jointly
develop a comprehensive governance framework and specialist CAMHS service covering all secure
settings within the region.

Local commissioners should conduct a thorough health and@héealth needs assessment of all
the vulnerable young people in secure settings as a starting point to inform service development.
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There is also benefit in commissioners working regionally to:

1 develop a formula for the equitable distribution of fundifay mental health service
provision in secure care settings

1 consider how a consistent service might be provided and funded through this formula
across the whole region. This could include the development of protocols governing the
provision of all componds of a regional specialist mental health service: prisereach
services, consultation for YOTs and other teams supporting vulnerable young people, court
report writing, the provision of very specialist interventions, training and support of
comprehensre CAMHSetc.

Regional virtuaspecialisttonsultativeteams should be developed to meet the needs of all young
people with complex behaviours and needs, including those in secure setlihgse teams

would bring together staff with a range of vespecialist skills, including forensic mental health
expertise, that are expensive to commission in single localities due to the very small numbers of
young people involved.

Forensic mental health skills and functions would form an important part of theSe3 A 2 y I £ (G S|
skils set and role but they would in addition address the broader, complex needs of young people
who are at high risk of poor outcomes (one of which may be offending).

These teams would have a specific brief to support those providing services for young people at
high risk of a range of interelated poor outcomes (young people in secure units, families of young
people in secure carégoked after children iocal authaity care, young substance misusers,

those atrisk of exclusion from school atidose identified through ati-social behaviour
processes).They would supervise and act ‘@sitreachconsultant$lo frontline primary and
secondary care staff and communitgded CAMHS workers, delivering services directly or jointly
to young people with the most complex needdeally these teams would need to have a solid

foot in custodial settings, in order to understand the culture and to ensure that dneyvell

placedto influence the regime, and outside of the settings so that they reropito date with
community developmentsanaNS | 6f S (2 (GKAYy ] 2dzihedeRifuali KS WAY
forensic mental health teams woulteedto retain close links and networkgth CAMHS in their
region as well as with YOT health practitioners.

Staff in these regional virtual teams would have the following skills and functions:

1 forensic mental health assessment and behaviour managersialts

1 knowledge of thecriminaljustice system andf the courtsetting; court report writing
skills

1 knowledgeof multi-systemictherapeutic skills and evidendssed parenting approaches
and links with community services

1 specialist substance misuse assessment, clinical management ahdiagnosis skills and
community links
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sex offender assessment and management skills

Multi-dimensional fostering treatmerfMDFT) and intensive fostering

PTSD assessment and clinical management

expertise in supporting those working with young people veigtily signs of personality

disorder

1 expertise in supporting colleagues working with anger management difficulties and sexual
abuse/trauma

1 evidencebased management of ADHD, speech, language and communication needs and

meeting the needs of young peopletiviearning disabilities.

=A =4 -4 A

A portfolio of outcome measurements is currently being piloted in community mental health
settings toevaluate effectiveness ahental healthinterventions A similar work programme is
needed to develop a standardised approdctoutcome measurement in secure settings.

Needs assessments

A standardised outcomes monitoring framework for mental health and-latig should be

developed to evaluate the impact of secure care on young people and to assess the effectiveness
of the sewices provided by mental health teams.

Needs assessment tools currently being used in secure units and in YOTs should be reviewed to
ensure that they are picking up all the needs of all vulnerable young people in order to inform
commissioning plans (sedso primary care and health promotion below).

A regularly updated summary of the evidence base on effective interventions with children and
young people with offending behaviour and mental health needs would help ensure greater
consistency of mental héth provision. This would include NICE guidance, evidepased

offending behaviour work, and promising practice with young offenders (and those at risk of
offending) with personality disorders and conduct problems, and those with mental health,
learningdisabilities and/or other complex needs such as substance misese@n the average

length of stay in secure settings, there is a particular need to identify effective-tdrant

interventions so young people can derive the most benefit from their fimsecure settingsThis
adzYYlFNE g2dzZ R AyOfdzZRS | RSOFAf SR dzZLJRIFGS 2F (K
(Youth Justice Board, 2006y YOT case workers and practitioners.

Primary care and health promotion

There is immense scoger PCT an@ K A f R NB ycOramisgidh&dtd tergetiyoung people in
secure care to addredle healthcare and health promotion need$this highrisk population.
Commissioners should consider how this opportunity for engagement can be used to improve
health, buil on health gains, and sustain these improvements {pekdase.
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Healthcare teams in custody settings and Y&hoaild be supported, as a matter of urgency, to
develop further specialist competencies and skills to address thedeelimented health needs of
young people in the youth justice system.

Health promotion and interventions to support health behaviour change should form a central
part of primary and secondary care services in secure care settfrgaary care provision within
secure settings shdd encompass:

1 routine screening for health and mental health issues

1 drug and alcohol screening and smoking relapse prevention work

1 sexual and reproductive health

1 oral and optical health

1 nutritional and lifestyle advice

1 immunisation checks and updates

1 health and mental health promotion and motivational interviewing approaches to support
health behaviour changeand to promote continuing contact with primary care services
on release

1 screening for early identification of mental health problems

1 referral tospecialists for followup

1 psychological therapieand basic counselling

1 community liaison to facilitate resettlement/continuity of support and care to build on

health gains

1 screening for learning disability, speech, language and communication regetiSDHD, in
liaison with education services and CAMH&e#ch

1 production of health action plans for young people with learning disabiliiggeparation
for release.

Health commissionershould audit child and adolescent mental health competencies and skills in
the primary healthcaravorkforce, including GPs, arikvelopa workforce strategyo enhance
expertise. Motivational interviewing techniquesyhichshow promising evidence effediveness

in promoting health behaviour changes in adolescegrisickson, Gerstle &

Feldstein, 2005; Brown et al, 2003jhouldbe includel in coretraining for all primary and

secondary healthcare staff.

Range of chronic health issues identified among a predominantly BME young
sample screened at Hackney YOT through the Teenage Health Demonstration
pilots.

The majority of young people in Hackney YOT were from BME populat&#sof3young peopla
contact with the YOWereidentified with chronichealth problemsncluding:
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Ezema

Asthma

Perthes disease

Epilepsy

Mental health issues

ADHD (Attention Deficit Hyperactivity Disorder)
Injury from Road Traffic Accident
Psoriasis

Kidney conditios

Eye condition

Enuresis

Sickle Cell Anaemia

= =4 4 4 4 -4 -5 -4 -5 43 -2 -9

(Bekaert, S2008

The GP Quality Outcome Framework (QOF) should be adapted for work with childresuaigd y

people in secure settingsChiswill require improvements in compatibility between custodial and
community health information technologyA case can be mader every custodial settingaving

its own GP practice so that practice based commissioning can be devetspedw happens

the communitywhere GB can commission specialist services for theacticeLJ2 LJdzf | G A 2 Y Q&
particular need¢Sainsbury Centr007) Additionally, GPs who work in secure settings should

have enhanced training in child and adolescent development and in the health needs of young
people in these settingsThey should also develop competencies in dealing with complex health

and menal health issues.

Workforce education and training

¢CKS / KAfRNBYyQa 22NJ] F2NOS 5S@St2LISyd / 2dzy OAf
of Skills and Knowledge for all staff working with children and young people (including volunteers).
Thesecompetencies should be part of the training for secure care staff in all settings and should
underpin interactions and work with young pele and their familiesThey should also provide a
benchmarkfor inspections otomprehensive CAMHS support in secsg#ings, together with the

Skills for Health competencies for Tier 3 CAMHS \&kHls for Health, 2007)

¢CKS I SFfGKASNI LYAARS aSt¥F FaasSaavySyda G222t 1Al
tool for non-clinical staff to support youngeoLJt S Qa S Y 2bairg2THis vias destgheld with

Ay Llzi FNRY | 6ARS NYXy3aS 2F 3ISyOASa yR 3I20SN
F LILINR F OKQ (2 &adzlJl2 NI Ay 3 Iisetdeyit27 hedfiieand wetieihgy & S O dzN.
entitlements for clildren and young people in secure settings, bringing together key national

policies, targets and standardBy reviewing services against these entitlements, staff can be

confident they are delivering comprehensive package of care to support hlealthand welt
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beingof young people in custodyThe toolkitis linked with avebsite’ and network. A further
publication on bereavement has also been produced.

All frontline workers in secure settings should have common training in child and adolescent
development, forensic mental health, the impact of trauma, neglect, mental health problems,
learning disability, speech, language and communication prob&rd$ealth inequalities, and the
effects of social deprivation on behaviour.

All frontline workes should also receive basic training in what approaches support young people

to achieve their potential and chang&here is a need to reviemecent changes made tbASP

training to assesthe impact of changes in secure units and also to standardisangaacross all

settings Regional specialist and CAMHSdach teamsi K 2 dzf R LINR @A R StraiginggI 2 A y 3
for all disciplines, as well as consultation, supervision and more informal training through day to

day advice in managing young people witmplex needs and behaviours.

Frontline staff should also receive regular supervision to enhance awareness andrsttiift
the culture (particularly in some larger units) towards a focus on promoting children and young
LJS 2 LJt Skeitg. 6 St f

Integrated and collaborative working
Each unit should develop a comprehensive CAMHS strategy outlining the contributions of all staff
to supporting and improving the mental health and wedling of children and young people.

There is still scope for greater intedgion between the various health disciplines in secure units.

CKSNBE YIe& 0S o0SYySTAG Ay ONBFOGAYy3 GANIdzZ f Ydz @
that can draw on the support of specialists for children with complex negétiese teams would

need to meet on a regular basis; ideally they would share office space (it is recognised that this
could be a challenge in some settings where office space is scditus)would enable frontline

workers to provide lower level support diower threshold interventions, promote emotional

well-being and mental health on the unit, track the case managemepbohg peoplawith

complex needs, and call on specialist assessment and advice speedily where necessary.

In larger units, these teanmuld include:

primary health workers

specialist mental health link workers

link substance misuse adviser

SEAL/PHSE teachers

secure care senior officers or wing representatives

= =4 4 4 A

2 http://www.ncb.org.uk/resources/free_resources/healthier_inside.aspx
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chaplaincy representative

health and fitness staff

family liaison workers

Connexios workers

family liaison leads

sentence planning lead

advocacy and voluntary sector workers.

= =4 4 4 A a8 -

¢KSaS adlFF ¢2dA R ff 0SS FftSNI (2 &2dz/3- LIS2 LK
social modelgCherry, 2005) They would support youngeople to access help while also

delivering low threshold interventions such as listeniognd supporting young people in distress

on their units, adapting their own approaches to the needs of young people with speech, language
and communication difficties, and helping young peoplied ways to manage problems of daily

life.

Primary mental health workersoulddeliver CBT interventions as partlofproving Access to
Psychological Therapies (IARIIQt work; substance misuse professionataildalso ke forward
work supporting mental health and emotional wbking as the lead professional, either jointly or
in consultation with specialist mental health workers.

The access and support teams would be supported by a specialist multidisciplinaryoregonrig
people with complex needs, whose role might be to:

1 chair the weekly intake and allocation meeting

provide supervision for the delivery of lower level interventions or behaviour plans

1 provide ongoing training and immediate consultation fimntline secure care stafb
support management of young people with complex needs and behaviours

1 work jointly with access and support teams, where this is required

work directly with the most complex cases and facilitate resettlement plans

1 work with all staffto pull together information and systematically plan the management of
young peoplewith the most problematic or worrying behaviour in the urilanning for
young people with more complex behaviours couldcberdinatedthrough a similar
mechanism to the Hindley weekly Safer Regimes meguiith links to staff from the
Access and Support team attending.

=

=

Depending on the size of the unit, these specialist multidisciplinary teams could include:

substance misuse specstlmanager and workers

forensic mental health assessment, court report and risk management teams
clinical psychologists

consultant psychiatrists

CAMHS3nanager and CAMHS tier 3 workers

= =4 4 A -
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healthcare manager

SENCO and education workers

LAC social worksr

YOTink workers

occupational therapists

speech and language therapists/advisors
drama therapists

safeguarding leads

secure care representatives.

=4 =4 4 4 A8 48 -5 -5 -2

The specialist workers in secure settings would ideally form part of broader regional specialist
provisionsuppoting all young people with complex needs and behaviours and providing
consultation to staff in secure settings, health and case workers in YOTSs, and staff in teams for
looked after children and in generic CAMH®ie broader regional network would also lute the
following link workers and functions:

multi-systemic therapy link workers

intensive fostering link workers

Think Family and Family Intervention Projects link workers
youth liaison and diversion teams

behaviour and education support teams

specialsts for young people with sexually harmful behaviours
early intervention in psychosis link workers.

= =4 4 4 A a8 -2

Prioritising safeguarding

Any comprehensive CAMHS in secure settings should place safeguarding at it3\Vfeae.

young people are deprived of thdiberty as a punishment, safeguarding in secure settings should
aim to:

1 use approaches that minimise distress and the potentially negative impact of custody on
OKAf RNByQa YSyidlf KSIHftGK FYR YFEAYA&AS lye

1 mitigate the impact of custody and particularly separation from families as far as possible
through promoting regular contact, helping to resolve tensions that might jeopardise
release plans

T LINRPY203GS @& 2 dzy-Beingdheldass ahd their Safedettiement back in the
community.

Units should adopt a proactive approach by creating an annual log of practices that have the
potential to compromise the welbeing of young people placed in these settinffiese may
relateto activity in and outsidesecue units (eg. last minute unsuitable accommodation on
release, inadequate interventions or care arrangements at the point of resettlement for those at
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risk of sexually harmful behaviours or with emerging personality disord&isse concerns could
then be referred either to the safeguarding board overseeing the unit or to the board with
NBaLR2yaAroAftAGe FT2N) aSNBAOSa Ay (KS @2dzy3 LISNE

L 2dzy3 LIS2L)X SQa @2A0Sa FyR 0OOSaa G2 aSNBAOSa
There is a need to review, in consultation with young pepgalerent arrangements for accessing
support for emotional welbeing in secursettings, taking into account the particular challenges
posed by loss of liberty, locked doors and institutional processes.

This review should ideally include the following issue

f OKFy3Ay3a GKS LI LISNI 6FaSR WFLWLX AOFGAZ2zYy &aead
emotional/mental health issues

1 the introduction of the SEAL programme as part of educational provision in secure settings

1 introducing modeldo improve access to servicessattings with restricted freedom of
movement(for example, adoptingn assertive outreach model}here is a particular need
to consider how young people can ask for help and raise concerns and how cocaerns
be identifiedmore effectively

1 clarifying who young people would most trust in terms of disclosing concerns

For those with diagnosed mental health difficulties there should be some investigation as to how
the recovery approach can be integrated into the youth justicd SNIA OS I yR GKS @2
secure estate.

The Social, Emotional Aspects of Learning programme (SEAL) could also be introduced into the
SRAzOF GA2Yy It LINRPGA&AAZ2Y GAGKAY GKS @&2dzy3 LIS2LI S
health and emotionalvell-being among young people and support resilience and readiness to

seek support.

There is also a need for mental health pration in secure settings to dgtigmatise mental health
difficulties so that young people feel able to seek help at an eaaltyest

Continuity of care, resettlement and sharing of information

Given what is known about the very high levels of complex needs among young people in secure
settings, young people who go into custody should be regarded as children in need and afforded
GKS alyYS LINA2NRGe 3IAPSYy (G2 OKAfRNBY Ay YSSR o6

Young people should be allocated a lead professjdiedbre entry into a secure settingvho

follows them through the entire procesd his throughcare and resettiement work needs to be
AAPSY (GKS KAIKSAG LINR 2 NRtocémmbdtybdas&INbrki Ky aSSy |
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their home areas, rather than this being seen as the responsibility of local YOTs on their own.
Where lack of arrangements jeopardise the wading of young people, these inciderghould be
reported to locakafeguarding boards.

Secure settings should keep a log of all instances where resettlement practices compromise the
safety of young peopleThese audits should be passed to the relevsafeguarding boards in the
@2dzy3 LISNE2YQa K2YS | NBlI @

Health action planning

Young people with learning disabilities should be assessed and supported back into the
community using Health Action Plannifi@epartment of Health, 2009d)Care pathways for

supporting children and young people with these needs should be developed as part of catchment
area mapping.

Intensive evidence based resettlement models for high risk groups

There is a need to provide highly vulnerable young people and those with reudtphplex needs
with more intensive support at the point of releasA.case could be made for investing in

evidence based parenting interveans, multisystemic approaches and intensive wraparound
support for children and young people with particular deethose with emerging behaviour
difficulties and ADHD (both of which are strongly associated with offending behaviour and
substance misuse in later life), those with emerging personality disorder (for whom there are few
appropriate community services)edendent drug/alcohol users, those with multiple needsl

those at risk of self harm.

Focused provision is also needed for children and young people in the youth justice system with
mild to moderate learning disabilities speech and communication imipaent. Theyappearto

have particularly poor access to much needed wraparound practical support on release back into
the community

CPA guidance

Further awarenessaisirg is needeaf the CPA approach and how it applies to young people in
the youth justce system.Guidance is needed on haw dovetail the CPA, youth justice and lead
professional systems.

Directory of local services

There is a need for comprehensive directories of all voluntary and statutory services that support
young people, buildingn the CAMHS mappind.his database (and at the very least CAMHS
mapping) should be made available to CAMH&ath teams.The database should include a

brief description of the service, type of support offered, contact details, eligibility and extlusio
criteria and referral processes.
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Education

Mental health teams both in custody and in the community need to be aware of importance of
ensuring young people are able toeagage in mainstream education following release: academic
failure is a major risfactor for poor mental health.

Information sharing
There is a need to investigate and review problems with information exchange and transfer across
the entire youth justice pathway and at all transition poiits/ (1 KS @2 dzy3 LIS2 L)X SQ4&

Youth justice diversion and liaison

Commissioners should consider the scope for developoigt of arrestcriminal justice liaison and
diversion teams in localities to suppdhte early identification and support of vulnerable young
people who offend.

Work with families
All children under the age of 12 going into custatipuld have access to evideroased family
interventions that start while they are in secure care and contifallewing release

Theformer Think Family approadepartment for Sabols, Children and Families, 206&puld
be adapted to meet the needs of young people in secure settings to support family contact,
cohesion and linkage with community suppottinks could usefully be made with family
intervention projectsand memorandaf understandingould bedeveloped to link up young
people and families before their release.

Consideration should be given to theasibility of using the muksystemic therapy programme as
a resettlement package for some young people with highly dempeeds.

Consideration should be given to piloting the US Family Integrated Transitions (FIT) model in the
UK.

Young people at risk of sexually harmful behaviours
Work with young people under the age of 18 sentenced for sexually harmful behaviouregqu
further development.

BME young people

Secure units should consult with BME young people, families, faith advisers and community
mental health development workers to develop effective, culturally appropriate and acceptable
support for young peoplérom BME communities in secure settings who have emotional well
being and mental health difficulties.

CAMHS imreach and primary mental health care teams should collect and analyse data on access
to mental health services in custody for young people flBIE communities.
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Pilot projects should be established to trial peer mentoring as an effective model for engaging with
@2dzy3d LIS2LIX S 6AGK YSyidalt KSIFf GK Tye3okRfdheAy GKS
voluntary sector should be enhanced in thes#tisags and at the point of release.

Secure units neetb review the extent to which their regimes promote recoydor young asylum
seekersrefugees and other young people whave experienced extreme traumalnits will need

to adopt flexible and culturally competent approaches to reflbet differentways in which

mental health is understood, perceived and managed within different cultures and ethnic groups.

Mental health needs of young women

Primary caread CAMHS iNB | OK G SFYa g2NJAy3 ALK &2dzy3 FS)
estate would benefit from access to an-tgpdate simmaryof effective mental health practice to
shapeprovision

DAGSY GKS NIy3asS I yR Omentalhelltdnd eénmotdrial polifedzy, 3 62 YSy
wraparound support at the point of release is important

Greater consideration should be given to the use of family interventions, both in custody and at
the point of release.

Young women in custody should be considerediarjty group for youth justice diversion and
liaison interventionsand for targeted mental health and offending behaviour support as an
alternative to custodial sentences.

Remands and short sentences

YOTs and point of arresiage/youth justice liaisorand diversion schemes should prioritise young
people on remand and those serving short sentences, and work with bail support workers,
solicitors and courts to develop holistic packages @ipsut and behaviour managemenCAMHS
in-reach teams should lis¢ proactively with the YOT health practitioner or wythuth justice

liaison and diversioschemes to ensure thahental healthissues are supported and followed up
for young people on remandrThis follow up is especially important where a longer term
assessment (such as a Conners assessment for ADHD (Conners et al, 1998)) is needed.

Access to medium secure units
A best practice guide and synthesis of current evidence is required to support the development of
work with young people with emerging persality disorders or extreme behavioural difficulties.

A strategy should also be developed to support the effective multidisciplinary management and

resettlement of those with conduct disorder ardnergingpersonality disorder, building on NICE
guidance ad considering its implications for services.

Reaching out, reaching in www.centreformentalhealth.org.uk 79




Age transitions

A current study and consultation with young people is being completed through Barrow Cadbury
funding and in partnership with Revolving Dopts investigate best practice models for

AdzLILR2 NI Ay 3 @2dzy3d LIS2LI SQa (NlintkeR @ dzg ga LB gL BQA
estate. The findings of this study should be monitored and followed up.

Difficulties relating to the transition gfoung women from small secure units larger units for
women requirefurther investigation.
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Appendix

Topic guide for CAMHS in-reach in the young peopleQ secure estate

Team composition
1 Number of WTESs in the team. Demographics?
1 Professionabackground/skill bases of workers (include training, whether CAMHS or
general MH background; previous work experience etc)
What geographical area does the unit cover?
Snapshot of where the populations come from, demographics (age and BME, female etc)
Formda for deciding staff ratio and any needs assessment completed.
How much time is devoted (in split sites) for younger age rarfgeding allocated to
younger age group and formula for allocating time.
1 Funding stream via specialist commissioning or othethmds? Find out more.
Sustainability of the funding?
1 How would they describe the function of each team member?
1 How would hey describe the role of CAMHS®reach in the unit?Whattier?

= =4 =4

Range of functions fulfilled and services offered
For example:
1 Assessment and screening (who does tinid how do referrals get to theireach team?)
Are they paperVerbal? Formal?

Liaison with the community services and support given to the PCT?

Map of services in custody and their role in relation to these (PMHC; Inpatient units; Day
Centres; Comprehensive CAMHS)

1 Procedure for managing self harm risks: e.g. self harm in the pestded: wha® the
procedure?

1 Where does screening activity take place?

1 IAPT?

1 Early Intervention into psychosis and depression?

1 Does local team come in to do abowerk?

1 PD work/DBT?

1 Sex offender work?

1 Self harm management, interventions and systems?
1 CBT or Brief Interventions

1 Counselling (sexual abuse counselling; bereavement counselling)
1 Link to psychological services.

1 DD work

1 Groupwork/one to one?

1 Family work

1

1
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1 Resettlement work?How is this done™Have they mapped services in their catchment
area? Do they attend post release meetings?

1 Do they use the CPA and if so in what circumstances?

1 Any links with RAP schemes? DIPs?

Integration

1 Formal links with other parties in the unit (see who they come up with and then prompt)

1 Systems for linkage (joint reference meetings; DAAT; reps at what meetings; joint work;
community and inside; linkage workers, safeguardeig)

1 Are there PMHTs itlhe unit? Integration with primary care mental health workers in
healthcare .Systems and exampled?escribe the differences between PC roles and inputs?

1 Tools used for assessment and systems for integration across the tiers

1 Links with learning disabgitassessment work: who does it and wheld®w does it
integrate with what they do?

1 Resources for autistic spectrum and screening for mental health issues among this group?

1 OT/Speech, communication and therapy work

1 Coexisting SM and MH

1 Information sharinghow does it work?Shared notesTomputerised notesDo they
have access to the EMIS system in custody?

1 Resettlement activity: how do they do this®. 117 meetings?

1 Transitional care offered?

1 Links with families?

1 Links with outside servicéparticularly YOT, Forensic services, Chil@rearvices,

parenting work, CAMHS, GPs)?

Specific populations

T

= =4 =4 4 A -

BME specific issues and wotRo they link with community development
workers/community agencies to understand the issues?

How do they deal witlthe specific health needs of remaritis

How do they deal with those with different lengths of sentence?

How do they ensure a fair deal for those who are far away from home?
How do they deal with female needs and what are these needs?

Do they monitor accessnd diagnosis patterns via ethnic tracking?

Faith groups and their support role for mental health?

Resettlement

1
T

How well does this work?
Enablers and barriers

Miscellaneous

l

Targets for tranter to outside healthcare units
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1 Biggest challenges/areas for désement

What has aided the work?

Developmental plans/ do they have a development plaNfio puts it together and how is
it decided?

In what ways do they link with commissioners?

Patient involvement/participation strategies

Outcomemonitoring systems and pient feedback/complaint systems

Targets?

Involvement in training for Secure Care officers and other comprehensive CAMHS staff
(including support and consultancy with healthcare and outside services)

Providing support to women

Providing support to BMizoung people.

Supervision (operational; clinical; do they provide it?)

Examples of what has gone well

Examples of cases which have gone well/caused them problems with mental health
difficulties (transfers/funding/diagnosis/gaps in provisjefc.)

Examples of community enablers and gaps

How could they see their work being improvetl?hat practice would they want to
develop?

= =
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Glossary

ADHD
AIM
ASSET
CAF
CAMHS
CBT
CHI
DCSF
DH

FIP

GP

LD
MAPPA

MDTFC
MST
PCT
NCG
NSPCC
PTSD
SCH
SDQ
SHA

Reaching out

Attention Deficit Hyperactivity Disorder
Assessment, Intervention, Moving pnogramme
A structured 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
Learning disability
Multi-AgencyPublic Protection Arrangements are set out in guidance issued by the
National Probation Service. The offenders subject to the arrangements fall into
three categories:
1 Registered sex offenders required to register with the police
1 Violent and sex offenders receiving a custbdientence of 12 months or
more, a Hospital or Guardianship Order, or subject to disqualification from
working with children
91 Others considered to pose'isk of serious harm to the pubf
A statutory duty is placed on agencies to cooperate with MAPPAs.
Multidimensional Treatment Foster Care
Multi-Systemic Therapy
Primary Care Trust
National Commissioning Group
National Society for the Prevention of Cruelty to Children
Posttraumatic Stress Disorder
Secure Clhdren@ Home
Strengths and Difficulties Questionnaire

Strategic Health Authority
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SLCN
STC
SQIFA
SIFA
YIP
YISP
YJB
YOI
YOT
YIS
YPSE

Reaching out, reaching in

Speech Language and Communication

Secure Training Centre

Screening Questionnaire Interview For Adolescents
Mental Health Screeninigterview forAdolescents
Youth Inclusion Programmes

Youth Inclusion and Support Panels

Youth Justice Board

Youth Offender Institution

Youth Offending Team

Youth Justice System

Young Peopl@ Secure Estate
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