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EXECUTIVE SUMMARY

In the autumn of 2000, the Scottish Executive commissioned a needs assessment of
the mental health of Scotland’s children and young people. The resulting Scottish
Needs Assessment Programme (SNAP) Report on Child and Adolescent Mental
Health' was published in 2003.

Since publication of the SNAP report, the Scottish Executive has worked in
conjunction with its expert advisory Child Health Support Group and with
HeadsUpScotland® to promote and support implementation of its 10
recommendations. This resulted in the development of Children and Young People’s
Mental Health: A Framework for Promotion, Prevention and Care, which is intended
to assist local health, education and social services in planning and delivering
integrated approaches to children and young people's mental health and wellbeing.
The Framework describes service elements and activities that should be in place
across a range of settings, together with the expected outcomes and the key partners
who need to be involved. A draft of the Framework was published for a three month
consultation in December 2004. Responses were accepted until 15th April 2005.

This report presents an analysis of responses from individuals and organisations that
responded to the consultation document.

The consultation was structured around nine questions requiring people to comment
on issues regarding how helpful the document was, its format, the timescales required
to implement the proposals, and the possible barriers to implementation. Consultees
were also asked to discuss how the implementation process should be monitored, and
whether there were any aspects missing from the document. Finally, consultees were
invited to comment generally on the Framework and provide practice examples to
illustrate the service elements outlined in the document. Respondents were not
obliged to answer all questions and some chose to structure their responses in the
form of short reports and letters highlighting particular areas of importance.

Overview of views expressed

The consultation drew 102 responses, representing a range of professional bodies,
voluntary organisations, health boards and local authorities. Overall, the responses
were very positive.

A majority of the respondents agreed with what was stated in the draft Framework
and found it is easy to read and use. Some voiced reservations about the lack of a
prescriptive focus, and some made practical suggestions as to how the document
could be improved.

! Needs Assessment Report on Child and Adolescent Mental Health, Public Health Institute for
Scotland (2003) — http://www.phis.org.uk/pdf.pl?file=publications/ CAMH 1.pdf

? HeadsUpScotland — the national project for children and young people’s mental health and wellbeing
www.headsupscotland.co.uk




A considerable number of respondents welcomed the positive ethos of the document,
and supported bringing mental health and wellbeing to the forefront of service
planning agendas. They also affirmed the notion of building upon structures that
already exist, suggesting that some services are already in quite a good position to
achieve implementation.

For the largest group of respondents, the timescale of five years was explicitly not
realistic and many respondents across services were concerned that without additional
funding, it would be difficult to achieve the service elements outlined within five
years. Many respondents made reference to a lack of adequate staffing in their own
services and beyond.

Children and young people highlighted feelings of a lack of involvement and
representation and wanted people who are “on the same wavelength” as them to
represent their views.

A shared language was also highlighted as important in overcoming cultural and
organisational barriers.

Policy context and infrastructure

Respondents raised issues regarding the influence of policy structures on timescales,
as well as the issue of organisational priorities and the need for commitment of
managerial bodies at local and multi-agency levels. Some respondents indicated that
culture change and developing more integrated ways of working takes time.
Respondents discussed a lack of defined ways of working with other agencies, and the
need for a “common agenda” between key partners.

It was suggested that a clear local vision for change was needed to facilitate strong
partnerships between services, with opportunities for shared learning. This needed to
be shared by decision makers.

Some respondents indicated that they required more guidance on workforce needs,
and requested the Framework provide more details on to how to take service elements
forward. There were quite a large number of requests for additional terms in the
glossary, and clarification of some definitions and roles of workers.

Implementation barriers

The main implementation barriers identified were resource deficits, followed by
staffing in NHS child and adolescent mental health services, and difficulties in
interagency collaboration. Many respondents expected the service elements to have
considerable resource implications, highlighting a current lack of available funding
for training, recruitment and retention of staff.

Respondents also raised the daunting scope and scale of work to be undertaken by
NHS child and adolescent mental health services, and the difficulties for professionals
in managing competing demands and priorities. The need for sustained resources was



also highlighted and the issue of integrated budgets was discussed. Other identified
barriers included lack of prioritisation and ownership of service elements, lack of
sufficient research capacity, and challenges presented by geography and rurality.

Monitoring

Some respondents suggested that greater clarity was needed in terms of what is meant
by monitoring from the Framework’s perspective. There were suggestions that
reporting/ monitoring mechanisms should reflect the integration agenda. Respondents
thought that monitoring through Integrated Children’s Service Plans would be helpful,
especially if these form part of the accountability review process for NHS Boards.

Some suggested that research and audit was necessary to measure the impact on
services at policy, service and project level. Evaluation from a service user
perspective was also highlighted.

The need for quality indicators was highlighted, including agencies’ own quality
indicators such as those established by HMIle and NHS Quality Improvement
Scotland.

Gaps

Respondents mentioned missing key partners and usually made reference to the
service element section to which they should belong. Responses primarily
highlighted the need for perspectives other than health, with a call for a joint,
integrated document.

There were a few comments regarding the need for more detail for the pre-5 sector
(including ante-natal) and the suggestion of more information on parental supports.

A few respondents stated there was insufficient weight given to considering the
requirements of children and young people who have a learning disability and how
these children fit into mainstream child psychiatry.

There were also concerns over the lack of detail regarding children and adolescents
with severe and enduring mental health in addition to those children and young people
who make the transition to adult services.



CHAPTER 1 - THE CONSULTATION

Background

1.1 In 2000, the Scottish Executive commissioned a needs assessment of the
mental health of Scotland’s children and young people. The resulting Scottish Needs
Assessment Programme (SNAP) Report on Child and Adolescent Mental Health® was
published in 2003.

1.2 Since publication of the SNAP report, the Scottish Executive has worked in
conjunction with its expert advisory Child Health Support Group and with
HeadsUpScotland* to promote and support implementation of its 10
recommendations. This resulted in the development of the draft Framework, a 52-
paged document that aims to assist local agencies in planning and delivering
integrated approaches to children and young people’s mental health across promotion,
prevention and care.

1.3 A Child and Adolescent Mental Health (CAMH) Development Group was
established, to draw on the expertise of colleagues from NHS services, education,
social work and the voluntary sector in taking this work forward. Young people were
also involved in the Framework development process.

1.4  The consultation document highlighted 7 underlying principles in working
with children and young people, and outlined recommended service elements in 5
different sectors:

Early Years - Universal

School Years - Universal

Community Learning

Additional and Specific Supports

Specialist Child and Adolescent Mental Health Services

1.5  Within these sectors, consultees were presented with a guide to service
elements in relation to activity, desired outcome, and key partners involved in this
process.

1.6  In following from the SNAP report, the draft Framework emphasises that all
agencies and organisations have a role in supporting mental health of children and
young people. Rather than produce a comprehensive multi-agency document in the
one instance, the CAMH Development Group decided that a phased approach was
necessary. The consultation draft was therefore termed the first phase, and was
written from an NHS perspective.

3 Needs Assessment Report on Child and Adolescent Mental Health, Public Health Institute for
Scotland (2003)

* HeadsUpScotland — the national project for children and young people’s mental health and wellbeing
www.headsupscotland.co.uk




1.7 This report presents the findings of the consultation on Children and Young
People’s Mental Health: A Framework for Promotion, Prevention and Care — Draft
for Consultation.

The consultation process

1.8  The consultation on Children and Young People’s Mental Health: A
Framework for Promotion, Prevention and Care, was launched on 13™ December
2004. Over 10,000 copies of the consultation draft were distributed to a range of
organisations in the public, private and voluntary sectors. See Annex 1 for a
comprehensive list of the consultees.

1.9 The document was also published electronically on the Scottish Executive and
the Scottish Health Service websites, and consultees had the option to submit their
responses via email.

1.10 In addition to the written consultation, Penumbra was commissioned by
HeadsUpScotland to consult with young people on the draft Framework. In parallel,
YoungMinds and the Scottish Development Centre for Mental Health were
commissioned to consult with local agencies whilst also offering support in using the
Framework to guide service planning.

Responses

1.11 In total, 102 responses to the consultation were received and included in the
analysis (Annex 3 contains a full list).

Table 1 Respondents by Category

Category No. % of Total
NHS 39 38.2
Council 19 18.6
Professional Organisation 17 16.6
Voluntary Organisation 11 10.7
School 6 59
Joint Response 5 5
Further Education 2 2
Other Individuals 2 2
Other Governmental Org 1 1
Total 102 100

1.12  These respondents can also be classified in terms of their ‘type’ of response as
shown in the table overleaf.



Table 2 Respondent by Type
Category Type No. % of Total
NHS Group/Organisation 34 333
Council Group/Organisation 19 18.6
Professional Organisation | Group/Organisation 17 16.6
Voluntary Organisations Group/Organisation 11 10.7
Schools Group/Organisation 6 5.8
NHS Individual 5 5
Joint Responses Group/Organisation 5 5
Other Individuals Individual 2 2
Further Education Individual 1 1
Further Education Group/Organisation 1 1
Other Governmental Org Group/Organisation 1 1
Total 102 100

1.13  As illustrated in Table 2, the largest group of respondents was from NHS
bodies (38.2%). NHS respondents included school nurses, Public Health Departments
and child and adolescent mental health services. The next largest response group was
Councils, which included Children’s Services, Social Work Departments, Education
Departments and one Psychological Service.

1.14 There were some joint responses - collaborative responses from two or more
organisations, including a mix of local authority staff and NHS staff. In some cases,
this involved local planning groups. Penumbra submitted reports of its consultation
with children and young people from three schools, and with one School Board.

1.15 YoungMinds and the Scottish Development Centre for Mental Health
submitted a report which summarised comments made in discussion with local
planning groups, in the context of brief meetings completed in 9 NHS Board areas.
These included a mix of rural, urban, island areas and smaller Boards. All included a

mix of local authority staff and NHS staff and those with operational responsibilities
(JR, 97).

Gaps in respondent groups

1.16  There were representatives from all of the organisations and bodies that the
document was distributed to, apart from pre-school establishments.

1.17 It was suggested that further education organisations should have been better
included in the consultation process, in addition to training institutes that will be
informing the practice of future professionals working in the context of children and
young people. Some respondents also questioned the availability of a children and
young person’s version of the Framework document. Although only one parent
independently responded, the joint response from Penumbra and Earlston School
Board, and selected pupils from three schools exemplifies how service users and
parents can be involved. Finally, there was no response from community-based
workers such as community police, community learning development workers, youth
group leaders or religious centres.



Approach to analysis

1.18 Respondents were invited to answer nine questions regarding the document for
consultation (listed in Annex 2). These all required free text responses, with some
respondents using these questions as a basis for reports and letters. This report is
structured around the consultation questions.

1.19 The consultation seemed to be viewed as a good opportunity to raise
professional issues that were perhaps not raised or acknowledged fully in the
document. Many people wrote lengthy responses, and it proved challenging to
maintain a balance between obtaining the general opinions needed to inform the re-
writing of the Framework document, and incorporating the detail and variety of views
put forward.

1.20  To incorporate all views, it was therefore essential to structure responses
systematically under each of the nine questions, and within these generate new themes
from the responses, as an attempt to quantify some common views.

1.21  The first stage was therefore to analyse 25 representative documents, in an
attempt to detect commonalities and variance in themes. Once the preliminary themes

were generated, a database was set up to collect and store consultation responses.

Analvtical framework

1.22 An Access database was designed to store and assist in the analysis of the
responses. Each response was inputted according to the main headings and
preliminary themes, with additional sub-themes generated throughout this process.
Responses that could not be categorised under the sub-themes were classified as
‘other’, and details were provided for later qualitative analysis. The database also
allowed for multiple responses, which meant both breadth and depth of responses
were recorded.

1.23  Storing the information in this manner allowed for easy access to information
across respondent groups, with details being available for Framework amendments as

and when required.

Separate responses from the same organisation

1.24  There were some occasions when two or more people responded from the
same organisation. In these instances, individuals specified their wish to incorporate
their response with fellow colleagues. This meant that although two or more people
responded, their response was considered as one comprehensive response. Only on
one occasion was it decided to separate two responses from a joint consultation group.
This decision was made on the grounds that the responses had more detail to offer, did
not repeat issues, and the opinions provided justified having a separate field on the
database.

10



Qualitative approaches

1.25 “Rather than aspiring to statistical generalisability or representativeness,
qualitative research usually aims to reflect the diversity within a given population™.

1.26  In taking a qualitative approach to handling the data, it was felt that even the
most disparate views help reflect the diversity in responses as well as the
commonalities. Utilising the database to separate responses into themes allowed for a
systematic method to handle the amount of free text, while retaining some detail in
ways that quantitative methods could not allow.

Quantitative approaches

1.27  Quantitative methods were also utilised to report the consultation data. This
approach was only exploited when there were sufficient commonalities in themes.
Percentages were therefore only used when respondents provided a clear view on a
topic, and approximate percents derived from counting the number or respondents
holding particular views on those topics. Due the open nature of the consultation
questions, not everyone was obliged to comment on each question, with many people
commenting generally on the main themes, this means that any quantification should
be regarded as indicative rather than absolute. It is therefore unlikely that any
statistics used to illustrate the views of the respondents can be generalised to a wider
population outside that of the consultation population.

Naming respondents

1.28 An abbreviated category group and type, combined with a unique identity
number has been assigned to comments and quotes. In taking this approach, it is
hoped that respondents who requested anonymity are granted so while ensuring the
views of all respondents groups are sufficiently represented. Details of those who did
not request anonymity can be found in Annex 2. Responses from NHS child and
adolescent mental health services (CAMHS) were separated at this stage to
distinguish the views of those workers experienced in mental health work with
children and young people. The abbreviations used to describe category and type of
respondents are as follows:

Council Council
NHS NHS / Ind
NHS-CAMHS NHS-C / Ind
Professional Organisation Prof Org
Voluntary Organisation Vol Org
School School

Joint Response JR

Further Education F Ed/Ind
Other Governmental Org Other-Org
Other Individuals Ind

* Note ‘Ind’ represents an individual response. When this term is not present, it can be assumed that all
others are group responses.

> Checklists for improving rigour in qualitative research: a case of tail wagging the dog, Barbour, R.
British Medical Journal 2001; 332:1115-7.
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Reflections on the consultation process

1.29  The consultation drew a reasonable number of responses, from a wide variety
of organisations and sectors. There were eight individual responses and ninety four
group responses, of which five were joint responses from varying organisations. In
some instances, various bodies within an organisation contributed to the response,
with one person being responsible for collating overall views. Overall, people used
the nine consultation questions as a guide to responses, however there were responses
that followed a report format.

1.30  The consultation with children and young people focussed on three separate
questions regarding any other areas where people could receive help, what they think
of the people who are being asked to be involved with the Framework, and how
schools could help them stay mentally health. There was a large number of detailed
responses, covering wider topics of relevance and highlighting anxieties within their
own services. People also commented on areas which they felt needed further
clarification, and a lot of practical suggestions were made.

1.31 Overall, the responses were very positive and people respected the vision of
the document as a whole.

Summary

e To incorporate all views, it was essential to structure responses
systematically under each of the nine themes, and within these generate new
themes, as an attempt to quantify some common views.

e An Access database was designed to store and assist in the analysis of the
responses.

e In taking a qualitative approach to handling the data, it was felt that even the
most disparate views helps reflect the diversity in responses as well as the
commonalities.

e Percentages were only used when respondents provided a clear view on a
topic and any quantification should be regarded as indicative rather than
absolute.

e The consultation drew a reasonable number of responses, from a wide variety
of organisations and sectors.

e Overall, the responses were very positive.

12



CHAPTER 2 - IS THE DOCUMENT HELPFUL?

2.1 Out of ninety two comments, ninety (88%) found the draft Framework
helpful, around eight (9%) of these respondents found some aspects unhelpful, and
two (2%) respondents found the document solely unhelpful.

2.2 As observed, most people found the draft Framework helpful, generally
commenting on the ethos of the document and the principles with which they agreed.
Respondents found the draft Framework useful in identifying priorities, and clarifying
‘the expectations of what a comprehensive service might look like and deliver’ (NHS-
C, 44). In discussions with Penumbra, the School Board was positive, stating it was
“good mnews that a structured approach was being taken” and that the draft
Framework “recognised the increasing pressures on young people’s mental health” .
Parents also welcomed bullying being recognised as something that can have a
significant effect on young people’s mental health, and felt that the involvement of
young people is important. Parents were also keen to see mental health being given a
higher priority in schools (JR, 99). A selection of positive comments regarding the
consultation framework are illustrated below:

“It is already doing much to promote morale in an over stretched and under-
resourced TIER 3° CAMHS workforce...The Section welcomes the strong
emphasis on making children’s mental health 'everybody's business'.” (Prof
Org,19)

“As a framework it appears to be a useful planning and audit tool, which we
could use as to benchmark services now and monitor progress... It approaches
the task developmentally and contextually.” (JR: Council and NHS, 39)

“The document sets the right tone by locating the framework within the relevant
policy context, placing emphasis on integrated working and (laying) out
underlying principles in working with children and young people.” (Vol Org, 41)

2.3 Those who commented on the draft Framework as unhelpful, raised concerns
over the lack of a prescriptive approach and others found the phased approach
detrimental to the culture of partnership working:

“The group were very critical of the fact the current Framework only looks at
things from an NHS perspective; This does not give voluntary sector
organisations confidence in that NHS is serious about partnership working.”

(Vol Org, 34)

% Tier 3: A specialised service for more severe, complex or persistent mental health problems.
Assessment and treatment is the core function.

13



Document format and ease of use

2.4 A majority of the respondents stated that the draft Framework was clear and
easy to read and use. A third found the document accessible and a useful self-
assessment tool. Some respondents also made suggestions as to how the document
could be improved, and only a minority did not like the format as a whole. Examples
of opinions regarding the format and use of the consultation document are expressed
below:

“The tables at the back of the Framework are especially welcome as these
provide useful training outcomes and give a clear indication of who should be
involved.” (JR, 97)

“...accessible format and relatively free of jargon.” (NHS-C, 62)

2.5 Some respondents suggested how the document could be more usable:

“..it is quite broad in places and will require to be more specific when being
adapted for local use.” (Council, 61)

“The tabulation is too detailed and too extemsive to translate into easily
complied task lists for local agencies.” (NHS, 16)

“We suggest the document be landscape and spiral bound, which may be easier
to use.” (NHS, 26)

“Lack of timescales...the lack of broad indices will make it all too easy for LAs
and NHS' health boards to argue why funding needs allocated elsewhere.”
(CAMH Respondent)

2.6 In the consultation with children and young people, some commented that the
document was “too wordy”, it was not “young people or anybody friendly” and that a
young person’s version should be designed, perhaps in an audio/video format. (JR,
102).

14



Summary

e A majority of the respondents wholly agreed with what was stated in the
draft Framework and found it is easy to read and use.

e Some of these respondents also made practical suggestions as to how the
document could be improved and voiced reservations concerning the lack of
a prescriptive focus.

e There were requests for the development of a young person friendly
Framework.

e A considerable amount of respondents welcomed the positive ethos of the
document, and support bringing mental health and well being to the forefront
of service planning agendas.
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CHAPTER 4 - BARRIERS TO IMPLEMENTATION

4.1 The consultation document asked respondents whether they could foresee any
barriers to implementation, and what action might be required to overcome these.

4.2 Themes that were raised regarding timescales, such as resources, staffing and
interagency collaboration, mirror many barriers to implementation perceived by
respondents. Eighty eight (86%) respondents commented on the possible barriers to
implementation of the activities outlined in the draft Framework. The diagram below
illustrates the approximate percentage of comments from responses on the main
themes listed.

Diagram 1  Barriers: Main Themes

O Resource deficits

B Staffing within CAMHS

6%

OInteragency collaboration
OMeeting other priorities
H Staffing within universal

agencies
O Culture and Attitudes

W Lack of training/skilled profs
15%
OOrganisational Barriers

4.3 Of those who commented, approximately two (2%) respondents stated that
there were no barriers to implementation of the Framework. As observed from
diagram 1, the main identified barrier was resource deficits, followed by staffing in
CAMH services, and difficulties in interagency collaboration.

4.4  Actions required to overcome the barriers were coded separately. Sixty four

(63%) respondents commented specifically on what action was required to overcome
barriers to implementation. The themes are illustrated in the diagram overleaf.
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Diagram 2 Action Needed

O Resources/funding

9% 1%

M Training/Consultation/Aware

ness
12%
O Improved interagency

working

O Service Redesign/

13% Organisational change

W Need for prioritisation and
ownership

17% O Culture/attitude change

| Other

4.5 There were not large discrepancies between barriers perceived by the different
respondent groups. Each group discussed resource deficits and the need for funding
and resources.

4.6 In terms of most frequent responses, Council respondents also discussed
staffing within CAMHS and meeting other priorities. With regards to actions
required, improved interagency working was highlighted.

4.7  NHS respondents also discussed staffing within CAMHS as major barriers to
implementation. NHS responses discussed the need for training, consultation and
awareness raising, while NHS CAMHS favoured the need for improved interagency
working.

4.8  The top two barriers identified by schools and voluntary organisations were
interagency collaboration and resource deficits. Voluntary organisations also
discussed culture and attitudes as barriers to implementation. Both respondent groups
stated the need for resources and funding, in addition to training, consultation and
awareness raising.

Resources

4.9 There were a number of concerns regarding resource deficits. Many
respondents expected the service elements to have considerable resource implications
across all services. This primarily stemmed from the opinion that there is currently no
funding available for training, recruitment and retention of staff. Issues over funding
inequalities across local authorities and NHS Boards, and anxieties over short term
funding for initiatives were also raised:

“Several of the service elements refer to building on existing Choose Life
initiatives. This does not take into account local variations in implementation of
Choose Life and that there is no guarantee of further funding from April 2006.”
(Council, 40)
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“We should not raise the expectations of those who are vulnerable only to find
that we cannot sustain the help for a variety of reasons (often financial).”
(School, 4)

4.10 There was also concern that under-resourced Tier 3 services may suffer if
funding priorities focus on health promotion and prevention. In addition, it was noted
that an increased role in consultancy and training in mental health awareness would
demand an increase of resources to CAMH services (Council, 8§8). Some respondents
also suggested that issues of debt in some NHS Board areas meant that fulfilling
staffing requirements, as outlined in the draft Framework, would be unrealistic
without resources.

4.11  Other issues concerning resource deficits included:

e Supporting the transition from providing treatment and care to preventative
work. (Prof Org, 45).

e Financial and workforce investment needed to increase upper age range of
service to 18" birthday. (NHS-C, 70)

e Lack of public funding for training in counselling, counselling skills, and
emotional literacy work. (Prof Org, 34)

Staffing

4.12  One CAMHS respondent noted that by increasing awareness of mental health
issues, more people would identify problems that require intervention, thus having
major resource implications (NHS-C, 21). Another CAMH respondent noted three
main areas of concern for their service:

e (Capacity issues for developing 24-hour services.
e Support and management of severe and enduring mental health issues.
e Impact of rurality and population issues.

4.13 Respondents also discussed the daunting scope and scale of work to be
undertaken by CAMH services in addition to the shortages of psychiatrists,
particularly in island Boards which depend on visiting consulting services.
Comments regarding lack of trained and skilled professionals could be included as a
staffing issue, as respondents highlighted the difficulty in attracting suitably qualified,
experienced specialist child and adolescent mental health staff.

4.14  Other areas regarding capacity within CAMH services included:

e A lack of capacity to engage in the education and training agenda (NHS).

e Difficulties in providing intensive outreach services as well as supporting
inpatient facilities (NHS-C, 30).

e A need for more community nurse therapists and clinical psychologists to
fulfil the expected roles of trainers and supervisors of Tier 1 staff (NHS, 67).
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4.15 With regards to capacity issues within universal services, there were also
reservations about the ability to take forward service elements without increased
capacity. Investment in Tier 1 core services was discussed, particularly in school
health and health visiting. One NHS respondent commented that depleted staffing
resources result in “crisis intervention”, in turn leading to “burnout” staff. Cutbacks
in Health Promotion staff were also raised.

Proposed action

4.16 Respondents suggested that considerable resources were required to meet
increasing expectations:

“A clear, prioritised and funded action plan over several years would be
required to overcome these barriers.” (NHS, 84)

4.17 It was suggested that the Scottish Executive should take more of the
responsibility with regards to funding for workforce development, and that resources
must be sustainable. There was also discussion around integrated resources that are
pooled to ensure equality across service areas. It was suggested that such resources
should be both “adequate and ring-fenced” (Prof Org, 36).

4.18 Examples of actions are highlighted below:

e Staff recruitment, retention and development of skill mix within mental health
support teams are paramount (NHS, 42).

e Community planning and Joint Futures agenda provide mechanism to pool
resources and reduce duplication, influenced by the development of
Community Health Partnerships (Council).

e Evidence of sustained funding and support for effective new projects
encourages others to follow (Council, 88).

Interagency collaboration

4.19 Comments from children and young people highlighted feelings of a lack of
involvement and representation. Comments reflected a lack of communication
between staff and students which gave students the “feeling of no chance of
influencing how school is run” (JR, 102). There was also an issue of respect between
staff and pupils.

4.20  With regards to other responses on this topic, discussion focussed on current
difficulties in interagency working, the lack of defined ways of working with other
agencies, and the need for a “common agenda” between key partners (Vol Org, 28).
Many felt that successful interagency collaboration would be vital in the
implementation of the Framework. One organisation had concerns about how
partnership working would be facilitated and encouraged. (Yol Org, 55).
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4.21 Responses suggested that poor communication and information sharing mean
that developing links between agencies can be challenging and time consuming. The
following points were discussed:

e Issues of confidentiality and information sharing (School, 7; NHS, 73).

e Differing politics and priorities (NHS-C, 44), concepts and lack of agreed
principles and language (NHS, 67) between agencies.

e Structural changes at local and national levels and lack of managerial
commitment may also be detrimental to the integrative model of working. As
one response stated, “good relationships which can develop in a group of
multi-agency staff at a clinical level are not always reflected by higher
management and that clinical practice can be adversely affected by inflexible
departmental policies and procedures” (NHS-C, 30).

Proposed action

4.22  In general, the children and young people who were consulted would like to be
provided with “more opportunities to talk to adults” about what they want in addition
to being involved in the interviewing of staff in school to ensure the teachers are “all
right people”. There was also the suggestion that people who are “on the same
wavelength” as them represent their views. With regards to confidentiality, pupils
highlighted their need to feel confident that “what they said” would not be “all
around the staff room” (JR, 102).

4.23  Some respondents suggested that some kind of interagency protocols were
required to help facilitate better integrative working. Such protocols might include
information sharing (Council, 88), clear lines of communication to avoid any
duplication in service elements, and systems to audit and improve strategic
interagency planning (NHS-C, 21). To improve lines of communication, one
respondent suggested that a ‘‘feedback group should be created to address difficulties
as they arise” (NHS-C, 49).

424 To facilitate strong partnerships between services, an NHS respondent
highlighted the need for a “clear local vision for change and confidence in ability to
deliver; creating opportunities for shared learning”.

4.25 With regards to shared learning, one respondent commented on training,
supervision and resource packs for health visitors. One response from a health visitor
stated: “Multi-agency training sessions helped to dispel myths and develop a greater
understanding of others work” (NHS-C, 56). Another respondent requested an
increase in multi-agency training, providing “opportunities to develop trust” and a
“shared ethos” (Vol Org, 58).

4.26  Some of the suggestions of ways in which improved integrative working could
be achieved are listed below:

e A need for a body of workers from different agencies to understand how
services/ interventions across Tiers work together to support mental health.

e Inter-sectoral and inter-professional awareness (Other Gov Org).
Joint funding and accountability structures (NHS, 67).
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e Collaborative relationships could be strengthened between the health service
and appropriate training institutes (NHS-C, 30).
e Promoting well being in a social rather than medical context (F' Ed, 29).

4.27 Many respondents welcomed the fact that the draft Framework promoted joint
leadership, planning and delivery. = However, some respondents would like
recognition of “the leadership offered by non-health professionals and by parents and
young people” (JR, 39) and clarification on how lead partners were identified. In
addition, many respondents commented on the need for a multi-agency Framework,
rather than the adopted “phased approach”. One respondent stressed a “requirement
to ensure actions are driven forward in an integrated and joint approach”. Some
respondents suggested that questions remained over who has the ability to do this, to

what extent the procedures could be enforced, and where the lines of accountability
would lie (NHS, 38).

Conflicting priorities and organisational barriers

4.28  Another perceived barrier to implementation of the Framework document is
the ability of workers to meet competing demands, and “ride the wave of change”
(NHS-C, 44) with regards to other priorities and organisational developments across
sectors. One of the main priorities is meeting clinical demands and dealing with
“contesting duties of clinical provision teaching and training and service provision”
(NHS-C, 70). Respondents commented that people’s time also has to be freed to
allow for training. Some respondents also recognised the tension between service
delivery and health promotion (Council, 72), with anxieties that additional resources
would be allocated to health promotion and prevention, rather than Tier 3 services

(NHS-C, 21).

429 There were also worries that the development of Community Health
Partnerships (CHPs) would influence the implementation of the Framework. Other
issues that were raised include:

e Difficulties incorporating the Framework into Children's Service Plans 2005-
2008 (Prof Org, 34).
Securing the proposed expansion of inpatient provision for adolescents (NHS).
e Local authorities ensuring that policies are inter-linked.

4.30 Some suggested that organisational barriers may also effect implementation.
Lack of co-terminosity may affect the speed of change when bearing in mind that
planning cycles and allocation of resources differ across agencies and authorities.
Respondents commented that in addition, the rate of change between LHCC and
CHPs will be complex and difficult, and with services going under major revisions,
management structures would need to be able to handle change and provide effective
leadership. Another issue raised with regards to organisational barriers was the lack
of specific child health care operational and strategic posts to deliver and work in
partnership with local authorities and voluntary sector organisations.
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Proposed action

431 Suggested actions to overcome organisational barriers included the need for
management structures and investment to support the process of change (Council, 88)
in addition to agency management understanding and supporting change (Council,
60). One response also emphasised the need for “commitment from those at a senior
level to ensure that decision makers share the same vision” (JR, 97). Another
respondent highlighted the need for the alignment of localised health provision with
inclusion of the voluntary sector (Vo/ Org, 66). One professional organisation
discussed how schools might find it difficult to implement large numbers of
initiatives, discussing the need for programmes to bind into the generic health
promoting schools approach.

4.32  With regards to service redesign, some suggestions included:

e A rethink of referral procedures and the way CAMHS deliver services (NHS-
O).

e Intervention to be delivered as far as possible within the child's usual
environment (Prof Org).

e Fast tracking referral systems (NVHS).

Culture and attitudes

433 One of the key issues regarding culture was the perceived hierarchy of
agencies. One respondent commented that, “[the] fact that this document is NHS
focussed...immediately presents a barrier to joined up working and (assumes)
ownership within the overall process” (NHS, 38). The division between health
service models and the wider social service model was also highlighted and shall be
discussed later.

4.34  With regards to CAMH services, there were suggestions that differences in
professional approaches and historical barriers, i.e. “this is how it has always been
done” (NHS-C, 44) may act as a barrier to implementation, in addition to the culture
of using diagnosis to “gate keep” (NHS-C, 62). One respondent referred to
professional cultures “of secrecy and protection and unhelpful hierarchies of
perceived expertise” (Council, 78).

4.35 Another issue that arose was that of change and dealing with change. One
respondent discussed the amount of change which staff groups have to understand and
cope with. A suggested possible action to overcome this was a “need for people who
are skilled in understanding the dynamics of change and helping staff groups cope
with resistance to change” (NHS-C, 70).

Proposed action

436 In a summary of responses from local CAMH systems, it was noted that
implementation of the Framework would have to “take into account cultural
differences and their practical impact on what is seen as acceptable practice in
working with young people and in information sharing. This relates to the full
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spectrum of activity from clinical intervention and mental health promotion
interventions” (JR, 97).

4.37 However, there were also responses which discussed the need for a culture
change, not just with regard to working practices, but also with regard to the need for
a major shift in the importance given to mental health issues, and a re-evaluation of
where people consider themselves to be in the Framework. For others it might
require a re-examination of value bases and philosophies in addition to developing a
more adaptable practice and flexible services. One respondent noted that, “there is a
culture shift required by workers who do not see themselves as having a role to play

in mental health” (NHS, 47).

4.38 In addition, another respondent highlighted the importance of the values and
attitudes for mental health professionals, and that they need to have a “belief in the
capacity for change” and ““ an expectation of recovery” (Prof Org, 54).

4.39  With regards to different working cultures, “joined up services need a joined
up culture where different parts of the service can begin to speak the same language
or at least understand each other’s language” (NHS-C, 62). Another respondent also
referred to the need for a “technical language that is, as far as possible, unambiguous
and understood by all professionals” (Prof Org, 19).

4.40 Respondents suggested that a change of culture and attitudes are not only
required within services, but also in the general public. As one respondent stated:

“We need to inform the public, especially older people of why we are wanting to
support our young people. Greater understanding is required. It’s not all about
drugs, alcohol, sex and smoking.” (NHS)

441 One response concerning attitudes discussed a “shift in mind set” (Prof Org)
that would be required to accommodate mainstreaming mental health for young
people. For progress to be made, it was suggested that there is a need for a variety of
awareness raising/training requirements to be addressed (Council).

4.42  School Board members recognised training aspects which would need to be
addressed, “as not all teachers would feel comfortable or confident in being seen as
“frontline” support for young people’s mental health issues” (JR, 100). These
particular parents felt it important that “mainstream” teachers are able to provide
advice and support, without referral to Guidance staff.

“Friends may not offer good enough advice unless there was better training for
young people on offering support and advice and what might be available.”
(Consultation with children and young people)

“Why not train nurses in youth work so they've got the health background but
also the youth work skills.” (JR, 102)
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4.43  This suggests that training requirements and the approach to training therefore
needs to be explored in a broader context. Some further suggested actions are
highlighted below:

e Training within and across organisations will be essential to turn rhetoric into
reality (Council, 63); Multi-agency training (NHS, 77).
Promotion and prevention to be incorporated into core training (NHS, 47).

e (GPs, Senior Housing Officers to be trained in psychiatry and mental health
(NHS).

e Autism awareness training (Vol/ Org, 27); CAMHS staff to receive deaf
awareness training (Vol Org, 28).

e Locally based, well-coordinated training.

Training needs to be adopted by the Government and not left to individual
authorities and boards (NHS-C, 30)

Leadership and national direction

4.44 A few respondents discussed the lack of clarification regarding how lead
agencies were selected (NVHS, 26) and another organisation was concerned about the
large number of key partners and the lack of clarity about “who carries the ultimate
responsibility” (School, 4). Another respondent asked, “Who is responsible for
coordinating all the initiatives occurring and disseminating information about these
programmes to the appropriate staff groups?” (NHS-C).

4.45 For policies to be converted into practice, one response discussed the need for
monitoring arrangements that positively encourage agencies to implement the
Framework so that “all agencies are accountable for their input to the process” (Vol
Org). Issues of monitoring arrangements are further discussed in chapter 5, however
several respondents shared concerns regarding a lack of a uniformed implementation,
and prioritisation of service elements (Prof Org, 32).

Proposed action

4.46  Although not many people discussed the lack of ownership and prioritisation
as barriers, approximately 12% of responses regarding actions stated a need for
uniformed implementation and prioritisation of service elements. One respondent
stated:

“The whole Framework could not be implemented on current CAMHS resources
and there would need to be a prioritisation for a period until the gap between
services and the framework expectations is filled.” (Council, 23)

4.47  Actions suggested by respondents included:

e Timescales and expectations should be made more explicit as it was feared the
processes of implementation may not gather or maintain momentum (JR, 97).
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4.48

The NHS Performance Assessment Framework should be used to require
boards to act on the Framework and to 'enforce change' (JR, 97).

Health steering groups are needed to ensure implementation is seen as a
priority, in addition to the provision of ring-fenced resources to target
identified priorities (NHS, 46).

The Framework could benefit from timescales within each of the sections (Vol
Org, 41).

There should be local needs assessments and target setting (Prof Org, 32).

Another respondent questioned the role of local commissioners:

“Will local commissioners be directed to plough a percentage of total funding

into CAMHS services ... or to establish a particular service by a time
"milestone"?” (NHS-C)

4.49

Again, such reservations regarding prioritisation link into funding concerns

over how services will develop in the absence of funding.

Other barriers

Research and IT capacity

Lack of IT and information structures (NHS-C, 49), (NHS, 84).

Lack of necessary E-health and E-care infrastructure to support these
developments (NHS).

Research and development capacity (NVHS) and a need for more research staff
to fulfil the role of involving views of young people and parents (NHS, 67).

Geography and rurality

Geographical considerations (NHS, §), (NHS-C).

Rurality and population issues must be considered (NHS-C).

Specialist services leading some of the change through consultation and
training is problematic for some areas with very small CAMH services (JR,

97).

Expectations of service user consultation

4.50

Only one respondent (Prof Org, 53), explicitly discussed this as a barrier, and
another mental health service response raised the need to support and equip
people with the necessary skills to carry out this role.

Time was also another barrier discussed in relation to “finding time and

capacity to carry out the processes of service change and re-design envisaged in the
Framework” (JR, 97).
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Summary

e The main implementation barriers identified were resource deficits, followed
by staffing in CAMH services, and difficulties in interagency collaboration.

e Many respondents expected the service elements to have considerable
resource implications, highlighting that there is currently no funding
available for training, recruitment and retention of staff.

e Respondents also raised the daunting scope and scale of work to be
undertaken by CAMHS and the difficulties for professionals in managing
competing demands and priorities.

e Respondents highlighted the need for sustained resources and discussed
integrated budgets, pooled to ensure equality across service areas.

e Children and young people highlighted feelings of a lack of involvement and
representation and wanted people who are “on the same wavelength” as them
to represent their views.

e Respondents discussed a lack of defined ways of working with other
agencies, and the need for a “common agenda” between key partners.

e [t was suggested that a clear local vision for change was needed to facilitate
strong partnerships between services, with opportunities for shared learning.
This needed to be shared by decision makers.

e A shared language was also highlighted as important in overcoming cultural
and organisational barriers.

e Other barriers included lack of prioritisation and ownership of service
elements, lack of sufficient research capacity, and challenges presented by
geography and rurality.
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CHAPTER 5 - MONITORING ARRANGEMENTS

5.1 The consultation asked respondents for their views on what would work best
in terms of monitoring arrangements. The draft Framework suggested that planning
for implementation would be monitored through children’s services plans, Joint Local
Implementation Plans relating to the Mental Health (Care & Treatment) (Scotland)
Act 2003, and through Joint Health Improvement Plans.

5.2 Sixty six (65%) respondents commented on monitoring arrangements. It was
noted that not everyone understood what was being asked, with one person suggesting
the need for greater clarity on what is meant by monitoring from the Framework’s
perspective, with scope to "develop a Memorandum of understanding, in relation to
monitoring and communication” (Prof Org, 45). Responses are summarised below:

Table 3 Monitoring Arrangements

Monitoring Arrangements Approx
%
Integrated Children’s Service Plans 21
Other 18
Research and Audit 16
Service User Consultation 8
Community Arrangements 8
Quality Indicators 7
Own Quality Indicators (e.g. HMIe) 7
Joint Inspections 3
Annual Reports 3
Joint Health Improvement Plans (JHIP) 3
Child Health Commissioners (CHC) 3
Care Commissioning 3

53 One respondent highlighted the importance of ensuring that methods of
reporting are clearly put in place and reflect the integration agenda, rather than the
Framework being seen as an add on to current/other activity (NVHS, 47).

Integrated Children’s Service Plans

5.4 Some respondents suggested that monitoring through integrated children’s
services plans will be helpful, especially if these are to form part of the accountability
review process for NHS Boards. It was suggested that a comparable accountability
framework will be needed in the local authority structure, perhaps through the activity
of HMI and Audit Scotland (Vol Org, 28). It was also suggested that when equivalent
frameworks for social work and education are published, Children’s Planning Groups
may be the most appropriate to monitor implementation (NHS, 46).

Research and audit

5.5  Some envisaged a role for NHS National Services Information and Statistics
Division, in capturing, analysing, and interpreting data collected through the child
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health information systems (NHS, 71). Another respondent suggested that
measurement of the impact on services at policy, service and project level should
allow a local evidence base to be established (Council). Others suggested that waiting
lists (NHS, 9) and regular review and evaluation (School, 10) could be used.

Community planning arrangements

5.6  Some suggested that the NHS Performance Assessment Framework and the
Community Planning mechanism (NHS, 42) could be used. Others suggested that
implementation could be monitored through local implementation plans for Health
Promoting Schools and Choose Life initiatives (Council, 61). One respondent
suggested that monitoring arrangements should be aligned with Community Health
Partnerships (NHS, 38).

Quality indicators

5.7  One respondent suggested that it would be helpful to have key quality
indicators that monitor outcomes in relation to those children and young people most
at risk/ in need, and that the Scottish Executive should consult further on these, with a
view to inclusion in the joint inspection process (Council, 88). It was also suggested
that a limited number of key standards/critical success factors should be identified and
monitored regularly (Council, 23).

5.8 One response suggested that a self assessment audit tool like "How Good Our
School Is" would be a helpful way to monitor the Framework (JR, 85). Another
suggested that the Framework should include more specific and SMART indicators
against each service element (Council, 88).

Inspection

5.9 Some respondents suggested roles for HMIe, NHS Quality Improvement
Scotland (NHS, 46, Vol Org, 28), and the Scottish Mental Welfare Commission (Vo!/
Org, 55). Others highlighted the importance of joint inspection/ monitoring. The
Care Commission also suggested that they “may be of assistance particularly with
voluntary and private providers, we already work jointly with HMIE and NHS QIS”
(Prof Org, 54). Joint inspection was seen as important by some respondents, whilst
one suggested that there should be one organisation identified to monitor
implementation, to ensure consistency (NHS, 26).

5.10  One respondent stated that:
“In terms of monitoring arrangements it would be useful to link into the systems
developed by NHS Quality Improvement Scotland, Scottish Social Work

Inspectorate and the new child protection body and to develop joint inspection
methodology with Key Partners.” (Prof Org, 45)
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5.11 One respondent suggested monitoring local implementation through joint
futures arrangements (NHS, 46). Another suggested an annual visit to each NHS
Board, with a subsequent report by the visiting team (NHS-C, 69).

5.12 One response specifically did not want monitoring through “another
inspection process” (JR, 85).

Annual reports

5.13  Some suggested that local systems should detail their improvement objectives
and report these back to the Scottish Executive on an annual basis (NHS).

Child Health Commissioners

5.14  One respondent suggested that, “The child health service commissioner could
have a particular role for oversight of services delivered by Health” (JR, 30).

Other
5.15 Some of the other comments made in relation to monitoring related to:

o Use of the Framework itself as a monitoring tool (Council, 14).

¢ Funding needs to be included in the monitoring and accountability (NVHS-C, 49
and NHS, 67).

e  Whether YoungMinds and the Scottish Development Centre for Mental Health
would have an ongoing role in monitoring, with a suggestion that they have a
potentially effective role (NHS-C, 64).

Monitoring by multi-agency strategic steering groups (NHS, 73).

e Local quarterly qualitative/ quantitative and financial self-assessment and
monitoring, in line with any national monitoring framework (NHS, 84).

e The need for as light a touch as possible since services are already
overwhelmed with reporting and associated bureaucracy (Prof Org).

e C(ritical incident reviews of failures (Other Gov Org).

Summary

e Some respondents suggested that greater clarity was needed in terms of what
is meant by monitoring from the Framework’s perspective.
Reporting/monitoring mechanisms should reflect the integration agenda.

e Respondents thought that monitoring through Integrated Children’s Service
Plans would be helpful, especially if these form part of the accountability
review process for NHS Boards.

e Some suggested that research and audit was necessary to measure the impact
on services at policy, service and project level.

e Evaluation from a service user perspective was also highlighted.

e The need for quality indicators was highlighted, including and agencies’ own
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quality indicators such as those established by HMIe and NHS Quality
Improvement Scotland.
e Inspections and annual reports were also suggested.
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role in the mental health agenda, especially those pertinent to education and some
other aspects of NHS work, such as midwifery.

Key partners

6.6  Although the Framework was intended to be inclusive in terms of the
contributions of a wide range of agencies and partners, respondents identified some
omissions. Some respondents thought that there had been a general exclusion of
certain groups, such as learning disability nurses and Further/Higher Education;
others thought that there could have been more emphasis on the contribution of
certain agencies/partners in specific areas, such as early years. In addition, some
respondents suggested that there was a lack of clarity relating to the terminology used
to describe some groups of staff and asked for better definitions to be provided.

Guidance on workforce needs

6.7  There was considerable concern expressed about the workforce and infra-
structure implications of the Framework. Some respondents requested detailed
guidance on how local areas should plan their workforce priorities and some
mentioned the English NSF approach which clearly states optimum numbers of
specialist CAMHS staff. There was a view that this would be helpful in a Scottish
document:

“We feel it would be helpful for indicative figures to be included in service design
and development, to be used as guidance and subsequently reviewed by local needs
assessments.” (Prof Org, 32)

6.8  In addition, there were concerns expressed about how the capacity of the
workforce could be increased, how skills could be enhanced and how some of the
services might be delivered. This relates to the comments made in previous sections
about capacity, leadership and partnership working, all competencies which were
identified as requiring particular attention in workforce development.

Early years

6.9 Some respondents expressed the view that the Early years section was not
sufficiently robust in its aspirations for training and development of all staff in
relation to child development:

“No specific mention of mother/infant relationships, we would recommend basic
training in all aspects of child development.” (NHS-C, 21)

6.10  Some gaps were identified with reference to National Care Standards and how
their implementation might support the improvement of children and young people’s
mental health. Some respondents also felt that there should be more emphasis at the
ante-natal stage and how those involved with expectant parents might make a more
definite contribution to the mental health of infants.
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Parental supports

6.11 A small number of respondents suggested that more could be said about the
role of parents in the document, including more about how parents’ own
circumstances and health may have an impact on children and young people.

Developmental perspectives

6.12 There was particular criticism from those working in the field of learning
disabilities that the Framework had not sufficiently scoped out the links and potential
developments between CAMHS and learning disabilities. The number of comments
relating to this area of work suggests that this is a particularly fraught and difficult
area which requires particular attention in the Framework.

“What mechanisms link mainstream child psychiatry and LD services? The
Framework could offer guidance on early years, cognitive, intellectual difficulties
and the potential barriers which may delay referral to appropriate services (NHS,
9).” (NHS, 79)

“Insufficient weight is given to considering the requirements of children and young
people who have a learning disability, particularly with regard to intensive
outreach and inpatient services.” (NHS-C, 30), (NHS, 42)

Transitions

6.13  Some respondents thought the Framework could have made more mention of
the well-documented risks at times of transitions for children and young people, and
how that might impact on their mental health. Most of these comments focussed on
those children and young people who are already in receipt of services and how the
transition to adult services (general or mental health) might be made:

“Transition issues into adult services - such as those for eating disorders - may
span from 16-25 and above. Adult mental health services need to value CAMH
services as a means to lighten their work in the future through work with YP on
promotion and prevention.” (JR, 97)

6.14 However, mention was also made of other transitions which staff need to be
alert to such as the move into Further or Higher Education, as well as between
primary and secondary schooling.

Severe and enduring mental health issues
6.15 A few respondents thought that the document was light on comment about
severe and enduring mental illnesses, possibly at the expense of too great a focus on

the improving mental health agenda. The implication is that there might be more said
about some particular states, such as ADHD, ASD or other serious mental illnesses.
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Public Health perspective runs the danger of not focussing sufficiently on needs of
individuals with more complex mental health problems (NHS, 46)

Other issues

6.16 Respondents with particular perspectives commented that insufficient had
been said in the Framework about their particular area of interest, such as children
and young people with hearing impairment or those who have a parent in prison.

6.17 A more recurring them was a perceived lack of focus on children and young
people, with chronic illness or those affected by substance misuse:

“Framework does not identify chronic illness as a risk factor for mental health and
needs to be expanded (Prof Org, 53).” (NHS, 38).

6.18  Other issues identified as having been omitted related to risk, rurality and
sexual health.

6.19 There was a range of suggestions for additional terms to be included in the
glossary. These are too numerous to list.

Summary

e FEighty two (80%) respondents commented on items missing from the
document.

e Responses primarily concerned the inclusion of other perspectives other than
Health, with a greater call for a joint, integrated document.

e There were requests for some documents to be referenced or given greater
emphasis.

e Respondents mentioned missing key partners and usually made reference to
the service element section to which they may belong.

e Some respondents would like more guidance on workforce needs, and
requested the Framework provide more details with regards to how to take
service elements forward.

e There were a few comments regarding the need for more detail regarding the
pre-5 sector (including ante-natal) and the suggestion of more information on
parental supports.

e A few respondents stated there was insufficient weight given to considering
the requirements of children and young people who have a learning disability
and how these children fit into mainstream child psychiatry.

e There were also concerns over the lack of detail regarding children and
adolescents with severe and enduring mental health in addition to those
children and young people who make the transition to adult services.

e There were quite a large number of requests for not only additional terms,
but also clarification of some definitions and roles of workers.
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ANNEX 1 - LIST OF CONSULTEES

Chief Executives of NHS Boards
Chief Executives of NHS Operating Divisions
Chief Executives of Special Health Boards
Chairs of NHS Boards

Chief Executives of Local Authorities
Directors of Public Health

Directors of Nursing

Directors of Education

Directors of Social Work

LHCC Managers

Children and Young People’s Health Support Group
CAMH Service Leads

Child Health Commissioners

Medical Directors

Schools

Independent Schools

Pre-School Establishments

School Nurse Managers

General Practices

Voluntary Organisations

Religious Bodies

Paediatricians

Umbrella Bodies

Inpatient Units

Teaching Unions

ADES

ADSW

Department of Health

Welsh Office

Northern Ireland Assembly

SPICe

Scottish Executive Library

Other Professional Organisations (list available on request)
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ANNEX 2 - CONSULTATION QUESTIONS

Q1. Is this document helpful?

Q2. Do you like the format of the document? Will it be easy to use?

Q3. Is the timescale realistic in which to achieve full implementation of this
Framework? Are there any specific elements which could not be delivered within
the timescale?

Q4. Can you forsee any barriers to implementation? If so, what action is needed
to overcome these?

‘ QS. What would work best in terms of monitoring arrangements?

Q6. Is there anything missing from this Framework, keeping in mind that this
version is written from an NHS perspective?

Q7. Are there any additional terms which should be included in the Glossary?

‘ Q8. Do you have any other comments?

Q9. Do you have any practice examples which could be used to illustrate
practical application of any of the services elements outlined in this document?
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ANNEX 3 - RESPONDENT LIST

This list contains details of non-confidential responses to the consultation. To ensure
confidentiality, the Scottish Executive has only made the responses or personal details
of individual respondents publicly available where they have given explicit
permission to do so.

Council Unique Identity Number
North Ayrshire Council, Social Services 14
Dundee City Council, Social Work Department 23
North Ayrshire Council 24
East Ayrshire Council, Social Work Department

Orkney Islands Council 52
Fife Council Psychological Service 60
West Dunbartonshire Council 61
South Lanarkshire Council, Education Resources 63
East Lothian Council, Dept. of Education and Children’s Services 72
East Renfrewshire Council, Education Department 75
South Lanarkshire Council Psychological Service 78
Glasgow City Council, Health Promoting Schools 87
Edinburgh City Council, Children and Families 88
NHS

NHS Improvement Quality Scotland 15
NHS National Service Scotland 71
Scottish Association of Community Child Health 79
Medical Practice, Taiglum Medical Practice 1
Medical Practice, Benbecula Medical Practice 8
Directorate of Public Health 26
Health Promotion 38
NHS Ayrshire and Arran, Public Health Dept,

Health Promotion Team 42
Lanarkshire Primary Care Operating Division 46
Health Promotion Health Service Team 47
CAMH + Well being Strategy Group, Fife 67
Room 1540 Training Centre 73
Children and YP MHWB Sub-Group 77
Service Development for Child Health 84
NHS CAMHS

Clydesdale Family Clinic 21
NHS Yorkhill, DCFP 30
NHS Yorkhill, Department of Clinical Psychology 44
NHS Tayside, Dundee West Division 49
NHS Lothian, Family Mental Health Service 56
Looked After & Accommodated Mental Health Team 62
Edinburgh Connect 64
Larkfield Child & Family Centre 69
Child and Adolescent Psychotherapy Department 70
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Individual Responses
Consultant Paediatrician
General Practitioner

Professional Organisation

Mental Welfare Commission For Scotland
Counselling and Psychotherapy in Scotland
Scottish Secondary Teacher’s Association
Scottish Mental Health Industry Group
Care Commission

Scottish Recovery Network

The Prince’s Trust-Scotland

Adoption UK

SCRA Children’s Reporter

Royal College of Psychiatry

Royal College of Midwives

Royal College of Paediatrics and Child Health
Royal College of Nursing

Voluntary Organisation

Families Outside

Head 1*

The National Autistic Society

The National Deaf Children’s Society
Cancer and Leukaemia in Childhood (CLIC)
Youth Stress Centre

NCH

Fairbridge in Scotland

School

Pastoral Care, Rosshall Academy
Prestwick Academy

Dumfries Academy

Woodsfarm High School
Association of Christian Teachers

Joint Response
Council and NHS

Clackmannanshire, Falkirk, Stirling and Forth Valley Councils

Young Minds, Scottish Development Centre
Penumbra and Earlston School Board

Penumbra, Eyemouth High School, Earnock High School and

Knightsbridge School
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43
45
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94
101
19
33
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91
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37

66
76

10
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