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In this issue…

We have updates from the Executive in The Chair’s report from Margaret Murphy…..Brian Jacobs informs us about CAPFECC….. and we have feedback from the recent trainee’s conference from Myooran Canagaratnam. We also have an update on Safeguarding Issues from our DH liaison colleague, Tara Weeramanthri. 
We have information about joining QNIC and QNCC……a new Guidance on audio visual equipment…….and new training available in Adolescent Health.
Kay Harvey, The Editor
The Chair’s Column 

Margaret Murphy

Dear Colleagues

Hopefully as you read this there will be blue skies and bright sun outside and many of you will be either returning from or looking forward to a summer break.

Children and Young People’s IAPT

As many of you will know the children and young people’s IAPT has been launched in England. The aim of the programme is to train existing CAMHS staff to be better able to deliver evidence based treatments. In the first year the focus is on CBT/ parenting interventions with additional modalities being considered for years 2 and 3. CAMHS partnerships are invited to bid to become year 1 pilot sites, with new sites being added in years 2 and 3.  Unlike the original IAPT programme for adults the aim isn’t to create a new service but to enhance existing services. The hope being to enhance some of the skills deficits identified by services. The successful services will be able to send staff on a year long training in CBT/ parenting interventions. There will be parallel training for supervisors and managers and monies available for backfill. An innovative aspect of the programme is the development of more systematic use of patient rated outcomes. As with the adult IAPT children, young people and/ or their parents will rate progress on a session by session basis. The outcomes will be available to both the therapists and their supervisors who will be better able to monitor progress as well as understanding how an individuals progress compares to that of others with the same disorder. 

The College and British Psychological Society are hosting the ‘critical friends’ group of all professional stakeholder organizations. One obvious point we have made and will continue to make is that whilst the programme and investment are very welcome we are concerned that in some areas there may be disinvestment in CAMHS. We hope that being able to demonstrate positive more systematically may help in negotiating with commissioners when they make decisions about where to invest.

We would be interested to hear your views and experiences of the programme to inform the future development.

Commissioning

The Joint Commissioning Panel (see College website) has started work on producing guides for commissioners on what a good mental health service looks like. The first specific guides on mental health commissioning include both learning disability and transitions services. These will be published soon. We are just about to start on the guide to CAMHS commissioning. 

Although both of the previous items relate to changes in NHS England - work on outcomes is also going on in Scotland and Wales. Similarly there is work in the other jurisdictions on service planning that relates to the work on commissioning so there are opportunities for us to learn from each other.

Conference

Our programme committee has planned a great conference for September. They have taken account of your feedback to attract high quality speakers yet keep costs down. Many of you appreciate the opportunity for networking and catching up with old friends and colleagues - so hopefully the programme and venue will facilitate this. The conference also provides the Executive Committee with an opportunity to engage with the membership which is important if we are to represent you. If you’ve not done so already check out the conference website. 

Finally I should thank the Executive members who are standing down for their hard work over the last 4 years and welcome the new members.

Have a good summer - see you in September

Margaret Murphy

Chair of Child and Adolescent Faculty

margaret.murphy@cpft.nhs.uk
Report from CAPFECC 
Brian Jacobs, Chair of CAPFECC
The GMC requires a full revision of all the curriculums throughout medicine in 2013. CAPFECC is preparing to revise the higher curriculum, a process that will start in October and will stretch through 2012. This means that there is an opportunity to let us know if there are changes that you would like to see. We have been given permission to enlist the help of Young Minds to get access to user and carer advice. I am very pleased about this as it means that the resulting curriculum will become more attuned to their perspective. I am in negotiation with Young Minds about this currently. 
We will have three vacancies on CAPFECC and I shall be organising an appointment committee for September. I will send out a formal advert in the next few weeks by email so that if you have any connection with training currently and would be interested in this committee’s work, I would encourage you to apply. We are particularly keen to encourage a second academic to join CAPFECC and I would be very grateful if anyone is willing if they would contact me directly at brian.jacobs@kcl.ac.uk . We continue to be grateful for the help given to us by Prof Elena Garalda who acts as a link with the Academic Faculty of the College.

Two trainees, Drs Holliday and Michelmore, have developed a tool to help with the ARCP process in ST4-6 training. This has now been agreed by CAPFECC and approved by The College Curriculum Committee. We are intending to place this on the College Website in the next few months. It should allow trainees to gather their evidence of achieving the competencies as they go through training. We have agreed that it will be overseen by their educational supervisors.
After careful consideration, CAPFECC has decided that higher training schemes that might want to use an adolescent assertive outreach training experience instead of an inpatient or day patient experience may be able to do so. Any scheme considering such an option would need to have it inspected and agreed by CAPFECC. We would also want to monitor its effectiveness in providing the range of managerial as well as clinical experience that an inpatient setting provides. If any scheme does want to consider this option, please will they contact me in the first instance. It would be best to do this at an early stage of planning.
We have submitted ST4-6 competencies on depression and anxiety to the GMC this year. We will not know until the end of the year whether they are agreed by the GMC or not.
There is concern about the low numbers of doctors coming into psychiatry and one aspect of this is the low numbers coming to academic child psychiatry. One avenue to try to improve this situation is to encourage the creation of child psychiatry foundation training posts. If you have the opportunity to contribute to such a post, please may we encourage you to do so?
The current medical student prize round will just have closed by the time you get this newsletter. We really hope that the standard of the last few years is maintained.
I have been working with Sue Bailey and other European colleagues through an organisation known as UEMS. There is a website http://www.uems-cap.eu/ . We are intending that this will lead to a new curriculum framework for European countries and a ‘model’ logbook. We expect different countries to implement this according to their own pattern of service and training provision but we hope that it will help countries obtain leverage to improve overall standards where that is an issue.

Brian Jacobs

Chair of CAPFECC
b.jacobs@iop.kcl.ac.uk
Report from the 10th Annual Child and Adolescent Psychiatry Trainees Conference – “Careers in CAMHS: Narratives and Trajectories”
Myooran Canagaratnam
Friday 20th May 2011, The Great Hall, Barts Hospital, London

The Child and Adolescent Psychiatry Trainees conference celebrated its decennary this year. In recognition of this landmark, the conference theme “Careers in CAMHS: Narratives and Trajectories” had both a retrospective and prospective feel - looking, Janus-like, both backwards at from whence child psychiatry has come and forwards to the future of the discipline. In addition we sought a specifically personal view from our speakers: the aim was to explore the diverse career paths available to trainees in child psychiatry, through hearing the stories of some of the leaders in our field. We were absolutely delighted to welcome 18 speakers and workshop presenters, drawn from consultants and trainees with a range of interests within CAMHS. Despite constraints imposed by the current financial climate, we managed to secure (at bargain price) the magnificent Great Hall at Barts Hospital as a venue. Over 80 trainees from across the country squeezed the last pips from their study budgets to attend.  

The splendour of the venue befitted our particularly distinguished triumvirate of main speakers: Professor Sue Bailey, Emeritus Professor Eric Taylor, and Dr Sebastian Kraemer, no less. Each brought a unique and personal perspective on life in child Psychiatry. Our new President of the Royal College of Psychiatrists, Professor Sue Bailey, gave an inspiring talk entitled “Serendipity, Ways of being, Ways of Seeing”. It was part career narrative, part exhortation for us as child psychiatrists to be creative, “get over ourselves”, and go out and engage with the wider world.  Professor Bailey encouraged us to go and knock on the doors of local councils, local papers and national government and tell them about the work we and our CAMH services were doing. It was timely advice that amongst the current clamour of voices in health and social care, it is essential that we make ourselves heard as a profession on behalf of the young people and families whom we work with. Professor Bailey also set trainees the challenge of coming up with ideas to solve recruitment issues in psychiatry and CAMHS. Professor Eric Taylor gave an excellent talk on “Transitions, Turning Points, Initiating and Maintaining Factors”, in which he discussed his experience in research, and the differences working in the clinical and academic worlds. As ever, he provided great clarity regarding the insights which have been gained into developmental disorders. At the same time he highlighted how much there is still to be discovered, and the issues translating research findings into clinical practice. Trainees were left enthused by the idea of contributing to the furthering of knowledge in the field, through involvement in academic psychiatry, with several making a beeline for Eric in the break afterwards. Dr Sebastian Kraemer’s talk “Taking Risks” could be more accurately described as an audio-visual-cognitive-emotional experience! Sebastian argued that our central task as doctors is to “be therapeutic” in our encounters with children and families, and posed questions such as “How do you introduce yourself to families?”, adding somewhat tongue in cheek “Or do you just give them a form to fill out?!”. The talk was both entertaining (moving from Charlie Brown to Beethoven without missing a beat), but also challenging: the video shown of clinical material was particularly moving.

Following a splendid buffet lunch, trainees had a choice of two out of ten afternoon workshops. Trainees were given tips on the increasingly tricky task of securing a consultant post, and managing the challenges once in the job, from Dr Gabrielle Pendlebury, Dr Olivier Van Den Brouke, Dr Simon Lewis, and Dr Eduardo Szaniecki. Dr Bea Vickers spoke about the use of cognitive behavioural therapy in adolescents, describing her experiences setting up a group for adolescents with OCD. Dr Zaib Davids and Dr Mary Murphy Ford spoke about how the use of psychodynamic thinking contributes to work as a child psychiatrist. Dr Susannah Fairweather and Dr Johan Redelinghuys gave an overview of Paediatric liaison work, and set workshop attendees the task of thinking about some complex case studies, with Sebastian Kraemer adding his sage advice. The adventurous Dr Olivia Fiertag spoke about her Out of Programme experience working in mental health services in Ghana, whilst Dr Louise Morganstein, a CAMHS trainee who recently completed a secondment on the Chief Medical Officers Advisors scheme shared tales of working in the Department of Health in these interesting political times. Professor Nisha Dogra discussed the principles and practice of teaching child psychiatry to medical students, and Dr Matthew Hodes spoke about how trainees can get the most their research time. Two workshops covered contemporary issues in CAMHS. Dr Richard Graham from the Tavistock Centre spoke about the use of social media as a therapeutic tool in CAMHS, but also about how internet addiction and cyber bullying were increasing issues for young people. The looming spectre of the NHS reforms was addressed in a workshop chaired by Dr Louise Morganstein. Dr Rob Senior, Medical Director at the Tavistock Centre and Dr Margaret Murphy, Chair of the Child and Adolescent Faculty, gave their views on what it might all mean for CAMHS.  

We all reconvened in the Great Hall for the presentation of the trainee poster prize which was awarded to Dr Sumudu Ferdinando of South West London & St Georges Training Scheme, for her very topical study on Payment by Results in Paediatric Liaison. The closing plenary focused on what skills would be most important to child psychiatrists in the next ten years. Once again, the range of views shared reflected the broad church of child and adolescent psychiatry. Matthew Hodes encouraged us to embrace research from neurobiology and genetics, as it would be increasingly important to base treatments on biological markers of psychopathology and responsiveness to medication. Rob Senior issued a call to battle, claiming that in a challenging wider context, we would all need to be savvy political streetfighters. 

We were left with a sense of the sheer scale of the challenges ahead, but also with confidence that there was an opportunity to play a major role in shaping CAMH services and delivering more effective treatments for young people and families with mental health difficulties.  The conference concluded with some quaffing of wine and general merriment in the Great Hall, as a portrait of Henry VIIIth looked on: after the serious business and politics of the day, I’m sure the old fellow would have approved.  

I would like to thank all the speakers for so generously giving up their time to help make the conference a resounding success. I would also like to thank the conference organising committee, Dr Tina Irani (Deputy Trainees Rep), Dr Nagulan Thevarajan (Secretary), Dr Susannah Fairweather (Paediatric Liaison Rep) and Dr Olivia Fiertag (Workshop Coordinator) for all their hard work throughout the long process, and Dr Sebastian Kraemer for providing us with moral support along the way. We have officially elected two new joint trainees reps to take over at the next Faculty Conference: Congratulations to Dr Louise Morganstein and Dr Fareeha Amber Sadiq from the Tavistock rotation. We also elected a new Paediatric Liaison rep, Dr Sahana Olety from the Central Manchester Foundation Trust. I hope they enjoy organising next year’s conference as much as we enjoyed organising this one. 

Myooran Canagaratnam 

National CAP Trainees Rep

On behalf of the Conference Team

Cap.sprs@gmail.com
CR167: Guidance on the Use of Audio-Visual Recording in Child Psychiatric Practice  
Published June 2011
Audio-visual recording is now commonplace within child mental health services. Previously, such recording was made and stored by means of videotape and more recently on digital versatile discs (DVDs). However, videotaping is gradually becoming obsolete and, in future, it can be assumed that this type of data will be captured and stored digitally (e.g. memory sticks, computer hard drives).

 

The implication of digital data storage is that security of the ‘hard copy’ (e.g. tapes, discs) will no longer provide sufficient guarantee of usage and confidentiality of the data obtained. Hence these guidelines will address all forms of recording, storage and transmission of audio-visual recording within child mental health practice regardless of whether or not the recording forms part of the clinical record.

 

This report outlines the procedures involved in audio-visual recording including ensuring confidentiality and obtaining formal consent. It provides guidance for child and adolescent psychiatrists and all other professionals in child and adolescent mental health teams who are involved in the making and subsequent use of audio-visual recordings.

 

The content includes:

 

1. Introduction

2. Purpose of audio-visual recording

3. Making the recording

4. Storage of audio-visual recordings

5. Copyright/ownership of audio-visual recordings

 

(This report replaces CR79. Guidance for the Use of Video Recording in Child Psychiatric Practice, from the year 2000.)

The report was published in June 2011 and costs £7.50.  It can be accessed via Publications on the Royal College Website, www.rcpsych.ac.uk
Update on Safeguarding Issues

Tara Weeramanthri
1. Munro Review of Child Protection

The Munro Review of Child  Protection has focused on the following themes and issues:

Developing a learning and adaptive child protection system 

· Child at centre, the need to be more sensitive to children’s experience. 

· Need for flexible responses to differing needs in children rather than a standardised response ‘requisite variety’

· Move from control to working with families. 

· Recognising and managing uncertainty

· Emphasis on (professional) judgement

· Consideration of where rules are important and where flexibility is required. Examination of how a procedure-driven culture can have unintended consequences. 

Think System

· The importance of the system/ organisational context in shaping professional behaviour. 

· Unintended consequences ‘ripple effects’.

· Learning from experience ‘double loop learning’.

 

The Child’s Journey Through the System from Needing to Receiving Help

· Exploration of how the rights, wishes, feelings and experiences of children and young people can inform and shape the provision of services
· Consideration of the effectiveness of the help provided to children, young people and their families.
The final report articulates

The Principles of an Effective Child Protection System

· The system should be child-centred.

· The family is usually the best place for bringing up children and young people

· Helping children and families involves working with them

· Early help is better for children

· Children’s needs and circumstances are varied so the system needs to offer equal variety in its response. 

· Good professional practice is informed by knowledge of the latest theory and research.

· Uncertainty and risk are features of child protection work.

· The measure of success of child protection systems, both local and national, is whether children are receiving effective help. 

and makes various recommendations in relation to the following areas:

· A system that values professional expertise 

· Sharing responsibility for the provision of early help

· Developing social work expertise 

· Clarifying accountabilities and improving learning 

There are potentially some key issues for CAMHS in relation to the following areas:

· Involvement in early intervention and early help

· Thresholds for social care intervention

· Involvement in multi-agency teams

· Contributing our knowledge of evidence base to inform interventions

· Changing  culture of practice

Next Steps

The government have not responded formally to the recommendations of the Review as yet. An Implementation Group has been set up chaired by Tim Loughton MP, Under Secretary of State for Children & Families. Members are invited as individuals or individual professionals but not as representatives of their organisations. There will also be ‘conversations’ with the wider sector. The group will be assisting the Minister in formulating a response to the Munro Review in the first instance, by the summer. They have started by trying to group the Review recommendations in terms of how soon they could be responded to/achieved in terms of Early, Middle, Late.

2. Safeguarding Children Across Services: Messages from research on identifying and responding to child maltreatment

At DH Safeguarding Stakeholder Group, Dr Carolyn Davies presented main findings from the latest messages from research on identifying and responding to child maltreatment. 

Some interesting findings:

· Maltreated children left too long in damaging situations

· Focus too often on the family rather than safeguarding the children

· Social work interventions are often too short and end too abruptly

· Care works for abused and neglected children

3. Safeguarding Training 

We need to be working to the intercollegiate guidance on roles and competencies for health care staff (2010). Informal discussion with DH safeguarding adviser would suggest that any follow on from Munro Review is unlikely to change this and that Munro is supportive of multi-agency training. 

Department of Health are working on a training matrix which describes learning outcomes, maps existing training resources, and outlines training pathways for different staff groups. 

4. Vetting and Barring / CRB checks 

Update at the DH March 2011 Safeguarding Stakeholder Group:

‘Veronica Monks and Lynne Phair updated the Group on the Criminal Records Bureau (CRB) and vetting and barring reviews, both of which had concluded in February.  

CRB checks would be portable and owned by individuals, like a driving licence. An employer would be able to find out, via a portal, if there had been any changes since the CRB was issued, in which case a new CRB check would be needed.

The vetting and barring scheme would show whether a person was barred from working in a ‘regulated activity’ (RA) with adults/ children/ both. It would be a criminal offence to work/ apply for a job in a RA if barred.  Employers could sign on to receive alerts regarding new barring.  

All health care – clinicians, or people who worked under the supervision of clinicians – would be RA for children up to age 18.  Previously, everyone in a children’s hospital would be covered but coverage would now be the same as for the rest of the NHS.  Porters would be included; cleaners would not be checked (but would need CRB).   

Social care for children would also be RA. DfE would define this but it would be broadly similar to adults’ personal care.

CRB and the Independent Safeguarding Authority (ISA) would merge. ISA registration had been scrapped.

The Northern Ireland scheme exactly mirrored that in England and Wales. Scotland had a different system.

Legislation was included in the Protection of Freedom Bill, which had had its Second Reading in the Commons and was expected to reach Committee Stages in May. The Bill might receive Royal Assent by January 2012.  

It was expected that the new system would roll in over five years. There would need to be clear communication once the Bill had been passed.’ 

These are the proposals which seem sensible and less bureaucratic than before, but they have not been definitely agreed as yet.  
The summary of the research overview ‘Safeguarding Children Across Services: Messages from research on identifying and responding to child maltreatment’, can be viewed using the following link: 

https://www.education.gov.uk/publications/standard/publicationDetail/Page1/DFE-RBX-10-09
Tara Weeramanthri

DH safeguarding Liaison
tara.weeramanthri@slam.nhs.uk
Variations on a Theme – Tweaking Child and Adolescent Service Delivery  
Prof. Fitzgerald

Our understanding of factors associated with Child & Adolescent Disorders has moved on greatly since I commenced training in Psychiatry in 1972. At that time, we believed that the main etiological factors were family and parent/child interactional malfunction. Sadly, this was the period of “blaming the mother”. In previous decades we had the tragedy of the “schizophrenogenic mother” in relation to Schizophrenia and the “refrigerator mother” in relation to Autism. Nevertheless, this phase has not entirely disappeared because parents often state, when I ask them after they have had individual or family therapy what happened in those therapies and they state that they were “blamed for causing the child’s problem”. Clearly, that was not said by the Therapist but it was the parental interpretation.
We have to be extremely careful in the language we use and the possibilities for misinterpretation of what we say. Parental guilt (unjustified) is just below the surface of parent - professional interactions which has to be made explicit. On average there is a 50% genetic component to most psychiatric disorders, with heritability being about 93% in Autism, about 70% in ADHD and then you have the other factors – biological, psychological and social. Clearly, epigenetics is on everyone’s lips today as far as I can see, correctly. 

In terms of interventions, my understanding of the evidence is that most therapies are pretty equal in outcome (the dodo bird verdict). It appears to me that the most effective work is direct work with children and families. There is no doubt that professionals communication with other professionals is vital but this can be done largely by email, texting, conference calls etc, so as not to waste time in professional face to face meetings which should be spent in face to face meetings with children and their families, the main purpose of a CAMHS service.

Diagnosis provides the critical “roadmap” for intervention. The most common missed diagnoses in my clinical experience are Aspergers Syndrome, the broader Autism phenotype, ADHD and Depression. If these are missed then professionals providing interventions are operating “blindfold”. Direct work will include one or more of the following:


1. Psychotherapies including skills development;

2. Medication.

3. SLT – 50% of routine referrals have speech and language problems;

4. Occupational Therapy particularly for the often missed sensory issues and Dyspraxia;

There is no specific evidence that MDT members talking to each other has any benefit. Many new patients on the waiting list could be assessed and treated while the morning is spent on MDT discussions. All new referrals should be seen immediately and an assessment made and then referred on to the various members of the MDT who have specific skills in relation to direct work with children and families.

“A CAMHS Clinic Evaluation of Routine Treatment” (Leeson, Carr, Fitzgerald - 1999) showed that at three months follow up there were broad significant improvements but at nine months the treated group were not significantly different from the pre-treated groups. This has been a common finding. Child Psychiatry is by and large a chronic care speciality and routine booster sessions should be given at one year follow up (Moukaddem et al 1998). Evidence is best for short term interventions often given in more than one series over time. The greatest proportion of benefit comes in the early couple of sessions. There is a place for the old fashioned supportive clinics in child psychiatry for complex family members unable to benefit from the standard treatment approach but can benefit from brief supportive interventions at regular intervals. The so called “curative” approach is overvalued in child psychiatry and simple support undervalued.

For further reading see:

1. S Leeson A Carr, M Fitzgerald, S, Moukaddem (1999) – Recovery and Relapse in multi problem Families following Community-based multidisciplinary treatment, Irish Journal of Psychology, 20,1,69-88;

2. Fitzgerald, M, 1996 Service Evaluation and Audit of a Child & Family Centre, Volume 5 Irish Families Under Stress, EHD: Dublin, 155 pgs;
3. Fitzgerald, M, 2003 – The Multidisciplinary Team in Child Psychiatry, Irish Journal of Psychological Medicine, 20, 3, 105-106;

4. Moukaddem, S. Fitzgerald, M. (1998) Evaluation of a Child & Family Centre Child Psychology and Psychiatry Review 3,4, 161-168;

5. Fitzgerald, M (1991-2003) – 7 volumes of Irish Families under Stress, Vol. 1 ISBN 0948562048, Vol. 2 ISBN 0948562056, Vol. 3, ISBN 0948562064, Vol. 4, ISBN 0948562099, Vol. 5, ISBN 0948562897, Vol. 6, ISBN 094856234X, Vol. 7, ISBN 0948562706;

6. Fitzgerald, M, Bellgrove, M, Gill, M (2007) – Handbook of ADHD. Wiley; Chichester
Prof. M. Fitzgerald, M.D. F.R.C. Psych., M.Inst. Psychoanal

www.professormichaelfitzgerald.com
fitzi@iol.ie
QNIC and QNCC: Working with Frontline Staff to Improve the Quality of CAMHS  
The College Centre for Quality Improvement has two networks for CAMH services – the Quality Network for Inpatient CAMHS (QNIC) and the Quality Network for Community CAMHS (QNCC, formerly known as QINMAC). Both networks work directly with frontline staff to improve the quality of services.
The need for a quality network for inpatient CAMHS was identified from the National Inpatient Child and Adolescent Psychiatry Study (NICAPS) (O’Herlihy et al, 2001). The study found that practice and service provision varied greatly across Tier 4 inpatient units in the UK. Services were often very isolated with few opportunities to share best practice and experience with peers. This led to the establishment of QNIC in 2001, which provided a set of service standards for inpatient CAMHS and a process of self and peer review to help services measure their performance. Ten years on, over 90% of units in the UK participate, as well as services from the Republic of Ireland and Turkey. Members can also take part in QNIC ROM, an online data collection tool to support services in the collection of routine outcome measurement data.
As a result of the success of QNIC, community CAMH teams also wanted to participate in a similar network and QNCC was established in response to this demand. The QNCC process is very similar to QNIC, with the additional element that as part of the review day, staff from local social services, health, education and the voluntary sector are brought together to look at the quality of multi-agency working.
The benefits of joining the networks include:

· A self review of your service against peer-developed best practice standards

· A peer review visit by staff working in similar services from around the UK

· A detailed service report recognising achievements and suggesting areas for development

· The opportunity to visit other CAMH services as part of a peer review team

· Attendance at the project’s national conferences and special interest days

· The opportunity to benchmark your service’s performance against other members of the network

· Access to project email discussion groups which provide an opportunity to share knowledge with CAMH professionals throughout the UK

Our standards are mapped to a variety of documents including the Care Quality Commission’s Essential Standards of Quality and Safety and The Department of Health’s You’re Welcome Quality Criteria.
Participating in our CAMH networks can help services to:

· Demonstrate the quality of care provided to service users, carers, their wider organisation and commissioners

· Evidence compliance with standards and best practice, as set out in national guidance

· Use the information from the review process in trust quality accounts as recommended by the National Quality Board

· Identify and address areas for improvement through supported action planning

· Network and share best practice with CAMHS professionals across the UK

· Demonstrate cost effectiveness to commissioners, and provide a framework for service level agreements – vital in the current economic climate

Membership of the networks is £2495 (excluding VAT) per unit/team and flexible discounted packages can be arranged to meet the needs of trusts. Services meeting a robust level of good practice can also apply for accreditation. Accreditation lasts for three years and is awarded by the College.
Feedback from members:

“The review process for accreditation was challenging but gave us an excellent framework to evidence how we are delivering a high performing and comprehensive CAMHS. We also believe it will prove a highly important benchmark for our service as we face the inevitable spending cuts and efficiency savings over the next three years.”

“I would just like to say that it was a really positive experience.  Although fully aware it is aimed to assist in the development of services, I did feel nervous prior to the visit as it was our first evaluation.  However the three reviewers were very friendly and the lead reviewer carried out that role really well.  The feedback was helpful in regards to thoughts for the future development but also the positives, leaving us with the sense we had made a good start at what we are trying to achieve.”

If you would like to learn more about our work and find out how to join the networks, please visit our websites:

QNIC: www.qnic.org.uk
QNCC: www.rcpsych.ac.uk/communitycamhs 

Peter Thompson 

Senior Programme Manager, 020 7977 6693

pthompson@cru.rcpsych.ac.uk  

Developing Services to Improve the Quality of Life of Young Adults with Neuro Developmental Disorders, Emotional/ Neurotic Disorders and Emerging Personality Disorder

It has long been acknowledged across the UK that too many young people with mental health or neurodevelopmental disorders encounter difficulties when attempting to make the transition from child and adolescent services to adult services. 

However, less commonly recognised is the fact that young people with neurodevelopmental disorders (such as autism-spectrum disorder (ASD) or attention deficit hyperactivity disorder (ADHD)), emotional/neurotic disorders and emerging personality disorder are those who struggle the most, either because of difficulties in the process of moving from one service to another or because they find that no suitable service exists for them once they reach adulthood. 

To help try to address this issue, The Royal College of Psychiatrists will be publishing an Occasional Paper in June called Developing services to improve the quality of life of young adults with neurodevelopmental disorders, emotional/neurotic disorders and emerging personality disorder. 
The paper will pull together research data which starkly demonstrates that, in terms of quality of life, conditions with continuity into adult life such as neurodevelopmental disorders, emotional/neurotic disorders and emerging personality disorder have as great an impact, or greater, than physical health conditions such as diabetes, hypertension, back problems, Parkinson's disease or rheumatic disease. 

The purpose of drawing these findings together is to impress upon commissioners, clinicians and service providers (from all sectors) the high level of burden of disease experience by young people in these three groups and to stress the need for services to be developed to help them. 

The needs of young people with neurodevelopmental disorders, emotional/neurotic disorders and emerging personality disorder deserve particular focus, the report will suggest, for the following reasons:


· young people with neurodevelopmental disorders, emotional/neurotic disorders and emerging personality disorder are those who are most likely fall through the care gap entirely;
· reforms to the NHS and social care (in England, but which will doubtless have ramifications across the UK) mean that an opportunity exists to influence the new commissioning structures which will shape mental health care in years to come;
· evidence-based treatments for neurodevelopmental disorders, emotional/neurotic disorders and personality disorder exist but commissioners and clinicians may not be sufficiently aware of them;
· good practice examples exist for neurodevelopmental disorders, emotional/neurotic disorders and personality disorder but commissioners and clinicians may not be aware of them; 
· evidence suggests that interventions to treat young people with the conditions which this document focuses on may be cost-effective.
Developing services to improve the quality of life of young adults with neurodevelopmental disorders, emotional/neurotic disorders and emerging personality disorder has been put together with contributions and assistance from Dr Margaret Murphy, Dr Clare Lamb and Professor Swaran Singh, and will be available from the College (in hard copy and online) from mid-June. 
Coming of Age: Training in Adolescent Health in the UK 
Dr Helena Gleeson, Adolescent Health Programme (AHP) Clinical Champion 
 
The Adolescent Health Programme is a free e-learning resource which was developed by the RCPCH, with input from other royal colleges like the RCPsych, and is delivered in partnership with e-Learning for Healthcare. It addresses the healthcare of young people (aged 11-19 years old), by training NHS healthcare professionals and getting them working together to deliver high quality care to young people. The programme is made up of 71 sessions, divided into 13 modules, and covers all crucial areas in adolescent health. Each session takes no more than 20mins to complete, and are fully interactive with videos and opportunities for reflection. It is worth noting that CPD points can be claimed as personal study, up to the maximum of 20 points per year (1hr30mins = 1 point).
As the National Champion for the Royal College of Paediatrics & Child Health’s, Adolescent Health Programme (AHP) I’ve been keen to find out just what our trainees feel about treating young people (aged 11-18). A quick survey and a training session with some paediatric trainees at the North West Deanery suggests a need for more effective, joined up training in the care of young people. A lack of training and communication issues were identified as the major barriers to providing developmentally appropriate adolescent health care. Forty-five percent of these trainees rated their current adolescent healthcare training as minimal or non existent and this was not associated with years of experience.  

The view of our trainees echoes findings in the recent Kennedy Report (2010). Kennedy described the “pockets of excellent practice” as “islands in a sea of mediocrity, or worse”.  With this theoretical seascape in mind one might describe services actually meeting the needs of young people as “ships passing in the night”.  So what can the NHS do better to meet the needs of young people?

Young people represent a significant and important group accessing primary, secondary and tertiary health services. Their particular health needs, confidentiality, appropriate communication and consultation skills and attention to transition to adult services haven’t always been well served within either paediatric or adult practice.  A UNICEF survey of young people (2007) ranked the UK as lowest out of 21 industrialised countries, having more health-compromising behaviours and rating their own perception of health as low. 

When it comes to young people’s healthcare the UK has lagged behind other developed countries such as the USA, Canada, and Australia. However, the UK is beginning to catch up through strong national leadership initiatives such as RCPCH Young Person’s Health Special Interest Group (YPHSIG), which actively encourages cultural change across the NHS. 

The AHP, launched in 2008, offers some of the training required to implement the necessary change as highlighted in six of Kennedy’s recommendations. Written by experts AHP provides health professionals with the skills to help their young patients lead healthier and more active lives.  AHP received positive feedback from the North West trainees, expressing comments such as: “very interesting, will be very helpful in clinical practice and exam preparation”; “flexible, can do whenever I like”. One trainee felt that it should be part of mandatory training.

It seems all health professionals from the general practitioner to the tertiary specialist, working with young people require some training in the care of young people. However, for adolescent health to develop strong leadership and a base for the future, more specific training is required.  Members of YPHSIG have been working with the RCPCH to identify and address issues for the professional and their young patients. 

So finally, we must ask ourselves, “Is training in adolescent health coming of age in the UK? Are we making steps to overcome the cultural barriers in the NHS to really meet young people’s needs?” AHP is certainly a step in that direction! 

Dr Gleeson and the RCPCH would like to express their thanks to the trainees that participated in the survey. 

AHP is delivered by the Royal College of Paediatrics and Child Health (RCPCH) and e-Learning for Healthcare (e-LfH) in partnership with RCGP, RCN, RCP, RCPsych and RCOG. For more information on this online course visit: http://www.rcpch.ac.uk/ahp 

1) Kennedy Report of children’s services ‘Getting it right for children and young people – overcoming cultural barriers in the NHS so as to meet their needs’ attempted to address this question (2010)
2) UNICEF Survey: An overview of child well being in rich countries (2007) 

Dr Helena Gleeson
AHP National Champion 
Drink, Drugs and University…..

Students and other young people are notoriously immune to advice on healthy lifestyle choices from their elders. But while most young people drink heavily or take drugs in their teens and early twenties and survive unscathed, a significant number regret the adverse impact that drugs in particular have on their education. That's the message from 33 young people in their teens and early twenties from all walks of life who describe their experiences of drugs and alcohol on youthhealthtalk.org  You can read, watch and listen to people’s stories.

Are your membership details up to date?

You can update your personal details via the Members’ Area of the website. By ensuring that your details are up-to-date on our database, you will receive the latest information regarding topical news, updates from your local Division and information from the Faculties, Sections, and SIGs that you belong to. In the Members’ area, you can update your postal and email addresses, Faculty, Section and SIG memberships, job title and the area of psychiatry that you are working in. If you have not yet registered a username and password, or have forgotten your login details, then please follow the same link for more information. You can also update your membership details by post, by email or contact the Membership Data Office on 020 7235 2351 (extensions 6281 or 6280).
Your contributions to this Newsletter are welcome!

Please send any contributions for the next newsletter, which will be published in October 2011, to the email address below by mid September.

Kay.Harvey@cht.nhs.uk
Contacts…

Dr Margaret Murphy: margaret.murphy@cpft.nhs.uk
Dr Kay Harvey: Kay.Harvey@cht.nhs.uk
Greg Smith: gsmith@rcpsych.ac.uk
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