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LONDON TAMHS PROGRAMME: SUMMARY OF KNOWN OUTCOMES AND IMPACTS (March 2011)
This report is a summary of the final submissions from local TaMHS projects in London. In the majority of cases, the source was the 2010-11 Q4 monitoring report but, in some cases, it was the end of project report or the 2010-11 Q3 monitoring report. 

It draws together some key messages from the information offered about the impact of TaMHS interventions and the outcomes achieved. Much richer data will be available from the local evaluation reports but, unfortunately, the London CAMHS Programme will end before these can be collated. It was not always clear from the reports available what evidence-based interventions were used and / or which outcomes related to which particular intervention. This is not therefore a comprehensive overview but may help local areas to better understand and learn from the practice developed elsewhere in London.

Whole school approaches
A whole school approach lies at the heart of TaMHS. Building on Healthy Schools and SEAL, several projects used TaMHS to strengthen the whole school approach towards mental health or targeted aspects of it. Two projects had specific aims for schools to become either ‘ASD-friendly’ or ‘communication-friendly’.  The results appear to have been encouraging in terms of achieving:
· a higher profile of EHWB in schools and a greater interest among school staff in mental health
· more effective joint working between education and CAMHS
· greater capacity within schools around identifying needs
· better understanding, confidence and skills in managing behaviour / problems
· staff more able to think and work holistically / systemically

· better systems in place (eg behaviour plans, strategies to explore problematic behaviour in special schools, support for staff or for pupils with ASD)

· better school management of pupil behaviour
· a reduction in exclusions and improved behaviour of individual pupils.
Training (mental health awareness)
Several projects, especially those in Phase 3 where there was less time and money and a greater focus on sustainability, included a training element. Gill Allen, jointly-funded by the London CAMHS Programme and Charlie Waller, was instrumental in supporting a number of training programmes across the region. Although some projects used the freely-available Everybody’s Business materials, others took up the offer of free training from Gill or commissioned local or national voluntary organisations (especially where there was a focus on a particular aspect of mental health such as bereavement or autism). In many cases training was co-delivered by local services such as educational psychology and / or the mental health trust.

The response to training was overwhelmingly positive although, in some cases, it took time and effort to convince schools that they had a role to play in mental health. Having said that, in many cases awareness-raising led to requests for more specific training around particular mental health issues and / or exposed high levels of need for training on child development, bereavement etc.

Positive outcomes include:
· good partnership working between a range of agencies

· a significant impact on perception, knowledge of mental health and awareness of risk factors 
· multi-agency approaches enabling better understanding of tier 1 / 2 interventions and the support available to schools prior to referral to specialist CAMHS
· improved confidence and new ideas about different ways to talk to pupils
· positive evaluation of training

· processes in place to cascade training to other staff in the school.
It will be interesting to see from the local evaluations whether any project examined the longer-term influence of training on practice.

Training (early intervention strategies)
Some projects trained key staff groups in specific targeted interventions. Examples include training learning mentors (Merton); educational psychologists in the Marlborough model (Hillingdon); support assistants in play therapy (Bexley); teachers / assistants in a social communication and life skills programme (Barking & Dagenham); school nurses in Family Links parenting programmes (Richmond); and teaching assistants in Why Try and 5P (Havering).

This model appears to have successfully increased the CAMHS capacity of the workforce and has the added benefit of being more sustainable than the commissioning of external providers. However, there are often implications for ongoing supervision and support.

Several projects (including some of those above) used specialist staff to work alongside school staff, co-delivering evidence-based programmes and transferring their skills to enable non-specialist staff to subsequently run groups independently. In Richmond they adopted a slightly different approach, developing their Positive Psychology Programme into a teacher-friendly resource pack to enable schools to run the programme independently following a single training session.

Targeted group work (children and young people)

Several projects introduced small group work, targeting particular groups of children or schools. Local evaluations will no doubt reveal more, but initial indications are that the following show promise:

· nurture groups in primary schools

· positive psychology programmes in secondary and special schools

· Why Try, a social skills programme for those with behavioural problems 
· RAPID, a cognitive-behavioural psycho-educational group programme for children with ADHD.
The most commonly-implemented intervention was the CBT programme Friends for Life and its play-based spin-off Fun Friends for younger children. Among the benefits cited were:

· the programme targets those at elevated risk for anxiety, helping to identify those with previously unmet needs

· there is good engagement with families and positive feedback from children and schools

· children showed improved levels of self-confidence and self-esteem and there is evidence to suggest that the benefits are sustained several months after the end of the programme
· school-based staff can be trained to deliver the intervention which facilitates sustainability 

· it is recognised by C4EO as promising practice (see http://www.c4eo.org.uk/themes/schools/vlpdetails.aspx?lpeid=268).

Individual interventions (children and young people)
Although, no doubt, a number of different approaches were used for individual intervention, there was a surprising lack of detail about the evidence-based practice used. Most commonly, individual interventions were delivered by mental health trusts and perhaps the specificity seen above in terms of group interventions was delegated or assumed. Alternatively, because a more tailored approach is required to deliver a needs-led service, it was perhaps more difficult to commission evidence-based programmes in advance.

Four projects commissioned Place2Be to deliver school-based counselling. Very little evidence can be gleaned from the information available about outcomes or impact, possibly because reporting deadlines often changed and fell before the end of the quarter. However, one project mentioned that the demand for Place2Talk (a pupil drop-in service) was outstripping supply. It is hoped that further evidence will emerge from local evaluations.

Bexley’s therapeutic play-based model was showing good evidence of outcomes, although it should be noted that only the first two relate solely to these interventions (CBT and parenting support also available):
· 67% children showed improvement in wellbeing (teacher rating)

· 52% children showed improvement in wellbeing (parent rating)

· 30% reduction in permanent exclusions among participating schools

· 9 out of 11 participating schools showed a reduction in fixed term exclusions

· and there was a significant reduction in referrals to specialist CAMHS.
Havering’s 5P approach, a behaviour intervention for those with autism, led to good joint working with local CAMHS and, in one case, prevented placement breakdown and the use of an expensive out-of-borough placement.

In Westminster, they developed a biofeedback device designed to monitor stress / emotional arousal to detect changes at an earlier stage and allow more time to put into practice defusing strategies, so helping young people control their behaviour. The device was shortlisted for an HSJ award and feedback from parents and teachers indicates increased self-control and anger management of many of the pupils.
Targeted group work (parents / families)

The most-commonly implemented intervention was the Marlborough model (see below. But other models too are beginning to show positive results: 
· increasing referral numbers demonstrate schools developing a better understanding of the family support model
· cognitive behavioural parenting workshops based on the Tavistock model were highly valued
· initial indications suggest that FAST (Families and Schools Together) is working well
· parent graduates of the Strengthening Families programme are motivated to make more change both within the school and their community.

The Marlborough model showed some of the strongest evidence of impact, reflecting its 20-year development, built-in measures and the number of TaMHS projects implementing it. The following brings together information from five projects: 
· meeting needs:

· unrecognised learning difficulties underlie some referrals

· parents are more willing to engage than with traditional CAMHS

· model meets the needs of the most vulnerable (fewer or no referrals to specialist CAMHS)

· good quality data emerging showing evidence of cost-avoidance 
· children:

· children enjoy the groups and find the behaviour targets motivating
· better pupil behaviour, fewer fixed-term exclusions and a quicker rate of return from PRU to school

· better home-school relationships
· upward trend in the achievement of targeted children
· parents:

· increase in parenting capacity and confidence and reduced parent stress

· supportive networks developed in the community

· schools:

· increased staff capacity, skills and confidence

· schools holding on to more complex cases and making more appropriate referrals to Tier 3.
Given the above, it seems only fitting that the Deputy Prime Minister chose to launch the cross-government mental heath strategy at the Marlborough Centre.

Access to specialist CAMHS in schools
Although some of the interventions above were delivered by mental health trusts, there was so much mention of the benefits brought about by having specialist CAMHS on-site in schools that it warrants a section of its own.

Again, the following is a list compiled from the many London projects that included an element of on-site specialist CAMHS:

· meeting needs:

· many of those accessing in-school CAMHS had a history of disengagement from mainstream CAMHS (21% in Southwark) and yet TaMHS achieved far lower DNA rates

· there were high levels of need and adverse experience among children accessing in-school CAMHS (31% had past / present involvement with social care in Southwark)
· in-school CAMHS enabled speedy and appropriate onward referral, including to specialist CAMHS, social care or the voluntary sector
· schools:
· increased convenience and confidence in raising concerns and seeking / providing appropriate intervention
· joined-up working:
· less confusing for families involved with multiple agencies
· stronger working relationships between schools and CAMHS
· schools have a better understanding of the nature and process of CAMHS interventions, including that there’s not always a quick fix
· improved inter-agency working, especially in cases with safeguarding concerns. 
Consultation, training and support
Even where indirect support was the main focus of specialist CAMHS input, there were many benefits to be had:
· culture change:
· schools understand that mental health really is everybody's business
· support staff value the 'space to reflect' on their work offered by work discussion groups

· peer supervision groups facilitated by a CAMHS-TaMHS clinician addressed a need for emotional support among staff working with children with complex needs
· the capacity of the workforce is increased with better use made of specialist resources

· early intervention:
· consultation and pre-referral discussions enable school staff to seek information / guidance before concerns reach crisis point and ensure timely and appropriate action

· classroom observation viewed positively and led to the development of whole class intervention strategies
· more children ‘held’ by schools:

· improved skills and confidence of school staff to address mental health issues

· consultation highly valued and enables school staff to work with children with a range of difficulties
· consultation model enabled staff to deliver school-based interventions in 60% of cases with only 17.5% resulting in onward referral to Tier 2 or Tier 3 CAMHS.

Improved processes
In the current economic climate, improved processes, clearer care pathways and strengthened joint working may end up being the most secure legacy of the TaMHS programme. A number of different developments of this sort have emerged across the capital:

· improved relationships:

· collaboration with the voluntary sector has enabled innovative and effective group interventions to be delivered by CAMHS to high risk / hard-to-reach young people / families

· regular school presence of a specialist CAMHS clinician improves links and communication with CAMHS … but it takes time to build those relationships

· schools have seen value in involving educational psychologists in preventative rather than statutory work

· better working across Tier 1 (teachers, teaching assistants, SENCOs, health visitors, school nurses, youth workers), to Tier 2 (educational psychologists, primary mental health workers, family well-being workers) to Tier 3 specialist CAMHS
· different parts of CAMHS have learned to work together to deliver a joined up comprehensive CAMHS to schools
· stronger processes:

· MAP (multi-agency planning) meetings have proved an effective mechanism for allocating resources / services across Waves 1-3 to some of the most needy families and for quality assuring what has been agreed 

· CAF (Common Assessment Framework) and TAC (team around the child) have been required to access all Wave 3 interventions 
· TAC used for ‘step down’ from Wave 3
· CAF and TAC used to prioritise child's needs over school's relationship with parents and resulted in safeguarding needs being met
· integrated working very much enhanced by CAMHS-TaMHS involvement in TAS (team around the school) meetings
· providing a mental health perspective has led to more appropriate signposting and referral to specialist CAMHS
· commissioning framework being developed to support school  / cluster commissioning of early intervention and mental health support 
· better care pathways:
· all TaMHS schools now refer children with mental health difficulties to TaMHS workers rather than making referrals direct to specialist CAMHS
· ‘screen and treat’ models reveal levels of distress that would otherwise go unnoticed, enable pupils at risk to be identified and receive intervention earlier and, because there isn’t the stigma of the CAMHS clinic, encourage better levels of engagement even among hard-to-reach groups (85% attendance vs 66% for Tier 3 CAMHS in Islington).
Future service provision
At the time of writing, budgets have not been set so many plans are still tentative; as one project commented, “Commissioners and the local authority have not yet announced their intentions for the coming year. This means that there is a high risk of a gap in TaMHS provision and we risk losing the momentum we gained over the last two years.” 
Despite both this and the financial climate, many local areas have found creative ways to sustain or mainstream elements of their TaMHS projects:

· local authority funding, including EIG (early intervention grant):

· training embedded as part of ongoing core CPD offer to schools
· LA set aside £40k to continue the training and capacity building in schools as well as to develop alternative interventions to support parents and children

· EIG will be deployed to build and extend the Marlborough model to other primary schools

· LA plans to use the EIG to provide a Tier 2 CAMHS for schools
· EIG is being used to fund other programmes as LA feels that schools have the opportunity to use their funding to support this work
· learning from TaMHS will be used to inform our traded services model
· direct commissioning by / resources from schools:

· in order to be a TaMHS school, schools had to commit to funding next year

· CAMHS/TaMHS clinics being commissioned directly by primary schools next year
· positive outcomes plus the improvements made to the service following feedback from schools have resulted in investment from the Schools Forum and an improved model with increased capacity from Apr-11

· funding negotiated and agreed with schools with clear proposal for developing the model next year

· one school self-funding a second FAST (Families and Schools Together) parenting programme

· currently in discussion with schools about direct commissioning of in-school CAMHS (SLA drawn up)
· developing a business case across the Mental Health Trust and promoting to all schools (some positive responses)

· possible school-commissioned model emerging

· all schools positively engaged and considering plans to carry on TaMHS intervention post Mar-11
· schools have declared an intention to continue releasing staff for Marlborough meetings
· schools willing to commission more mental health services, but have limited skills to do this well
· school clusters are developing their role as commissioners
· all primary HTs committed to continuing beyond March but financial pressures will limit scope to do so

· third sector:

· one school has approached a local charity to fund a Marlborough worker and a schools group has been formed to seek wider funding

· service improvement:

· Mental Health Trust committed to designing a coherent school service, that includes capacity building (funding avenues still to be explored)
· use findings to refine work with LAC CAMHS team
· TaMHS will inform our early intervention services review
· using learning from TaMHS to inform a revised (reduced) Tier 2 CAMHS offer
· looking to develop a Tier 3 supervision model in schools
· unclear mechanism:
· Marlborough model, training and support for LMs and TaMHS service to continue

· ASD strand in a good position to develop a plan to expand the scheme beyond TaMHS
A touch of realism
It is heartening to see so much positive practice emerging and to know that child mental health in London has improved as a result of the TaMHS programme. 

For many though, this has not been an easy journey: some struggled to secure that essential commitment at the top from either their local authority or the schools they sought to work in; others were over-ambitious and sought to achieve too much, given the time and funding available and the population they were targeting; several were besieged early on by recruitment issues and then again towards the end by staff ‘jumping ship’; many had to change their thinking and learn to work differently; and all have experienced the turbulence brought about by a change in government and diminishing resources.

“Although much progress has been made, coordinated, evidence-based work with schools remains a challenge.”
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