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Preface

We are delighted to introduce to you the Needs Assessment for Child and Adolescent Mental Health Services (CAMHS) in Newcastle.  The document includes findings from in depth analysis of epidemiological information, service activity data and the views of children and young people who use the service, as well as the views of stakeholders.

The document is published by the Multi-Agency CAMHS Partnership as part of a Best Value/PBMA (Programme Budgeting Marginal Analysis) review of CAHMS.  It will be used to inform the development of the 2008 – 2011 Newcastle CAMHS Strategy.

We commend this report to you as a valuable source of information, but we are conscious there is still much to be done. The data will be reviewed on an annual basis but we particularly want to increase our emphasis on understanding how services improve health outcomes for children and young people.  We also want to establish explicit links to the Adult Mental Health Strategy to improve patients’ experience when they move from children’s to adult services. 

Our sincere thanks go to everyone who contributed to the review of local CAMHS in Newcastle.  Particular thanks go to the children and young people who took part in the PBMA process, our partners from across the health, local authority and voluntary and community sectors and to Valerie Corris (Health Profiling Manager) who produced this report.

Dr Danny Ruta



Aileen Fitzgerald

Director of Public Health

Head of Commissioning (Children & Families)

Newcastle upon Tyne


NHS North of Tyne
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INTRODUCTION AND BACKGROUND
This needs assessment is being undertaken to inform and support the commissioning and delivery of a comprehensive Child and Adolescent Mental Health service (CAMHS) for Newcastle.  It is part of a wider review of CAMHS which includes a Programme Budgeting and Marginal Analysis (PBMA) exercise being undertaken by the CAMHS Partnership.
The National Service Framework for Children and Young People
 states that Primary Care Trusts (PCTs) and Local Authorities need to ensure that both the commissioning and delivery of services are informed by a multi agency assessment of need that is updated on a regular basis.
Needs Assessment Process
There are three main approaches to needs assessment.

1. Epidemiological, which looks at the prevalence of various mental health disorders, current services and effectiveness.

2. Comparative, which compares good practice from the literature with local provision, as well as compares provision between different populations.

3. Corporate, which examines views from stakeholders in identifying areas of good practice, gaps in services, and need for improvements/changes.

Aims and Objectives of CAMHS Needs Assessment

This needs assessment estimates need primarily in relation to Tier 2 and Tier 3 CAMHS services.  It mainly uses the epidemiological approach with some aspects of the other two.  It aims to triangulate findings from analysis of epidemiological information, service activity data, with the views of service users and stakeholders.  A wide range of documents and data from partner agencies have been consulted for local information, in addition to the wider epidemiological literature.  The specific objectives are as follows:-

1. To provide locally adjusted epidemiological information on the prevalence of children’s mental health problems to reflect the diversity of the population;

2. To provide an assessment of the needs of particular groups of children and young people in the district who are vulnerable or at risk;

3. To conduct an analysis of current service utilisation and caseload analysis to identify unmet need/gaps in service provision;

4. To summarise the views of stakeholders including service users; and
5. To summarise the available evidence of the efficacy and effectiveness of interventions.  It is beyond the scope of this needs assessment to determine the extent to which the services being delivered are evidence based.
Tier 4 services are currently the subject of a regional review so needs in relation to these services will not be considered in this report.

Definition of CAMHS

The definition of CAMHS has not been uniform in the past.  It is now recognised that CAMHS should relate to any service provision whose aim is to meet the mental health and emotional wellbeing of children and young people.  This ranges from health promotion and primary prevention, specialist community-based services, through to very specialist care as outlined in the four tier strategic framework adopted in the Children’s NSF (box 1).

	Box 1:  The 4 Tier Strategic Framework for CAMHS

	Tier 1
	A primary level of care

	Tier 2
	A service provided by specialist individual professionals relating to workers in primary care

	Tier 3
	A specialised multi-disciplinary service for more severe, complex or persistent disorders

	Tier 4
	Essential tertiary level services such as day units, highly specialised out-patient teams and in-patient units

	Source:  Department of Health, National Service Framework for Children, Young People and Maternity Services. The Mental Health and Psychological Well-being of Children and Young People.


Tier 1 services are universal services, whose primary function is not mental health care, e.g. general practice or schools.  Tiers 2, 3 and 4 are specialist child and adolescent mental health services, as well as specialist social care, educational, voluntary and independent provision for children and young people with mental health problems.  For these services, the provision of mental health care to children and young people is their primary function.

Standard nine of the National Service Framework (NSF) for children states that “All children and young people, from birth to their eighteenth birthday, who have mental health problems and disorders have access to timely, integrated, high quality, multi-disciplinary mental health services to ensure effective assessment, treatment and support, for them and their families”.  With regards to Comprehensive CAMHS, the NSF for Children lists underpinning principles which revolve around:

· Accessible services;
· Effective multi-agency commissioning;
· A regularly updated multi-agency needs assessment to inform commissioning and delivery of services;
· Commissioning to ensure an adequate and skilled competent workforce.
National Priorities 

Policy Context:

· Together We Stand.  The commissioning role and management of child and adolescent mental health services (NHS Advisory Service 1995)

· Improvement, Expansion and Reform 2003-06, with the expectation that a comprehensive mental health services for children and young people would be available in all areas by December 2006 (DoH October 2002)

· Every Child Matters and ECM Change for Children (DfES 2004)

· National Service Framework for Children & Young People and Maternity Services (DH September 2004)

· Children’s Act 2004

· National Standards Local Action 2005/06 - 2007/08 (DH July 2004)

· NE Commissioning Unit for Mental Health & Learning Disabilities redesign of tier 4 and Eating Disorder services October 2007

National Targets:

1. Arrangements are in place to ensure that 24 hour cover is provided to meet children’s urgent care needs and a specialist mental health assessment is undertaken within 24 hours or during the next working day where indicated.

2. Services to address the specific needs of 16-18 year old young people are in place.

3. Close links between children and young people’s learning disabilities services and general CAMHS services are established.

4. Procedures are in place for the management and care of children and young people with complex and persistent mental health and behaviour problems.

Regional / Local Priorities 

1. Increase capability and capacity in universal (Tier 1) services for prevention and early intervention.
2. Increase capacity at Tiers 2 and 3 to build capacity for training and advising practitioners working in Tier 1.
3. Implement NICE recommendations for conduct disorders.
4. Implement a pathway for children with ADHD building on the achievements of the pilot project, working in partnership with parents.
5. Manage demand for high cost low volume services through implementation of a High Care Needs process for children and young people requiring CAMHS.
6. Ensure access for all, especially those who do not access current services.
Regional targets

1. Working in collaboration with PCO’s across the North East Strategic Health Authority (SHA), review Tier 4 provision to inform future commissioning intentions and implement the revised commissioning framework for tier 4 services.
2. Implement the revised pathway of care for children and young people with eating disorders across North of Tyne in line with NICE guidelines once the lifespan pathway is agreed.

Local joint commissioning objectives
1. CAMHS will become an integral part of the broader children’s services and the  children’s trust development agenda.
2. Increase capability and capacity in universal (Tier 1) services for prevention and early intervention.
3. Increase capacity at Tiers 2 and 3 to ensure that the workforce is of sufficient critical mass to have the capability to meet the range of defined needs safely, effectively and efficiently.
4. Ensure integrated front line service delivery across providers with particular reference to young people’s substance misuse services, EIP services and Youth Offending Team.
5. Establish a single point of entry to specialist services.
6. Manage demand at Tiers 2 to 4.  This requires agreement with provider trusts through the annual SLA process and the development of locality specific service specifications.
7. Explicit referral criteria and explicit pathways will be developed for each aspect of the service.
8. Care will be provided in a range of settings appropriate and acceptable to children and young people, their families and carers through a hub and spoke model.
9. Services will contribute to the achievement of positive outcomes for all children, as well as for particular groups such as Looked After Children and those who deliberately self harm.
10. Service providers will contribute to the achievement of the Annual Operating Plan and Public Sector Agreement (PSA) targets.

CAMHS NEEDS ASSESSMENT
In estimating need for CAMHS it is important to consider the risk factors associated with mental health disorders.  Research has shown that the prevalence rates of mental disorders are higher in children exposed to certain socio-demographic, socio-economic and social functioning risk factors.  

Risk Factors for Mental Health Disorders

A 2004 ONS survey on the mental health of children and young people in Great Britain
 identified the following risk factors as being associated with increased prevalence rates of mental disorders:-

· Lone parent families
· Reconstituted families

· Parent with no qualification

· Parents not working

· Low income

· Receipt of disability benefit

· Household reference person in routine occupational group

· Living in social or privately rented accommodation

· Living in ‘hard-pressed’ areas.

The increased prevalence rates of mental disorders amongst children living in these circumstances compared to those in more favourable circumstances are shown in Table 1 below.  For example, children in lone parent families were twice as likely (16%) to have a mental disorder than children living with both parents (8%).

	Table 1:  Association of socio-demographoc risk factors with prevalence rates of Mental Disorders among Children and Young People

	
	Prevalence rate – risk factor present
	Prevalence rate – comparator group

	Lone parent families compared with two parent families.
	16%
	8%

	Reconstituted families compared with families containing no stepchildren.
	14%
	9%

	Parent had no qualification compared with those who had a degree.
	17%
	4%

	Families with neither parent working compared to families with both working.
	20%
	8%

	Families with gross weekly income less than £100 compared with those with an income of £600 or more.
	16%
	5%

	Families which received disability benefit compared with those that did not receive disability benefit.
	24%
	8%

	Household reference person in routine occupational group compared with those with a reference person in the higher professional group. 
	15%
	4%

	Living in social or privately rented sector compared with those who owned accommodation.
	17%, 14%
	7%

	Living in ‘Hard pressed areas’ compared to living in areas classed as ‘wealthy achievers’ or ‘urban prosperity’. 
	15%
	6%, 7%

	Source:  Green, H et al.  Mental health of children and young people in Great Britain, 2004. National Statistics. © Crown copyright 2005 (www.statistics.gov.uk)


The NSF (Standard 1) places a responsibility of Primary Care Trusts and Local Authorities to ensure that local needs assessments assess the needs of children in special circumstances, including those in the following categories:-

· Looked after children
· Young offenders

· Those who are homeless

· Those who misuse substances

· Asylum seekers.

In addition to these groups, the needs of the following groups of children and young people are considered in this Needs Assessment:-

· Care Leavers

· Children and Adolescents subject of a child protection plan 

· Children and Adolescents from a BME background 
· Children and Adolescents with Learning Disabilities

· Teenage Parents
Local Background Information

Population Profile

The last official estimate of Newcastle’s child and adolescent population was produced for mid-2006 and shows that approximately 56,335 children and young people aged under 19 live in the city.  This represents 20.8% of the total population of 270,462.  A breakdown by age group is shown in Table 2.

	Table 2: Estimated child and adolescent population of Newcastle – mid 2006

	Age group
	Boys
	Girls
	Total

	0 – 4
	7,382
	6,797
	14,179

	5 – 9
	7,008
	6,720
	13,728

	10 – 14
	7,805
	7,100
	14,905

	15 – 16
	3,365
	3,027
	6,392

	17 – 18
	3,610
	3,521
	7,131

	Total
	29,170
	27,165
	56,335

	Source: Mid-year population estimates, 2006 -Office for National Statistics – Crown copyright


Population projections produced nationally suggest that this population will decline by about 7 – 8% over the next 10 years.  Local agencies, including the local authority are, however, of the opinion that the population is more likely to increase. 
Ethnicity

Population estimates by ethnic group are not routinely updated for the 0-18 age group.  However, estimates have recently been published, which relate to the 0-15 age group (Table 3).  In 2001 it was estimated that 49,300 children under 15 resided in the city, of which 5,300 (10.8%) were from Black and Minority Ethnic (BME) Groups.  By 2005, whilst the total 0-15 population had fallen to 46,400, the BME population had increased slightly and represented 12.1% of 0-15 year olds. 
	Table 3: Trends in the 0 – 15 population by ethnicity

	Year
	
	White
	Mixed
	Asian or Asian British
	Black or Black British
	Chinese or other ethnic Group
	TOTAL
	
	BME total

	2001
	Population
	44,000
	900
	3,600
	200
	600
	49,300
	
	5,300

	
	%
	89.2%
	1.8%
	7.3%
	0.4%
	1.2%
	100%
	
	10.8%

	
	
	
	
	
	
	
	
	
	

	2003
	Population
	42,200
	1,000
	3,500
	400
	700
	47,800
	
	5,600

	
	%
	88.3%
	2.1%
	7.3%
	0.8%
	1.5%
	100%
	
	11.7%

	
	
	
	
	
	
	
	
	
	

	2005
	Population
	40,700
	1,100
	3,300
	500
	700
	46,400
	
	5,600

	
	%
	87.7%
	2.4%
	7.1%
	1.1%
	1.5%
	100%
	
	12.1%

	
	
	
	
	
	
	
	
	
	

	Source:  Experimental Population Estimates by Ethnic Group, Office for National Statistics, Crown Copyright 2007


School Census data (see Appendix A) for January 2007 show that 13.2% of Newcastle children in maintained schools in Newcastle are from BME groups. 

So it would appear that while the city’s child and adolescent population is declining overall, an increasing proportion of this age group are from BME groups.

Deprivation

Newcastle is an area with significant socio-economic deprivation, with high rates of teenage pregnancy, single parenthood, and children living in poverty.  

· It is the 37th most deprived local authority of the 354 in England,
 with 40% of its Super Output Areas experiencing deprivation levels which place them amongst the 20% most deprived in the country.  A quarter are amongst the 10% most deprived.  As the map below indicates, most of Walker and Elswick, and large parts of Byker, Benwell and Scotswood feature amongst the 5% most deprived areas in England.  

· Across the city the proportion of the population reliant on means-tested benefits ranges from 1% in the least deprived area to 67% in the most deprived.  
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· In terms of childhood poverty the disparity is even greater.  The following map shows the proportion of children aged 0-15 years living in families that are income deprived.   This ranges from 1% in West Gosforth to 96% in parts of Kenton. 
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· Newcastle has a much higher proportion of dependent children living in lone parent families compared to the national average - 28.9% compared to the England figure of 22.8% (2001 Census), and the council has high numbers of looked after children.  
· All of these factors point to high risks for mental health problems in children and adolescents.

Estimated Prevalence of Mental Health problems

Infants and young children aged 0 – 4 Years

There are few readily available data on prevalence rates of mental health problems in infants, but it has been estimated
 that as many as one in ten children aged two to five years may experience these problems.  This prevalence rate of 10% is used to derive a local estimate for Newcastle children under 5 years, which gives a figure of 1,420.
 

Children and adolescents aged 5 to 16 Years

Prevalence estimates for various disorders in this age group have been calculated using national data from the ONS report2 'The mental health of children and young people in Great Britain, 2004’.
  These national data have been applied to the population of Newcastle to produce the estimates below.  
	Table 4:  Estimated prevalence of mental disorder by age group and gender

	Age group
	Boys
	Girls
	All children

	
	Prevalence rate (%)
	No.
	Prevalence rate (%)
	No.
	Prevalence rate (%)
	No.

	5 – 10
	10.2%
	864
	5.1%
	415
	7.7
	1,279

	11 – 16
	12.6%
	1,223
	10.3%
	897
	11.5
	2,120

	Total (5 – 16)
	11.4%
	2,087
	7.8%
	1,312
	9.6%
	3,399


The number of Newcastle children aged 5 – 16 ‘with some type of mental disorder’ is estimated at 3,400, i.e. 9.6% of 5 – 16 year olds (Table 4).   

Prevalence varies by gender and age.  Boys are more likely to have a mental disorder than girls.  Among 5-10 year olds, 10.2% of boys and 5.1% of girls are predicted to have a mental disorder.  In the older age group (11-16 year olds), the proportions are 12.6% for boys and 10.3% for girls. 

 Table 5 shows the estimates of numbers of 5 – 16 years olds that may be expected to have specific mental health disorders in Newcastle.

	Table 5:  Estimated prevalence by type of disorder

	Type of disorder
	5 - 10 year olds
	11 to 16 year olds
	5 to 16 year olds

	
	Boys
	Girls
	All
	Boys
	Girls
	All
	Boys
	Girls
	All

	
	
	
	
	
	
	
	
	
	

	Conduct disorders
	584
	228
	812
	786
	444
	1,230
	1,371
	672
	2,043

	Emotional Disorders
	186
	204
	390
	388
	531
	919
	575
	735
	1,310

	Hyperkinetic disorder
	229
	33
	261
	233
	35
	268
	462
	67
	529

	
	
	
	
	
	
	
	
	
	

	Less common disorders
	186
	33
	219
	155
	96
	251
	342
	128
	470

	
	Autistic Spectrum Disorder
	
	
	
	
	
	
	
	
	315

	
	Eating disorders
	
	
	
	
	
	
	
	
	132

	
	Mutism
	
	
	
	
	
	
	
	
	53

	
	Tic disorders
	
	
	
	
	
	
	
	
	8

	
	
	
	
	
	
	
	
	
	

	The numbers in this Table do not sum to those in Table 4 since some children and young people will have more than one disorder.


The most common conditions are conduct and emotional disorders.  Conduct disorders are more common in boys than girls whereas emotional disorders are more likely to occur in girls.
The estimated number of cases of Autistic spectrum Disorder is 315 in Table 5.  A study in South East London,
 estimated the prevalence of childhood autism at 38.9 per 10,000 and that of other ASDs at 77.2 per 10,000, making the total prevalence of all ASDs 116.1 per 10,000.
  If the prevalence rate reported in this study were applied to the child (5-16) population of Newcastle this would equate to 407 cases.  It would not be unreasonable to assume that the true figure lies somewhere between 315 and 407 cases. 
Self Harm
In the ONS study referred to above young people aged 11-16 were asked whether they had ever tried to hurt, harm or kill themselves.  Among those who had a conduct disorder, 21% reported that they had. The percentage among those with a hyperkinetic disorder was 18% and in those with an emotional disorder 28%.

A quarter (25%) of parents of autistic children reported that their child had tried to harm or kill themselves.

Applying these percentages to the numbers of 11 – 16 year olds estimated to have emotional, conduct or hyperkinetic disorders or autism suggests that the following numbers of Newcastle young people have tried to self-harm:-
Conduct disorders 

=   
258     (i.e. 21% of 1,230) 
Emotional disorders 
= 
257
(i.e. 28% of 919)
Hyperkinetic disorders 
=
48
(i.e. 18% of 268)
Autism 


=   
79 
(i.e. 25% of 315)
Young people aged 17and 18 years 
A study carried out by National Statistics in 2000
 on the prevalence of psychiatric morbidity in adults living in private households is used to provide rates of psychiatric morbidity in young people aged 17 to 18 years.  Applying these national data to the population of Newcastle aged 17 and 18 produces the estimates in Table 6 below. 
The number of Newcastle young people aged 17 and 18 with a neurotic disorder is estimated to be around 990, while those with a personality disorder is estimated at about 250.  There are no data available of the rate of “probable psychotic disorder” in males, but the application of national rates to the female population of Newcastle suggests that just under 20 may be suffering from this disorder.  

	Table 6: Estimated prevalence of mental disorder by type of disorder and gender (17 & 18 year olds)

	Type of disorder
	Males
	Females
	All

	
	Prevalence rate per 1000 population
	Estimated prevalence
	Prevalence rate per 1000 population
	Estimated prevalence
	Prevalence rate per 1000 population
	Estimated prevalence

	Any neurotic disorder (16 - 19 years)  **
	86
	310
	192
	676
	138
	986

	
	Mixed anxiety and depressive disorder
	51
	184
	124
	437
	87
	621

	
	Generalised anxiety disorder
	16
	58
	11
	39
	14
	96

	
	Depressive episode
	9
	32
	27
	95
	18
	128

	
	All phobias
	6
	22
	21
	74
	13
	96

	
	Obsessive compulsive disorder
	9
	32
	9
	32
	9
	64

	
	Panic disorder
	5
	18
	6
	21
	5
	39

	
	
	
	
	
	
	
	

	Any personality disorder (16 – 34 years)
	52
	188
	17
	60
	35
	248

	
	
	
	
	
	
	
	

	Probable psychotic disorder (16 - 19 years)
	No estimate available
	-
	5
	18
	-
	-

	
	
	 
	
	 
	
	
	

	**
	People may have more than one type of disorder
	 
	 
	 
	 


Summary for 0 – 18 age group

	Table 7:  Estimated numbers of Children and Young People aged 0 – 18 years with mental health disorders in Newcastle

	Gender
	Age group
	Estimated No. with mental health disorders

	Males
	0 – 4 years
	740

	
	5 – 10 years
	864

	
	11 – 16 years
	1,223

	
	17 – 18 years
	498

	Females
	0 – 4 years
	680

	
	5 – 10 years
	415

	
	11 – 16 years
	897

	
	17 – 18 years
	753

	Persons
	All ages
	6,070


Taken together the estimates for the various age groups suggest that over 6000 children and adolescents in Newcastle may have a mental health disorder.  The NSF estimates that, in addition to the 10% of children and young people that have a diagnosable mental health disorder, similar numbers with less serious mental health problems will need some help, probably from primary care, social care, education and the voluntary sector.

Limitations of the data

The estimates above need to be considered with a lot of caution:

· Many of the risk factors considered above for mental health problems are more prevalent within areas of high socio-economic deprivation.  Given the high levels of deprivation within Newcastle, the figures may therefore under-estimate the true prevalence of mental health problems;
· The estimates for children aged less than five years are based on the assumption that the rates of mental disorder are the same regardless of gender;
·  The estimates produced from the adult psychiatric morbidity survey assume that the prevalence of neurotic disorders and probable psychotic disorders in the 17-18 age group are the same as for the entire 16-19 age group in that survey; 
· The estimates assume that the prevalence of any personality disorder in the 17-18 age group is the same as for the entire 16-34 age group.
Children and Adolescents who are vulnerable or at-risk

Young Offenders

Young people who offend are much more likely to have mental health problems.  There are a number of studies which provide insight to the mental health of young people who have had contact with the criminal justice system.   A review of the literature commissioned by the Mental Health Foundation
 concluded that a conservative estimate would indicate that rates of mental health problems are at least three times as high for those within the criminal justice system as within the general population.  These problems are likely to be similar to those of the general adolescent population but more severe (conduct disorder, emotional disturbance, hyperactivity and attentional problems). Substance misuse is a particular problem.

Vermeiren et al (2000)
 provide prevalence rates for the population aged 12 to 17 for specific disorders.   When applied to the Newcastle YOT caseload in 2006/7 (approximately 800 young people
) this provides the estimates in Table 8. 

	Table 8:  Estimated prevalence of Mental Health Disorders among Youth Offenders

	
	Estimated prevalence of a mental disorder amongst Youth Offenders 1
	Estimated Number with mental disorder in Newcastle

	Conduct Disorders
	53%
	424

	ADHD
	19%
	152

	Substance Abuse
	24%
	192

	Depression
	14%
	112

	Psychotic Symptoms 
	4%
	32

	1. Data source for estimated prevalences: Vermeiren R, De Clippele A and Deboutte D (2000).  A descriptive survey of Flemish delinquent adolescents.  Journal of Adolescence, 23, 277-285 cited in  The Mental Health Foundation (2002) The Mental Health of Young Offenders. Bright Futures: Working with Vulnerable young People.


Carswell and Davenport (2000)
 provide an alternative estimate.  Using data on young offenders and clients referred to pupil referral units, they provide prevalence rates for the population aged 12 to 18 for specific disorders.   Applying their prevalence estimates to the Newcastle YOT caseload in 2006/7 provides the estimates in Table 9. 
	Table 9:  Estimated prevalence of Mental Health Disorders among Youth Offenders in Newcastle

	
	Estimated prevalence of a mental disorder amongst Youth Offenders 1
	Estimated Number with mental disorder in Newcastle

	Oppositional disorders
	53%
	424

	Anxiety & worry
	14%
	112

	Attentional problems
	14%
	112

	Problematic substance misuse
	32%
	256

	Depression
	7%
	56

	1. Data source for estimated prevalences:  Carswell K and Davenport F (2000). The psychosocial problems of young offenders and young people at risk of offending, London: Lambeth, Southwark and Lewisham Health Commission, cited in The Mental Health Foundation (2002) The Mental Health of Young Offenders. Bright Futures: Working with Vulnerable young People.


Young people known to the Youth Offending Team and referred for a CAMHS assessment numbered 28 (1 acute, 27 non-acute) in 2005/06 and 39 (all non-acute) in 2006/7.  It should be noted that these figures should not be considered as being  representative of mental health need in this group as some may already be know to CAMHS, or do not wish to engage (whereby other workers are offered consultation and advice so the young person can receive appropriate support).
Looked After Children

Looked after children (LAC) are five times more likely than their peers to have a mental health disorder.  A survey, published by the Office for National Statistics in 2003
   which focused on the mental health of young people looked after by local authorities in England, found that 45% had a mental health disorder, 37% had clinically significant conduct disorders, 12% had emotional disorders - anxiety and depression – and 7% were hyperactive.

The distribution of mental health problems varied by placement type.  About two-thirds of children living in residential care (68%) were assessed as having a mental disorder and about four in ten of those placed with foster carers (39%) or with their birth parents (42%).

In Newcastle there were 475 looked after children as of the 31st March 2007.  Of these, there were 45 children and young people in residential care, 360 with foster carers and 25 placed with their parents.  There were 40 adopted children in Newcastle, and 5 'other' looked after children.

To estimate the prevalence of mental health problems in the Newcastle LAC population, we have used the prevalence estimates from the ONS study above.  For those placed in residential care, foster care or with their birth parents, this would equate to approximately 181 children who may experience some type of mental disorder (Table 10).  There are no prevalence rates for the five 'other' looked after children.  

	Table 10:  Looked After Children (as at 31st March 2007)

	
	Total No. of children 1
	Estimated prevalence of a mental disorder 2
	Estimated Number with mental disorder in Newcastle

	Residential care
	45
	68%
	31

	Foster care
	360
	39%
	140

	Birth Parents
	25
	42%
	10

	Adopted
	40
	No data available
	-

	Other
	5
	No data available
	-

	Total
	475
	
	181

	1. Data source for Looked After Children: Local authority LAC figures, DfES12
2. Data source for estimated prevalences: Office for National Statistics, 20039



Although there are no prevalence rates available in relation to the mental health of children who have been adopted this group may be identified as having a higher level of need than children who have not been looked after or adopted.  In 2005 a comparative study of behaviour problems in adopted and non-adopted children in India found a higher incidence of behaviour problems in adopted children.
  The study also concluded that the consequences of adoption in India are not significantly different from those in other countries.  

With regard to the type of disorders experienced by LAC, the ONS survey found that:-  

· Children living with their natural parents or in residential care were about twice as likely as those in foster care to have emotional disorders (20% and 18% compared with 9%);  
· Children in residential care were far more likely than those in foster care or living with their natural parents to have conduct disorders (56% compared with 33% and 28%);  
· The prevalence of hyperkinetic disorders hardly varied by type of placement – between seven and eight per cent.

Extrapolating these prevalences to the LAC population of Newcastle produces the figures in Table 11.

	Table 11:  Estimated Number of Looked After Children in Newcastle with mental disorder by type of disorder

	Placement type
	No. of Looked After Children
	Estimated Number with

	
	
	Emotional disorders
	Conduct disorders
	Hyperkinetic disorders

	Residential care
	45
	8
	25
	4

	Foster care
	360
	31
	118
	27

	Birth parents
	25
	5
	7
	2

	Total
	425
	44
	150
	33

	Data source for estimated prevalences:  Office for National Statistics, 2003  

Data source for Looked After Children: Local authority LAC figures, DfES12
The numbers in this table do not match those in Table 10 since some children have more than one disorder.



Care Leavers

Care Leavers are another at risk group for mental health problems, some of which will be linked to homelessness (reports suggest that up to one fifth of care leavers experience some kind of homelessness within two years of leaving care).
  There were 150 Newcastle children who ceased to be looked after by the Local Authority in the year ending 31st March 2007.

Children Subject to a Child Protection Plan 

At 31st March 2007, there were 350 children on the Child Protection register in Newcastle, a rate of 67 per 10,000 children aged under 18 years, and one of the highest rates in the country.  (Table 12)

Prevalence rates of mental disorder in this group are difficult to estimate due to the diverse nature of the difficulties these children face.  Children who have suffered physical or sexual abuse have twice the expected rate of mental health disorder, while those who have suffered neglect have three times the rate.
  No published rates could be found for the expected prevalence of mental health disorders in those subjected to emotional abuse or to “other” or multiple forms of abuse.  In the absence of such rates, the estimated rates for the overall population aged 5-16 have been used (i.e. 9.6%) in calculating expected numbers with a mental health disorder in Newcastle.
Applying the rates from the literature suggests that approximately 55 children on the Child Protection Register could be expected to have a mental health disorder.
	Table 12:  Expected prevalence of mental disorders in children on the Newcastle Child Protection Register

	Category of abuse
	No. of children on Child Protection Register (31/3/07)
	Estimated Numbers with mental disorder

	Neglect
	83 (24%)
	24

	Physical abuse
	35 (10%)
	7

	Sexual abuse
	8 (2%)
	2

	Emotional abuse
	101 (29%)
	10 (assumes 9.6%)

	Multiple/Other
	123 (35%)
	12 (assumes 9.6%)

	Total
	350 (100%)
	55

	Data source for estimated prevalences:  Young Minds (2005) Child and Adolescent Mental Health:  Its Importance and How to Commission a Comprehensive Service: guidance for Primary Care Trusts.
Data source for Children on the Child Protection Register: Local authority CPR figures, DfES



From 1 April 2008, Newcastle Childrens Services will no longer keep a ‘Child protection register’.  If a case conference decides a child is, is likely to be at risk of sufferring serious harm, they will be the ‘subject of a Child Protection Plan’.  This change is in line with national guidance.
Black and Minority Ethnic Population

Prevalence estimates for various disorders by ethnicity have been calculated using national data from the ONS report 'The mental health of children and young people in Great Britain, 2004’.2  It should be noted that there were a small number of minority ethnic children in the survey on which the report is based, and therefore the estimates should be treated with some caution.  Table 13 shows the percentage of children estimated to have each disorder by ethnicity in Great Britain.  It would appear that minority ethnic children from Asian backgrounds, particularly Indian, have a lower rate of mental disorder compared to other groups.  
	Table 13: Prevalence of Mental Disorders in Children and Young People (5-16 years) in Great Britain, by Ethnicity

	
	Emotional disorders
	Conduct disorders
	Hyperkinetic disorders
	Less common disorders
	Any disorder

	White
	3.8
	6.1
	1.7
	1.4
	10.1

	Black
	3.3
	5.9
	0.6
	0.6
	9.2

	Indian
	1.4
	0.6
	-
	0.5
	2.6

	Pakistani & Bangladeshi
	4.3
	4.0
	-
	0.6
	7.8

	Other
	2.8
	2.9
	1.4
	1.8
	6.9

	All
	3.7
	5.8
	1.5
	1.3
	9.6

	Source:  National Statistics: Mental health of children and young people in Great Britain, 2004.


Applying these prevalence estimates in Table 13 to the Newcastle population of 5 – 16 year olds attending maintained schools in Newcastle in January 2007 (Appendix A) provides some indication of the expected numbers of local children and young people from minority ethnic groups that might suffer from mental health disorders.  These numbers are presented in Table 14. 
	Table 14: Estimated numbers of Children and Young People (5-16 years) in Newcastle with mental health disorders by ethnicity.

	
	Emotional disorders
	Conduct disorders
	Hyperkinetic disorders
	Less common disorders
	Any disorder

	White
	1,025
	1,646
	459
	378
	2,725 (89.8%)

	Black
	18
	32
	3
	3
	50        (1.6%)

	Indian
	4
	2
	-
	2
	8         (0.3%)

	Pakistani & Bangladeshi
	90
	83
	-
	12
	162     (5.3%)

	Other
	36
	37
	18
	23
	88      (2.9%)

	All
	1,173
	1,800
	480
	418
	3,034 (100%)

	Source for estimated prevalences:  National Statistics: Mental health of children and young people in Great Britain, 2004.
Source for school population aged 5 – 16:  School Census, Jan 2007, supplied by city Council


Refugees and Asylum Seekers / Unaccompanied Minors

The Asylum Seekers Health Team collects data on asylum seekers arriving in Newcastle each year and Table 15 presents this information in relation to children and adolescents, for 2001 to 2007.  There are no data available on the numbers who leave the area and hence the asylum seeker/ refugee population resident in Newcastle at any point in time is unknown.  Also the Asylum Seekers Health Team may not be aware of all asylum seekers arriving in the city, so these figures may be an underestimate.
One group of refuges/asylum seekers that the Asylum Seekers Health Team may not necessarily be aware of are unaccompanied minors.  The population of unaccompanied minors resident in Newcastle at any one time varies slightly, but numbers approximately 105 (some, but not all of these will be included in the asylum seeker figures in Table 15).  All over 16 year old unaccompanied minors are allocated to a specialist team in the Leaving Care service.  The team have a CAMHS nurse co-located with them who makes an initial assessment of each young person when they present for asylum and refers on if and when she feels it is appropriate.

Research shows that the prevalence of mental health disorders is high among refugees, asylum seekers and unaccompanied minors.  For example, the prevalence of post traumatic stress disorder in refugee children has been estimated at 11%.
  This percentage has been applied to the number of children and adolescents arriving as asylum seekers in Newcastle to give an estimated number that might be expected to develop this disorder, which over the past seven years has ranged from 19 to 48 per annum (also Table 15).

	Table 15:  Trends in the number of child and adolescent asylum seekers arriving in Newcastle 2001 - 2007 and estimated number with post traumatic stress disorder

	Age group
	2001
	2002
	2003
	2004
	2005
	2006
	2007

	0 – 4
	163
	79
	123
	75
	97
	86
	99

	5 – 16
	230
	130
	151
	74
	119
	65
	92

	17 – 18
	43
	53
	26
	23
	37
	44
	34

	Total
	436
	262
	300
	172
	253
	195
	225

	Estimated No. with post traumatic stress disorder
	48
	29
	33
	19
	28
	21
	25

	Source for numbers of asylum seekers arriving in Newcastle: Asylum Seekers Health Team.
Source for estimated No. with disorder: Fazel M, Wheeler J, Danesh J. (2005) Prevalence of serious mental disorder in 7000 refugees resettled in western countries: a systematic review. Lancet.;365(9467):1309-14


Children with Learning Disabilities

Children and young people with significant learning disabilities are three to four times more likely to have a mental disorder.

Estimation of the population prevalence of learning disability is problematic and should be treated with caution. One study
 calculated age-related prevalence as shown in Table 16.  These age-specific rates reflect the increasing identification of children with mild learning disabilities with age.  
	Table 16: Estimated prevalence of Learning Disability In Newcastle

	Age Band
	Population
	Estimated 

Prevalence

	5 to19 (2%)
	50,250
	1,035

	    5 to 9 (0.96%)
	14,240
	137

	    10 to 14 (2.26%)
	15,470
	350

	    15 to 19 (2.67%)
	20,540
	548

	Source of prevalence estimate: Emerson & Hatton (2004)16



The Foundation for People with Learning Disabilities publication 'Count Us In', estimated the prevalence of mental health problems associated with learning disability at 40%, and the rate is even higher in those with severe learning disabilities.

On the basis of a 40% rate, the prevalence of mental health problems in Newcastle children and young people with Learning Disabilities might be expected to be as shown in Table 17.
	Table 17: Estimated prevalence of Learning Disability with Mental Health problems in Newcastle

	Age band
	Estimated prevalence

	5 – 19
	414

	    5 - 9 
	55

	    10 -14 
	140

	    15 -19 
	219

	Source of prevalence estimate: 'Count Us In', Foundation for People with Learning Disabilities


Homeless

It is generally accepted that the homeless population have relatively poor mental health.  Research suggests that, for many, the problems exist prior to the experience of homelessness and are rooted in earlier adversity. The experience of homelessness can then exacerbate the situation.

A number of studies in the UK have examined the prevalence of mental health disorders amongst homeless young people.  In a recent London study amongst 16-25 year olds,
  67% reported problems with their mental health.  An earlier study in 1993/94 of homeless people in London aged 16 to 21 years, found that almost two-thirds (62%) had suffered in the recent past from psychiatric disorders.  Over a third (37%) also reported at least one attempted suicide at some point.  Only one fifth, however, had been in contact with psychiatric services in the previous year.
  These studies are consistent with other research and point to a significant burden of mental ill health among this small group of young people.

Regarding Newcastle, data provided by the local authority
  indicate that in 2007 there were 38 under 19s who were homeless in Newcastle.  However, this figure is likely to significantly underestimate true prevalence since not all young people who experience homelessness come to the attention of the local authority.  Of the 38, eight (21%) had an identified mental health problem.  This number would appear to underestimate the burden of mental ill health amongst Newcastle’s young homeless population, and may reflect a level of unmet need.  However, it may be the case that some of those with mental health problems are categorised in the statistics as having substance misuse problems.  

However, it is worth noting that the 21% identified as having mental health problems closely matches the Craig et al study19 for the proportion of young people in that study who were in contact with mental health services (one-fifth). 

Teenage Parents

Research shows that there are links between mental health problems and teenage pregnancy.  Results from the 1970 British Cohort Study
 point to high rates of psychiatric morbidity among pregnant teenagers, particularly amongst those planning a termination.
   Teenage mothers are known to have significantly poorer mental health during the three years after the birth than older mothers or teenage non-mothers.
  . This may in turn have significant effects on the health of their children.  Assessment of the mental health needs of teenage fathers requires further exploration.
Teenage pregnancy rates in Newcastle are above the national average (Chart 1).  
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	Table 18:  Trends in Teenage conceptions and abortion rates, Newcastle, 1998 to 2006

	Year
	No. of < 18 conceptions
	No. (%) leading to abortion

	1998
	258
	95  (36.8%)

	1999
	287
	101  (35.2%)

	2000
	268
	106  (39.6%)

	2001
	267
	117  (43.8%)

	2002
	283
	104  (36.7%)

	2003
	268
	112  (41.8%)

	2004
	283
	105  (37.2%)

	2005
	257
	102  (39.8%)

	2006
	242
	103 (42.6%)

	Source: National Statistics


The numbers of Newcastle teenagers becoming pregnant fluctuates from year to year, varying between 242 and 287 over the past nine years, with between 35% and 44% of conceptions leading to abortion (Table 18).  While teenage conception rates remain comparatively high overall, the overall number of conceptions to women under the age of 18 declined to 242 in 2006 from 257 in 2005, a decrease of 6% and a fall of 15% since 2004.
Current CAMHS Services in Newcastle – An overview

Current service provision is described below along the four-tier strategic framework.  It should be noted that children will not necessarily move up or down the tiers, and may require services from a number of tiers at any one time.

The current framework for service provision has emerged over a number of years.  It is broad and complex, and boundaries are often blurred.  There is a diverse range of providers working in a dynamic and inter-related environment,
 all of whom aim to address aspects of the health, social and educational needs of children and young people in a given population or client group.

	TABLE 19: Newcastle CAMHS Services by Tier

	In-patient services / Young Peoples Unit / Fleming Nuffield Unit  / Forensic Inpatients & Outpatients
	Tier 4

	Self-Harm Team / Drug & Alcohol Service / CAMHS Learning Disabilities / Early Intervention in Psychoses Team / CAMHS Youth Offending Team
	Tier 3

	Looked After Children Team / ADHD Team / Refugee and Asylum Seekers (unaccompanied minors) Team /
	Tier 2 / 3

	Community Teams / Primary Mental Healthcare Team / Prevention Team / School Health / 
	Tier 2

	General Practitioners / School Health Advisors / Health Visitors / Social Workers / Teachers / Educational Psychologists
	Tier 1


Tier 1:  These services are universally available to the local population.  They provide support for the promotion of emotional and mental health wellbeing as one component of their overall service e.g. school health advisors, GP’s, health visitors, school nurses, teachers, social workers, youth justice workers and voluntary agencies.
Tier 2:   This provision tends to be CAMHS specialists working in community and primary care settings in a uni-disciplinary way.  Referral into a tier 2 service can be made via tier 1 professionals.  Referrals should be accompanied by a Common Assessment Framework (CAF).

Tier 3:  Referrals to tier 3 can be made by any professional working at tier 2.  It is expected that a CAF has been completed and there has been some intervention undertaken already.  Referrals are filtered by Primary care CAMHS workers to ensure they are appropriate and to advise on alternative tier 2 intervention and collaboration as required.  It is anticipated that direct referral to Tier 3 will diminish over time.

Tier 4: Referrals for this service are mainly for in-patient and specialist day services. 
Referrals to tier 4 are made by CAMHS practitioners working at tier 3.

Children tend to move between tiers as their needs change, although many children use services from more than one tier concurrently.

Tier 4 services are currently under review across the North East region and Cumbria.  Proposals for service development include an increase in the number of beds for children and young people over the age of 12 years to provide local access to emergency and intensive care facilities.  Bed numbers for children under 12 will reduce to two with the change in focus of delivering care within community settings.  Close collaboration with local CAMHS partnerships will be required as part of the refocused model of care.
Staffing

The staffing levels in Tiers 2 and 3 are shown in Table 20 below.  All staff numbers are Whole Time Equivalents (WTEs).  As at November 2007, there were 42.61 WTE clinical staff working at these Tiers in Newcastle.

	Table 20:  CAMHS staffing Levels – Tiers 2 & 3  (November 2007)

	Tier
	Service
	Role
	WTE1

	
	
	
	

	2
	East Community Team 
	Consultant Psychiatrist
	1.25

	
	
	Consultant Clinical Psychologist
	0.50

	
	
	Clinical Psychologist
	0.50

	
	
	Community Nurse
	1.00

	
	
	Psychotherapist
	0.40

	
	
	SHO
	1.00

	
	
	Social Worker
	0.80

	
	
	Occupational Therapist
	1.00

	
	
	Subtotal
	6.45

	
	
	
	

	2
	West Community Team
	Consultant Psychiatrist
	1.25

	
	
	Consultant Clinical Psychologist
	1.00

	
	
	Consultant Psychologist
	0.90

	
	
	Clinical Psychologist
	1.00

	
	
	Community Nurse
	0.80

	
	
	Community Nurse (1-year post)
	1.00

	
	
	Consultant Psychotherapist
	0.40

	
	
	Community Doctor
	0.50

	
	
	SHO
	1.00

	
	
	Social Worker
	1.00

	
	
	Subtotal
	8.85

	
	
	
	

	2
	North Community Team
	Consultant Psychiatrist
	1.25

	
	
	Consultant Clinical Psychologist
	0.20

	
	
	Psychotherapist
	0.50

	
	
	Clinical Psychologist
	1.00

	
	
	Community Nurse
	1.00

	
	
	CAMHS Worker
	1.00

	
	
	SHO
	1.00

	
	
	Social Worker
	0.60

	
	
	Subtotal
	6.55

	
	
	
	

	2
	Primary Mental Healthcare Team
	Primary Mental Healthcare Workers
	4.00

	
	
	Subtotal
	4.00

	
	
	
	

	2
	Prevention Team
	Primary Mental Healthcare Worker
	0.80

	
	
	
	

	2
	School Health
	School Nurse
	1.00 

	
	
	
	

	3
	Looked After Children 
	Consultant Psychiatrist
	1.00

	
	
	Psychotherapist
	0.40

	
	
	Consultant Clinical Psychologist
	0.90

	
	
	Community Nurse
	1.00

	
	
	Occupational Therapist
	1.00

	
	
	Subtotal
	4.30

	
	
	
	

	3
	CAMHS Youth Offending 
	Clinical Psychologist
	1.00

	
	
	
	

	3
	ADHD
	Doctor
	0.50

	
	
	Social Worker
	1.00

	
	
	ADHD Nurse
	0.50

	
	
	Subtotal
	2.00

	
	
	
	

	3
	Self-Harm 
	Community Nurse
	2.00 


	
	
	
	

	3
	Refugee and Asylum Seekers (Unaccompanied Minors) 
	Lead Nurse
	1.00

	
	
	
	

	3
	Early Intervention in Psychoses 
	Consultant Psychiatrist
	0.18



	
	
	
	

	3
	Drug and Alcohol Service 
	Consultant Psychiatrist
	0.13

	
	
	Lead Nurse
	0.66

	
	
	Community Nurse
	0.66

	
	
	Staff Grade (vacancy)
	0.26

	
	
	Psychologist (vacancy)
	0.07

	
	
	Subtotal
	1.78

	
	
	
	

	3
	CAMHS / Learning Disabilities
	Consultant Psychiatrist
	1.00 

	
	
	
	

	
	TOTAL
	
	40.91

	1 – Calculated based on the proportion of the caseload associated with Newcastle service users.


The Royal College of Psychiatrists suggests that a Tier 2/3 specialist CAMHS service providing evidence-based interventions up to the 16th birthday would need a clinical workforce of 20 whole time equivalents (WTEs) per 100,000 total population, of whom 5 WTEs should be primary mental health workers.
   There is currently insufficient evidence to determine figures for a service that extends to the 18th birthday, but the Royal College indicates that significant extra resources are needed to extend services to include this age group.
Applying the recommended staffing levels to Newcastle translates into 13.5 WTE primary mental health workers and 40.6 WTE other staff.  The actual number of primary mental health workers employed is 5.8 WTEs (43% of the recommended staffing level).  In relation to other clinical staff, the actual number of WTEs is 36.8 (91% of the recommended staffing level).  However, the shortfall is greater than the comparison of actual and recommended staffing levels suggest since the recommendations relate to a service for up to 16 year olds, whereas the actual workforce covers a population up to 18 years old.   In addition, sensible interpretation of the recommendations is needed to take account of local factors such as deprivation indices, the size of the refugee / migrant population, and the numbers of Looked After Children.  Also, the NSF indicates that care should be taken to ensure that the number of new cases and overall caseload of each professional is compatible with the complexity of care provided.

Utilisation of Newcastle CAMHS services
Very limited service utilisation data in relation to specialist CAMHS services could be provided for this Needs Assessment.  Consequently it has not been possible to compare referral rates or caseloads with estimated prevalences, which is essential for 
estimating levels of unmet need.  The annual national CAMHS mapping exercise,
 commissioned by the Department of Health and run by the University of Durham has, however, provided some useful data.  Unfortunately, the data collected as part of this mapping exercise relates to a one-month sample period only (i.e. 1st – 30th November).   Nevertheless, it enables benchmarking to be undertaken and the 2006/07 data (2007/08 data not yet available) has been used here to compare caseloads for the Newcastle population with the England average.  It is also used to compare the uptake of CAMHS services by different ethnic groups with the estimated level of need among those groups and to compare waiting times across the different CAMHS Teams in Newcastle.  
Caseload:  Newcastle compared to England

Table 21 below shows the percentage breakdown of primary presenting disorders to CAMHS (Tiers 2 and 3) from the 2006/07 CAMHS mapping exercise.  
	Table  21: Presenting problems to CAMHS :  Newcastle compared to England  (during sample period only) 2006/07

	Primary presentation
	England
	Newcastle

	
	 
	Caseload
	%

	Emotional Disorders
	33%
	141
	27%

	Conduct Disorders
	13%
	83
	16%

	Top of Form

Hyperkinetic DisordersBottom of Form
	13%
	68
	13%

	Eating Disorders
	3%
	18
	3%

	Psychotic Disorders
	1%
	2
	0.4%

	Deliberate Self Harm
	5%
	22
	4%

	Substance Abuse
	1%
	12
	2%

	Habit Disorders
	2%
	10
	2%

	Autistic Spectrum Disorders
	7%
	16
	3%

	Developmental Disorders
	4%
	7
	1%

	Not Possible to Define
	3%
	33
	6%

	Other Disorders
	6%
	8
	2%

	More than one Disorder
	10%
	99
	19%

	TOTAL Bottom of Form
	100%
	519
	100%

	Source: CAMHS Mapping 2006/07
	 
	 


For many disorders the proportion for Newcastle residents are similar to those for England, the most common problem being emotional disorders followed by conduct disorders.  However, twice the proportion of Newcastle residents present with more than one disorder compared to the England average (19% versus 10%).  On the other hand, developmental disorders are less likely to present in Newcastle (1% versus 4%), the same being true for Autistic Spectrum Disorders (3% versus 7%).  Consideration should be given as to whether this represents some level of unmet need.
Uptake of CAMHS services by BME communities
Children and families from all ethnic backgrounds should be able to access CAMHS which are culturally sensitive.  Data from the 2006/07 CAMHS mapping shows that utilisation by the BME population is relatively low, particularly among Asian and British Asian children and young people.  In Table 14 it was estimated that approximately 5.6% (Indian = 0.3% + Pakistani/Bangladeshi = 5.3%) of the child and adolescent population of Newcastle with mental health problems would come from an Asian background.  The data in Table 22 indicates that the percentage of the CAMHS caseload accounted for by this ethnic group is only 2.6%.
However, it should be remembered that the data presented in Table 22 relates to a one-month period covered by the CAMHS mapping exercise, during which time the number of BME young people in CAMHS Tier 2 and 3 services was only 35.  
	Table 22: Ethnicity of CAMHS (Tiers 2 and 3) caseload associated with Newcastle PCT (during sample period) 2006/07

	
	White
	Black
	Asian / Asian British
	Mixed / Chinese/ Other
	TOTAL
	Not stated

	Community Teams
	299
	4
	7
	11
	321
	10

	Newcastle Primary Mental Health Worker Team
	50
	0
	0
	2
	52
	2

	Drug and Alcohol Team/ Deliberate Self-harm Team / LAC Team / Learning Disabilities Team
	107
	1
	6
	4
	118
	2

	TOTAL
	456


	5


	13

	17

	491


	14

	%
	(92.9%)
	(1%)
	(2.6%)
	(3.5%)
	(100%)
	


Early Intervention in Psychosis
The number of referrals to the Early Intervention in Psychosis (EIP) Team for Newcastle patients aged under 19 years totaled 14 in 2005/06 and 18 in 2006/07.  Given that in Table 6 it was estimated that the number of young people with “probable psychotic disorder” in the Newcastle population is 18, there would appear to be a good alignment between need and utilisation of services.   However, the data on the prevalence of “probable psychotic disorder” related to females only. 
	Table 23: Referrals to the Early Intervention in Psychosis Team (Newcastle residents)

	Year
	No. of referrals
	 

	
	Under 19 years
	19 and above
	% under 19 years

	2005/06
	14
	54
	25.9%

	2006/07
	18
	36
	50.0%


Self Harm and Suicide

The numbers of young people seen in CAMHS services for self harming behaviour has not been provided for this Needs Assessment.  Data on A&E attendances are, however, available.  

In 2005/6 and 2006/7 A&E attendances related to self-harm in the Newcastle population aged 18 years and under were as follows:

2005/06 
23 males and 61 females 

2006/07
19 males and 43 females 

There is a very marked relationship to gender with rates amongst females being much higher than amongst males (Table 24). There are also marked differences by age, with 17-18 year olds having higher rates than 11-16 year olds. 
	Table 24: A & E attendances related to self harm in the Newcastle population aged 11-18 years – 2005/6 & 2006/07

	 
	11 - 16
	17 - 18

	 
	Male
	Female
	Male
	Female

	No. of A&E attendances
	12
	63
	29
	40

	% of population
	0.1%
	0.7%
	0.8%
	1.1%


Comparing these numbers to the estimated numbers of children and young people with various disorders who self harm would suggests that the numbers presenting at A&E are the tip of the iceberg.  
Between 2002 and 2006, the number of actual suicides in the under 18 Newcastle population was two.

Waiting Times

The 2006/07 CAMHS mapping exercise showed variation in waiting times between teams, which possibly raises issues around equity of access and resourcing across CAMHS teams.  For example, all new patients seen during the sample period, by the North Community Team waited no more than 13 weeks and the vast majority were seen within four weeks.  Contrast this with the new referrals to the East and West Locality teams where only a third of new cases were seen within four weeks and a small percentage waited over 13 weeks.  None of the six new cases seen by the Learning Disabilities Team had their first appointment with 4 weeks.
	Table 25: New cases seen by length of Wait

	 
	Total No. of new cases seen
	Length of Wait from referral to first date seen

	Service
	
	 <=4 weeks
	>4 but <=13 weeks
	>13 but <=26 weeks

	Drug and Alcohol Service
	2
	100.0%
	-
	-

	Community Psychology Team for Learning Disabilities
	6
	-
	100.0%
	-

	Deliberate Self Harm Team
	10
	90.0%
	10.0%
	-

	Looked After Children Team
	7
	85.7%
	14.3%
	-

	Unaccompanied Minors Team
	5
	20.0%
	80.0%
	-

	
	
	
	
	

	Primary Mental Health Worker Team
	17
	47.1%
	41.2%
	11.8%

	
	
	
	
	

	East Community Team
	25
	32.0%
	52.0%
	16.0%

	West Community Team
	24
	33.3%
	58.3%
	8.3%

	North Community Team
	14
	78.6%
	21.4%
	-
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Stakeholder Views

National Consultations

National consultations have found that children and young people and their carers want to be able to access services easily, and to have a choice in where they receive services.  The location should be easy to get to and be well-publicised.

Research by the Mental Health Foundation
  shows that young people and parents sometimes find CAMHS inaccessible and often find a lack of understanding of their problems in more generic services.

Some of the reasons that children, young people and their families do not take up services are: a lack of trust in statutory services; a wish to solve problems themselves; a lack of recognition and agreement that a problem exists; a fear of being teased and stigmatised; a fear of confidentiality being broken and a belief that nothing can be done.

According to the NSF, there is strong evidence that poor attendance rates in CAMHS are closely associated with longer waiting lists and with whether parents understand and agree with referral.

Local consultations
Some local consultation has taken place with users, carers and professionals over the past 18 months, including the following:

Young People and Mental Health Group (VOLSAG), BME and Young People’s Mental Health: A Review of Young People’s Views, Attitudes and Understanding of Mental Health Issues and the Barriers to accessing services in Newcastle and North Tyneside, 2007.

In 2006/7 this research was undertaken to examine the reasons for a relatively low uptake of Mental Health Services by young people, particularly those from a BME background.  Young people, teachers, parents, and young people who had previously used metal health services were consulted via focus groups, workshops and questionnaires. 

A summary of the key recommendations which emerged is as follows:-
Services / service development

· Services should be close to home, discrete and have a young people friendly atmosphere.  Young people dislike mental health buildings, preferring to be seen in generic health settings or young people’s projects. 
· The BME young people consulted gave no indication that they wanted a specific BME service, all preferring to access generic mainstream services that are culturally aware.  A choice of practitioner, in relation to gender, was felt by BME young people to be more important than the cultural background of the practitioner. 

· Service provision should be via both ‘personable’ building-based provision and ‘anonymous’ internet-based provision.

· There should be closer links between health and education services with a Health link worker identified for each school.  Very few young people indicated that they would seek help with emotional problems within the school.  However, a large number of the young people consulted felt that services should be provided that links in with the schools and is accessible. 
· Peer support initiatives should be developed.

· More training should be provided for staff on cultural issues and working with young people, so as to ensure that they have an understanding of young people’s mental health issues.  
Raising awareness
· Deliver awareness raising sessions to young people in school and community based settings that focus on the risk factors that can affect mental health.  There is currently a lack of awareness of the relevance of mental health to young people with very few young people regarding mental health problems as something that affects them.

· Mental health professionals should speak to young people in schools about the services that are available, how to access them and how they can help.  There is currently a lack of awareness of mental health services and how they can help young people which impacts on the likelihood of young people accessing them.  

· There should be advertising that reduces misconceptions about mental ill health.  Stigma is a significant barrier to accessing help.

· Promote the role of community and voluntary sector organisations in offering help to BME young people through ‘neighbourhood’ based and school-based ‘information days’ for parents and young people.

How Young People view Professionals

· Provide opportunities for young people to meet GPs so that they better understand the role of GPs in relation to mental health.   The vast majority of young people would currently seek help, if needed, from family and friends, with a lower number contacting a GP.  

· Improve the perceptions which young people have of professionals involved with mental health services.  Some of the young people consulted expressed a fear that if they asked for help they may end up being taken into care.  There was a distrust of teachers and GPs regarding confidentiality.

Parents and Carers
· There is a need to raise awareness amongst parents on the role of mental health services in supporting families and young people.  There is a lack of understanding among parents, particularly in BME communities, as to what constitutes mental health problems, how mental health problems can be resolved and a reluctance to seek help from outside agencies.  Particularly within the BME community, there is a belief that for a young person to be diagnosed with a serious mental illness would jeopardise their life prospects with regard to employment, marriage and their position within the community.
Information / Resources
· Information for young people should be accessible and available in a variety of locations and mediums.

· An NHS accredited website and messaging service providing information for young people about mental health issues should be developed, or existing services expanded to deal with mental health issues.
· There is a clear need for more awareness in schools, access to resources and support for teachers.

· More information should be provided for parents.  Within the BME community, parents felt that they need more information in their own language, about mental health issues, and how and where to access services.

“Our Stories” - A Parents Viewpoint on ADHD. (September 2006)  Newcastle City Council. 
  
This consultation event was undertaken with parents, and with representatives from a number of sectors including health, education, social services, youth offending, housing, the fire brigade and the voluntary sector.  The aims were to:

· give parents of children with ADHD an opportunity to identify issues relating to health, education, social services and youth/criminal justice; 

· raise awareness among professionals; and 

· work together to identify possible solutions. 
The main themes which emerged were as follows:

The need for early diagnosis, intervention, regular review; Specific barriers identified included: 

· professionals not believing that ADHD exists;

· a lengthy wait to gain access to an education psychologist; 

· high Health Visitor caseload; and 

· difficulties in accessing the Fleming Nuffield Unit: 

The need for improved family support;

· More preventative services needed with a feeling expressed that services only act when families reach crisis point;

· Increased support for families/carers, including parents’ groups, and drop-in services; 

· Improved support, advice and up-to-date information available following diagnosis;

· Education/training for parents regarding ADHD and how to manage their child’s condition;

· Options and information to be more explicit for parents/carers;

The need for increased awareness of ADHD across agencies, professionals and the public; 

· Increased awareness amongst various agencies, health and education professionals, including primary care (e.g. GPs, health visitors) of ADHD and of the issues involved for both the children and their families/carers;

Improved training required for workers across all agencies;

· Training in CAMHS for professionals working with children and young people;
· Better informed Key workers; 

Better information sharing across agencies required;

· Lead professional to co-ordinate and review services; 
· Clear pathways for professionals to follow;

The need for improved partnership working between parents and professionals with professionals more willing to listen to parents and acknowledge the role and expertise of parents;

Effectiveness of CAMHS 

In general, evidence of effectiveness and in particular cost-effectiveness around child and adolescent mental health interventions is patchy. 
Prevention / early intervention 
The NHS Centre for Reviews and Dissemination has reviewed the evidence for the effectiveness of interventions aimed at people who are likely to be at higher risk of developing mental health problems, and embraces elements both of health promotion and prevention models.
 
In relation to children the following groups are identified as being at high risk:-
Children who are

· Living in poverty 

· Exhibiting behavioural difficulties 

· Experiencing parental separation and divorce 

· Within families experiencing bereavement

Children living in poverty

A number of interventions have been shown to be effective in disadvantaged communities:

a) High quality pre-school and nursery education projects have produced improvements in self esteem, motivation, social behaviour, and other educational and social outcomes. 

b) Social support visits to provide new parents with child-rearing skills have been shown to be effective.  Parent training is less likely to be adequate when parental skills deficits are accompanied by a combination of health and socio-economic problems. A trial of support by mature ‘lay’ mothers showed improvements in maternal mental health and child care.

Behavioural Difficulties

Children exhibiting behavioural problems in school or at home may benefit from a range of interventions including school based social skill training, and programmes for their parents in parenting skills.

Parental separation or bereavement
A variety of cognitive behavioural and socially based interventions can be used effectively with children who suffer adverse life events such as parental separation, divorce and bereavement.

More detailed information on the evidence-base is provided in a 2001 Department of Health Publication Making it Happen: A guide to delivering mental health promotion.

· Day care for pre-school children improves behavioural development, school achievement and mother/child relationship. Long term follow up demonstrates increased employment, lower teenage pregnancy, higher socio-economic status and decreased criminal behaviour.  Most of the day care trials in the literature combined day care with parent training or support.
· A health promoting schools approach including the following features is likely to be most effective: combining changes to the school culture, staff morale and environment, family/community involvement, peer education, problem solving and social skills rather than topic based approaches.
   Anti-bullying schemes which involve the whole school, parents and the community e.g. The Campaign Against Bully-Victim Problems are effective and have significant long term impacts on criminal behaviour, alcohol abuse, depression and suicidal behaviour.
 
· The Everybody’s Different Program in Australia which focused on improving self esteem was effective in reducing body dissatisfaction in young people and altering weight control behaviour in girls.
  

· Suicide prevention programmes in schools are not proven to be effective and there is some evidence that they may increase risk for vulnerable young people, particularly boys.30
Treatment 
A booklet that provides a précis of the research base, and which summarises the strength of the research findings about different forms of intervention, and highlights the many gaps that remain has been published by the CAMHS Evidence-Based Practice Unit.
  As this already provides a summary of the evidence of effectiveness and cost effectiveness of child and adolescent mental health interventions, it will not be reproduced here, but can be accessed at the following link.
http://www.library.nhs.uk/mentalhealth/ViewResource.aspx?resID=213020
It is beyond the scope of this needs assessment to determine the extent to which the services being delivered in Newcastle are evidence based.  
CONCLUSIONS 
Prevalence of mental health disorders

1. Bearing in mind the various limitations with the data, an estimated 6,070 children and young people in Newcastle aged 0 – 18 years are expected to have mental health disorders.  Given the high prevalence of risk factors for mental ill health in Newcastle, this figure may be an under-estimate of true needs.
Caseload complexity

2. Data from the CAMHS mapping exercise in 2006/07 suggests that a higher proportion of Newcastle children present to CAMHS services with more than one disorder compared to the national average (19% versus 10%).  
Unmet needs

3. In the main, it has not been possible, due to limitations with data, to compare estimated need with actual service utilisation, in order to identify areas of unmet need.  However, some data highlight potential unmet needs amongst children with ASD, developmental disorders and among the BME community and the homeless.  
a. Analysis of CAMHS mapping data for a one-month period only, indicated that developmental disorders and Autistic Spectrum Disorders are less likely to present in Newcastle than in the country as a whole, which may indicate problems with access and hence unmet needs.
b. The data also suggest that children from BME backgrounds are under-represented amongst CAMHS users.  Concepts of mental illness and the understanding of the origins of children’s emotional and behavioural difficulties vary across cultures.  Local qualitative research would appear to suggest that there is a lack of understanding among parents, particularly in BME communities, of how mental health problems can be resolved and a reluctance to seek help from outside agencies. 
c. One fifth (21%) of homeless young people in Newcastle have an identified mental health problem.  This proportion would appear to underestimate the burden of mental ill health amongst the young homeless population, and may reflect a level of unmet need.  
Local consultation

4. Local consultation has found that young people want services to be provided in generic health settings or young people’s projects that are close to home, and have a young people friendly atmosphere.  BME young people prefer to access generic mainstream services that are culturally aware, rather than a specific BME service.
5. Young people and their parents/carers want information to be more accessible and available in a variety of locations and mediums. A need was identified for more awareness in schools and access to resources and support for teachers.
6. Local consultation also highlighted the need to raise awareness amongst both young people and parents on the role of mental health services.
7. Some of the reasons that children, young people and their families do not take up CAMHS services are: a lack of awareness about the services that are available and how to access them; a lack of trust in statutory services; a wish to solve problems themselves; a lack of recognition and agreement that a problem exists; a fear of being stigmatised; a fear of confidentiality being broken and a belief that nothing can be done.
8. A consultation with parents of children with ADHD and representatives from a number of sectors including health, education, social services and criminal justice highlighted a number of issues included the need for: early diagnosis, intervention and regular review; improved family support; increased awareness of ADHD and better information sharing across agencies, professionals and the public; improved training for professionals working with young people; and improved partnership working between parents and professionals.
Workforce / Resourcing 

9. There is some shortfall in the clinical workforce especially of primary mental health workers, although determining the numbers of staff required to deliver an evidence- based CAMHS service is not straightforward.  Sensible interpretation of the recommendations is needed to take account of local factors such as deprivation indices, the size of the refugee / migrant population, and the numbers of Looked After Children.  
10. There may be issues around equity of access and resourcing across CAMHS teams, as indicated by variation in waiting times to be seen for a first appointment following referral.  For example, during the sample period covered by the CAMHS mapping exercise, all new patients seen by the North Community Team waited no more than 13 weeks and the vast majority were seen within four weeks.  In contrast, only a third of new cases seen by the East and West Locality teams were seen within four weeks and a small percentage waited over 13 weeks.
APPENDIX A
	Population of Newcastle children and young people at maintained schools in Newcastle by age group and ethnicity (January 2007)

	
	
	
	
	
	
	
	
	
	
	

	
	Ethnic Group
	
	

	
	White
	Black
	Indian
	Pakistani and Bangladeshi
	Mixed
	Other
	Not Disclosed
	TOTAL
	No. BME
	% BME

	Boys
	
	
	
	
	
	
	
	
	
	

	4 year olds
	639
	23
	15
	80
	15
	26
	15
	835
	159
	19.4%

	5 - 10 year olds
	6,592
	158
	90
	602
	155
	252
	43
	8,061
	1,257
	15.7%

	11-16 year olds
	7,412
	120
	64
	488
	91
	165
	26
	8,492
	928
	11.0%

	17-18 year olds
	1,219
	22
	21
	67
	10
	16
	10
	1,390
	136
	9.9%

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Girls
	
	
	
	
	
	
	
	
	
	

	4 year olds
	599
	25
	4
	54
	19
	26
	17
	764
	128
	17.1%

	5 - 10 year olds
	6,173
	168
	101
	546
	144
	195
	33
	7,513
	1,154
	15.4%

	11-16 year olds
	6,803
	98
	56
	447
	106
	170
	17
	7,803
	877
	11.3%

	17-18 year olds
	1,296
	17
	17
	81
	11
	29
	21
	1,510
	155
	10.4%

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Total
	
	
	
	
	
	
	
	
	
	

	4 year olds
	1,238
	48
	19
	134
	34
	52
	32
	1,599
	287
	18.3%

	5 - 10 year olds
	12,765
	326
	191
	1,148
	299
	447
	76
	15,574
	2,411
	15.6%

	11-16 year olds
	14,215
	218
	120
	935
	197
	335
	43
	16,295
	1,805
	11.1%

	17-18 year olds
	2,515
	39
	38
	148
	21
	45
	31
	2,900
	291
	10.1%

	4 - 18 year olds
	30,733
	631
	368
	2,365
	551
	879
	182
	36,368
	4,794
	13.2%

	
	
	
	
	
	
	
	
	
	
	

	Source:  School Census (18 January 2007), supplied by Newcastle City Council
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