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	Agenda Item 1 – Minutes and actions of the previous TSCB Meeting



1.1 The Board Members agreed the previous minutes of 21st March 2019 are a true and accurate record.

1.2 Previous Minutes; 2018 09 20 4.3; JV to check Hospital Admissions data. The data will be revisited in terms of CAMHS referrals. Jane Viner; June 2019. JG has additional figures and data which will be forwarded to Board Members. The meeting discussed the difficulties faced in getting the accurate data and the complexities included in the issues. IA asked that the subject is kept live as an issue of concern. Action to close.

1.3 Previous Minutes; 2018 09 20 9.2; NHs to send the Role Descriptions electronically to members. This will be further explained in the Working Together Proposals Report. Nick Hollins; June 2019. Action to close.

1.4 Previous Minutes; 2018 12 13 3.10; Updated version of the Improvement Plan to be circulated to Board Members. This has been updated and will be sent. Anne Osborne; June 2019. Action complete.

1.5 Previous Minutes; 2018 12 13 4.12; NHs will make enquiries to the TDAS coordinator on their current service provision. NHs is awaiting a response and will chase this. Nick Hollins / TDAS; June 2019. NHs will follow this up and send direct to Board Members. Action to carry over.

1.6 Previous Minutes; 2018 12 13 4.13; JH to look into the reasons for the contradiction of DV incidents and children in attendance data. It will be requested that the police fully complete the forms and cross reference. Jo Hall; June 2019. JH explained the issue appears to be in relation to the interpretation of using a DASH or ViST form, the child being noted as not present although they were in the house, but not in the room of the incident. As part of the development work, the quality of submissions will be explored. This is force wide development being undertaken led by Ed Wright. CD added that links between children’s and DA services have been looked into. An audit was undertaken in relation to children on the edge of care and how in those cases DA was recorded. It was found that the incidents were not necessarily recorded and therefore not referred into DA services for example CRUSH and RESPECT. These services are available to take referrals but are not receiving them from children’s services. Professionals have been put into children’s services to promote the DA service but this remain an issue. IA spoke of his concern that the data suggests children are not being identified. RA advised this has been discussed at Targeted Help and for those cases the relevant services are always discussed. RKt has taken this issue to the Monthly Performance Management Process from which an away-day at Parkfield was arranged. This was targeted at Torbay Social Care staff to highlight the services on offer but just one social worker attended. RKt will continue to raise the issue as DA features highly in the work undertaken and needs appropriate response. JH suggested she could bring back to the next meeting clarification on how many of the completed forms were ViST, DASH or Encompass. JH will query what the Police process is and if one of the forms is missed, are children being identified for safeguarding. (Action) RKt shared that the proportion of referrals over last 18 months due to information received from police has grown positively and they are now the largest source of social care referrals. The profile of where concerns are now matches other Local Authorities. RA asked how Early Years settings can be involved in relation to data sharing. CD discussed their Champions Network which includes working with the police which could also explain the increase in the referral activity, anyone feeling they can benefit from having a DA Champion can contact Jason Preece. 

1.7 Previous Minutes; 2018 12 13 4.1; The data in relation to abuse related crimes on children to be further clarified in relation to how many are peer on peer and how many adult on child. Jo Hall Jo’s response; “This information used to be looked at the Child Centred Policing group chaired by Yvonne Surman but this has not met for some time and is being reviewed as to the best way to approach. Police Performance and Analysis department could do some work on this if required. We would just need to agree scope and timescale and I could make a submiss/request” Jo Hall; June 2019 JH advised that for a data request, the specific parameters need to be identified. IA advised the information required is peer on peer sexual offences and serious physical offences with weapons within the under 18’s. JH will request information in relation to sexual offences and rape. JH can also request what the top five crime types are for under 18’s, peer on peer, with a break-down on the abuse. Action to close.

1.8 Previous Minutes; 2018 12 13 7.4; NHs and Nhn will discuss point 3.7 in relation to the young person’s participation in CIN meetings and amend with fuller explanation on how this will happen. Neil Holden and Nick Hollins; June 2019. NHs advised the response from the service was that whilst children subject to a Child in Need plan don’t have an advocate, their social worker will work alongside the child and identify whether it is appropriate to invite them to attend or seek their views through a nominated person who will represent them within the meeting. Action complete.

1.9 Previous Minutes; 2018 12 13 10.2; NHs to update the TSCB Business Plan for the next meeting for reassurance in relation to the areas of the plan progressing in anticipated timescales and those which have not. Add to the Agenda for June 2019 Board. Nick Hollins. On Agenda today. Action closed.

1.10 CSP Update and Turning Corners; 2019.03.21 2.25; Threshold tool conversations in relation to adolescents to be held at the MET Subgroup. 1st April 2019. TSCB Coordinator / MET Subgroup Action to carry over.

1.11 CSP Update and Turning Corners; 2019.03.21 2.30; Referral numbers and supporting evidence on how Turning Corners is working as a preventative measure to be reported to the Board. 13th June 2019. Alex Stuckey. A response received from Alex Stuckey stated their referrals was at around 100 for South Devon which is not sustainable. This has however highlighted some gaps, particularly at an Early Help stage. Alex has suggested in order to provide any service, the Turning Corners threshold needs to be reviewed to reduce the caseload to a realist level. CH shared her concerns how the project has identified young people at a high risk who are unable to receive the provision. The Board will ask why there is being consideration to lower the threshold, and how the demand is being met. A response to Alex Stuckey will be formulated to seek assurance. Action to carry over

1.12 CSP Update and Turning Corners; 2019.03.21 2.31; AS to provide case studies for testing within the MET and QA Subgroups. 13th June 2019. Alex Stuckey. NHs has received Case Studies which will be shared with Board Members. NHs assured CH this would not create additional work for the QA Subgroup.  Action.

1.13 CSP Update and Turning Corners; 2019.03.21 3.3; LS to write to Board members asking what their organisations have been doing in relation to the Neglect Strategy since its launch. 13th June 2019. Lucie Saunders Action complete

	Action:
	By whom:
	Deadline


	Previous Minutes; 2018-12-13 4.12; NHs will make enquiries to the TDAS coordinator on their current service provision. NHs will follow this up and send direct to Board Members.

	Nick Hollins
	June 2019

	Actions 1.6 JH to bring back clarification on how many of the completed forms were ViST, DASH or Encompass. JH will query what the Police process is and if one of the forms is missed, are children being identified for safeguarding.

	Jo Hall
	September 2019

	Previous minutes: CSP Update and Turning Corners; 2019-03-21 2.25; Threshold tool conversations in relation to adolescents to be held at the MET Subgroup.

	TSCB Coordinator / MET Subgroup
	April 2019

	Previous minutes: CSP Update and Turning Corners; 2019-03-21 2.30; A response to Alex Stuckey’s view to reduce threshold in Turning Corners will be formulated to seek assurance.

	Nick Hollins
	September 2019

	Previous minutes: CSP Update and Turning Corners; 2019-03-21 2.31; AS to provide case studies for testing within the MET and QA Subgroups. 13th June 2019. Alex Stuckey. NHs has received Case Studies which will be shared with Board Members.

	Nick Hollins / Lucie Saunders
	September 2019




	Agenda Item 2 – LADO Role



2.1 CP attended today to introduce herself as the appointed LADO for Torbay. CP took over from John Edwards In February 2019.

2.2 CP oversees the allegations management process against professionals working with children. CP has many years of safeguarding practice although this is a new role for her.

2.3 The main objectives has been in reviewing current processes and raising awareness of LADO role. This is being achieved through networking with statutory and voluntary agencies.

2.4 The LADO referral form has been updated and is available on the TSCB website here.

2.5 Emphasis is on those making the referrals to decide which area the referral falls in to meet criteria. The referrer is able to seek advice in the first instance.

2.6 CP advised referrals can be made anonymously and there is a section to request anonymity. If LADO criteria is met, this can be discussed further to make a referral.

2.7 CP acknowledged difficulties for professionals choosing the criteria as Ofsted have advised to refer all issues into LADO, however this does require balance. To ensure balance is maintained, CP is happy to consult prior to a referral being made.

2.8 CP has found meeting agencies and groups has helped professionals understanding of the LADO criteria.

2.9 CP has met with the Safeguarding Leads for the Catholic Church and Church of England. This was positive in relation to the safeguarding in place and what is offered. With around 20,000 people attending church on a weekly basis this is a positive link.

2.10 CP is meeting with the Language Schools tomorrow and planning to meet with as many agencies as possible.

2.11 CP wants to make links into Children’s Centres, Police, Health and Probation services and would appreciate named contacts in those agencies. LS will coordinate contact details from Board Members for CP to link in with as LADO. Action 

2.12 CP is meeting with Rachael Williams on Friday to discuss linking into schools and is attending the DSL Forum next week.

2.13 RA shared that the 157/175 Audits currently being undertaken have highlighted out of date information is being held by schools in relation to the LADO.

2.14 CP took questions from Board Members.

2.15 IA asked for an overview on the numbers of referrals.

2.16 CP advised in the last 8 weeks there has been a higher number of referrals which could be due to a raised profile. When a notification comes in, this is loaded onto an ‘information and advice’ basis where it is then decided whether to take to a full referral.

2.17 CP shared that referrals are at around 5-7 per week, not all convert to a full referrals. Currently there are 31 ongoing allegations being worked on, some of which are complex cases.

2.18 CP explained her role is to coordinate the investigation, bringing together those involved to decide on the best way forward. The investigation can be police, social care or employer based as an internal issue. CP will ensure there is no drift and that relevant authorities are notified of any disciplinary or criminal prosecution.

2.19 CP has also visited social work teams to explain her role. It was identified that cases weren’t being referred to LADO where they should be and were being dealt with within the teams.

2.20 CP summed up that for any allegations, it is crucial for the action taken to be proportionate to the allegation and by contacting the LADO the correct, timely, proportionate response will be ensured.


	Action:
	By whom:
	Deadline


	2.11 LS will coordinate contact details from Board Members for CP to link in with as LADO.

	Lucie Saunders

	June 2019



 
	Agenda Item 3 – Working Together 2018 Update



3.1 NH updated Board members that proposals put forward to create an overarching Plymouth and Torbay Strategic Partnership Board made up of the three statutory partners (Local Authority, NHS Devon CCG and Devon and Cornwall Police); along with two separate Partnership Boards (Torbay and Plymouth) with a new merging and role of Independent QA overarching both, has been approved by all agencies involved.

3.2 The Proposals were shared with Plymouth Cabinet and Torbay on Tuesday. It was also shared at an Executive Board of the CCG on Tuesday and received sign-off from Devon and Cornwall Police.

3.3 This is now moving into publication phase with publication to be made by 29th June 2019 to the Secretary of State for Education outlining the new arrangement intentions. This will then move to a transition phase with a view to transition by 30th September 2019. NH will email to the Board the Final Report including responses from consultations. Action

3.4 NH stressed that now is the time to ensure the details are right. NH is drafting Terms of References for the Partnerships and Strategic Partnership. Tracey Watkinson will be completing the draft job description for the Independent Chair.

3.5 The next Board meeting is on 26th September 2019, Plymouth have their Board meeting the week prior to that. New responsibilities will be drafted and circulated for comment as part of the transition plan.

3.6 The QA Subgroup have been asked from their Work Plan to look at the work to be directed by the Ofsted Improvement Board and the Improvement Plan. The current Subgroups will be phased out as the new arrangements phase in. 

3.7 NH reminded the Board that beneath the local partnership will be two designated Subgroups.  Education Subgroups in both Plymouth and Torbay, and new for Torbay, the Children and Young Peoples Subgroup providing continuity into the local partnership.

3.8 The rest of the work the Partnership will look at will be based around specific Task and Finish Groups.

3.9 Performance will figure heavily within the new arrangements. A joint dashboard across Torbay and Plymouth is being considered. NH advised that this will not be in place by 30th September 2019.

3.10 The new arrangements will be in a more finalised position by the next financial year.

3.11 The funding allocations for 2020/21 have not been agreed. Working Together 2018 is specific that the role of the three statutory partners is equitable and therefore funding should be equitable across the partnership.

3.12 IA acknowledged the new arrangements give the opportunity to enhance and develop the safeguarding of children. This will require commitment from agencies to ensure staff are able to participate in the new Quality Assurance Forum, for example, which will drive work forward as things develop.

3.13 NH shared a key role in the new arrangements is that of the Independent Chair for the QA function. This will oversee CDOP arrangements and SCR arrangements with a larger role. This role will ensure learning is embedded in organisations from CDOP, National Reviews, Local Reviews and MACA’s.

3.14 The QA Chair will hold to account those organisations where the learning is not being embedded and what the barriers are. There will be direct insight into the lived experience of the child and communicate this across the Partnership.

	Action:
	By whom:
	Deadline


	3.3 NH will email to the Board the Final Report including responses from consultations.

	Nick Hollins
	June 2019






	Agenda Item 4 – Response from Sharon Matson, Children’s Commissioner re new CCG Contract



4.1 CH’s report was shared with Board Members prior to today’s meeting and is attached below.

4.2 CH shared the risks identified in Section 3 were some time ago and may now be unfounded. Work is being undertaken closely with the provider and planned time to review the risks and provide assurance to CCG and the Board that all the risks are resolved is in place.

4.3 A response from the provider is expected by the end of next week which CH will report back to the Board with.

4.4 The recommendations are within the Next Steps of the report and CH wanted to assure the Board a close eye is being kept on the transition.

4.5 The Board agreed to endorse the recommendations within CH’s report.

	Action:
	By whom:
	Deadline


	 CH’s Report to Board



	
	
	




	Agenda Item 5 – Future Training Arrangements



5.1 Lu Wills’s report was shared with Board Members prior to today’s meeting for a response. This is also attached below.

5.2 As a member of the Training Subgroup, JG presented this Agenda item.

5.3 IA advised there is a significant reduction in training being offered and the current arrangement’s not being viable. The arrangement in Torbay is for training to be paid for by individual agencies on booking. The Training Subgroup have been asked to look at what the training need will be for organisations within Torbay and what the level of take-up would be for the training options within the report.

5.4 A joint Training Subgroup will run under the new arrangements. The agreements made today will carry forward into discussions with Plymouth on how the training provision can meet need.

5.5 It has been clarified the approach and model of Signs of Safety for Torbay will continue, although this is not the model for Plymouth.

5.6 JG shared there have been queries in relation to funding, and a suggested payment for non-attendance etc.

5.7 NH advised the aspiration from the Partnership is for shared learning between Plymouth and Torbay. Plymouth includes training within their central formula which provides funding for the Board. Therefore, contributions are slightly higher but training is free at the point of entry. This is a principal hoped to be adopted by Torbay, subject to the right funding agreement.

5.8 An identified barrier in the current training offer is budget which results in training not being accessed.

5.9 JG asked how the Board want the Training Subgroup to operate. Would this be commissioned, provided directly or quality assured and externally assessed.

5.10 NH advised it will be a multi-layered approach. Plymouth deliver in-house and also commission training. Torbay want the ability to do the same. NH acknowledged that for some agencies, multi-agency training is not possible for numerous factors. The Board’s aspiration is to develop a kite-mark. The training needs of Torbay will be shared with a commissioned trainer, to ensure they are covering the Torbay factors which will then be quality assurance kite-marked.

5.11 JG asked if his GP colleagues were being trained, would they be able to apply for a kite-mark. NH confirmed this would be the case.

5.12 JG questioned what neglect training looks like for social workers and how this will correlate with health. NH suggested this is discussed in more detail today under Agenda item 8. NH advised this is also being discussed in Plymouth.

5.13 CD agreed it is the role of everyone to identify early issues to prevent further issues. Families attending GP surgeries creates huge opportunity to help in safeguarding children. CD suggested conversations are held between Health and Social Care in relation to GP’s identifying neglect and where to refer to within primary care and beyond. The Board agreed this needs further discussion.

5.14 JG shared that small surgeries would know their families well but larger ones may mean families see a different GP on each occasion.

5.15 CD advised she would like to be part of the group discussions. 

5.16 NH asked for an Action to bring together a group for Health and Social Care to discuss identifying neglect and the referral processes for this. Action.

5.17 IA asked Board members if they had identified any gaps in the proposals or items which would not be of interest to their organisation.

5.18 IA will feedback to Lu Wills the Board had no objections to the proposals.  This will form the basis of initial discussions. In September 2019 more concrete proposals will be presented. Board Members agreed this would be helpful, particularly in relation to budget.

5.19 LL shared South Devon College take up some of the training offered but not all applies to them. LL felt that some of the training is too generic and training in relation to local issues of specific age groups would be helpful for learning and sharing.

5.20 NH advised some training needs to be generic for the whole picture. SCR and learning reviews outcomes are targeting Best Practice Forums to the right audience.

5.21 LD shared feedback from course attendees who have found the training to be ‘watered down’ due to a mix of different levels attending which has challenged the trainer on the day. LD suggested it is made clear what level of training is being offered and keeping to that agenda.

5.22 IA asked how confident agencies will be that their staff have a good knowledge base from the training attended.

5.23 CH asked for focus on ‘young people’s’ issues and needs rather than ‘children’. CH asked if within child protection planning are we meeting the needs of young people. Consideration could be given to threading this within all aspects of training.

5.24 NH explained that the National Serious Case Review Panel has announced its first National Thematic Review which NH will share with Board Members. The review question in the draft Terms of Reference is; ‘Do adolescents in need of state protection from criminal exploitation get the help they need when they need it, and how can services be designed to keep adolescents safe from criminal exploitation and the way those services work together to be improved to prevent further harm.’ The lines of enquiry are; ‘who are we talking about; how do we best identify and engage with young people of concern; why are they more at risk; what is the current approach to managing that risk; is that approach effective; what are the examples of best practice; how could practice be more effective and how can we measure effectiveness.’

5.25 NH shared that the Chair of the Child Safeguarding Practice Review Panel, Edward Timpson, has advised this theme has come from a number of serious safeguarding cases. The findings from the Thematic Review will be shared with the Board as it becomes available.

5.26 LD explained two of the indexed cases selected are Devon young people and therefore organisations covering the whole area will become part of the experience. Learning will be shared back with Torbay and Plymouth.

5.27 NH further explained the Panel have stated they will continue to refine their methodology scope between now and March 2020. The review will draw on learning from serious cases which have been to Panel since July 2018 involving the death or serious harm of adolescents who have been subject to criminal exploitation or suspected of being so.

5.28 Break

	Action:
	By whom:
	Deadline


	 Lu Wills’ report to Board



	5.16 NH asked for an Action to bring together a group for Health and Social Care to discuss identifying neglect and the referral processes for this.

	Nick Hollins
	June 2019




	Agenda Item 6 – Dartington Research Document and Good Childhood Index



6.1 The research survey and good childhood index was shared with the Board prior to today’s meeting and is attached below.

6.2 RKp drew the Board’s attention to the Good Childhood Index which is a survey of 6000 children and young people within Torbay and South Hams. Most of the schools visited were in Torbay.

6.3 LD raised how this survey echoes the information highlighted within the Health Watch Survey.

6.4 The Good Childhood Index was developed around 13 years ago by the Children’s Society and highlights both Torbay and National statistics of subjective wellbeing.

6.5 CH asked if there is a narrative behind the statistics. RKp advised these can be found on the Good Childhood Report.

6.6 The Survey highlights a pattern of when children reach adolescence their sense of wellbeing declines. The survey had a lot of engagement from primary school children but not so much from the older age ranges. From the age of around 10 years is an evident change in the responses to wellbeing.

6.7 The gap between the national and local statistics widens for Torbay in relation to satisfaction to appearance. For the 15 and 16 year olds this gap is significant.

6.8 The Board further discussed why appearance was a significant factor for young people in Torbay and asked if further discussions should be held in relation to this. RKp explained that the issue with appearance was also a low satisfaction point 20 years ago and social media is not a factor in this.

6.9 The factors impacting the most on young people’s overall life satisfaction are friends, family and appearance.

6.10 There is a correlation between having a low life satisfaction rate and the likelihood of self-harm. The figures of 15 year old’s satisfaction with their appearance may therefore be a factor in the self-harm issue in Torbay.

6.11 RKp asked Board Members for questions.

6.12 RKt asked what we can now do with this information which is presenting a clear picture of the issues.

6.13 RKt acknowledged that PHSE lessons raise these issues in schools but how can this be turned around.  RKt discussed the success of a model in Leeds whereby the Council and its partners have created a child friendly city. The Health Watch Survey highlighted that young people are not feeling safe, respected or valued in the community.

6.14 RKp advised in terms of children and young people’s wellbeing, their relationships with family and peers are key and are the areas to look at to effect change. 

6.15 LD shared that the CCG commissioned data was presented to the collective provider around CCG and was in relation to understanding young people’s mental health and to assist in mapping out the Mental Health Strategy, looking at key areas to focus on.

6.16 CD shared with the Board, funding has been secured to put numerous programmes in schools at SDP level Devon-wide. CD is unsure of what this will mean for Torbay schools. A bid has also been made for national money for a mental health one point of contact in schools, working in conjunction with Louise Arrow. A self-harm trail blazer of family intervention in schools is also being developed. CD acknowledged how this is an obvious issue, mental health issues start in childhood and services are being withdrawn. CD is able to share further information with the Board as this evolves.

6.17 LL spoke about useful tools South Devon College use for young people, for example, Kooth and Calm Harm which would be helpful to promote.

6.18 RKp agreed the interventions are helpful but are used at a point of crisis; how can a good sense of wellbeing be sustained.  The issue of appearance is not a national issue, the survey shows this is more prevalent in Torbay. The impact is coming from the environment being created.

6.19 NH advised the Health Watch survey commissioned by the TSCB has now been presented to the Children and Young People’s Strategic Partnership Board. They have asked for this to be presented to all Councillors to highlight the issues to be aware of. NH asked if the Darting Research Surveys should also be included.

6.20 CD responded this was included in the presentation to the partnership but is not open to public scrutiny. The reasons for this are unknown.

6.21 CH will request clarification on whether the data can be shared from the survey. Action

6.22 CD shared the head of the National Institute of Health Research had visited with colleagues.  They went to children’s centres as the biggest pressing issue for Torbay health services is the number of looked after children. The visit was to understand the issues and how work was being undertaken in an integrated way to address these. CD met yesterday with researchers from the Trust to request funding for in-depth research to find out why. This will begin in one geographical area and be community based. It will take 2-3 years to collate a good set of data. CD will report back to the Board if this has been successful.

	Action:
	By whom:
	Deadline


	 Richard Kirkup’s report to Board






	6.21 CH will request clarification on whether the data within the Dartington Research Survey and Good Childhood Index can be used and shared wider.

	Cathy Hooper
	June 2019




	Agenda Item 7 – TSCB Business Plan Update



7.1 IA advised this will be updated and circulated within the next two weeks. This is to be signed off by September 2019 as we go into the new arrangements. 

7.2 IA asked Board members on receiving the document, to read through and be satisfied that it accurately records the activity undertaken. 

	Agenda Item 8 – Graded Care Profile / Neglect Tool



8.1 Launched 18 months ago was the Neglect Strategy which included the Graded Care Profile as a tool available to practitioners to use in identifying potential neglect.

8.2 It is unsure if the Graded Care Profile is being used by the majority of partners or practitioners. Within Children’s Services, it is being used by a small element of the service, in particular the Intensive Family Support Service. It is not widely used by social workers.

8.3 The question was posed to Board members this week around what tool is being used to help detect potential neglect within families, and is there a tool being used. Graded Care Profile 2 is now available to buy a licence for at a National level. Torbay has a Neglect Strategy which refers to the Graded Care Profile but this does not appear to be used across the partnership. Therefore a consistent method of helping score the level of neglect is not in place or measuring the journey.

8.4 RA advised Action for Children have their own Neglect Tool which is much the same as the Graded Care Profile. All staff are trained in this and it is used for all families being worked with. RA noted when cases are stepped down to Targeted Help the Graded Care Profile is not talked about. Due to this, the continued measurement to the journey which would highlight any dips is not being done.

8.5 JG shared that in health, appointments only a brief snapshot of the child is available and GP’s are not a position to carry out an in-depth assessment. Most of the difficult neglect cases which JG has been involved in have been where teachers/health visitors/GP’s have raised concerns but are not able to prove the concerns of neglect to the MASH and are not scoring on the thresholds.

8.6 RKp advised a challenge is staff aren’t seeing enough of the family to make an assessment. If a GP was able to identify the medical element of the Graded Care Profile, part of the picture is completed. It is felt that the completion of the assessment needs to be a multi-agency task.

8.7 JG explained the GP is unable to request information from the school in relation to attendance etc without consent from the parent.

8.8 NP agreed that even with evidence, the threshold is not being met. NP feels the Graded Care Profile is not being matched to the support needed.

8.9 RKt discussed how the form is not the solution. RKt suggested that if neglect is being identified but not meeting threshold, to take this through the MASH steering group and ask for focus and reflection on why that is. RKt reminded the Board the tool is for everybody, not just Social Care.

8.10 The Board acknowledged if the assessment of the risk was made right there is the potential to raise the issue of neglect. People are not always cognitively thinking and linking up issues as neglect. The form has been invaluable for some children however. 

8.11 RKt asked if the questions map across into the threshold. This will be looked into. 

8.12 IA explained the question was brought to the Board to firstly look to having a consistent understanding and approach to neglect; and secondly transparency and fairness in how the process is working. The tool is also for assisting people to work through to the same point, a working document approach. The concerns raised from the different agencies is that staff have different awareness and enthusiasm of the form. It appears that sometimes it is too much trouble to complete the form.

8.13 NH will take the details back to the MASH Steering Group with examples of where partners have felt the evidence was enough. Action.

8.14 JP shared that Health Visitors and School Nurses use the tool. Safeguarding Supervisors and Safeguarding Nurse Practitioners use the tool to support staff when they are concerned about neglect. The tool helps to gauge the situation, gain context and to build a picture.

8.15 CH advised from the MACA held in relation to CP Medicals will be a recommendation on how to focus on neglect where this cannot be highlighted in a CP Medical. This could assist in underpinning and supporting the tool.

8.16 JG suggested this is also looked at in relation to S47 enquiries where the numbers for neglect are six to seven times that of physical abuse. There may be specific information in health which is not being looked at properly, for example poor dental hygiene, overweight or underweight, non-attendance to appointments. GP’s refer all dental work to the dentist, so it may be the right person is not being asked for the information on the child. Dentist have shared that they are seeing a large number of problems currently.  JG feels the MASH under S47 needs to look in the right places for the health information to make a case.

8.17 CD agreed dental caries is a huge marker and there are real issues of this in Torbay. CD explained the form can be completed but is has to be known where to refer to. There is little at Level 2 and less at Level 3 meaning less opportunity to stop the issues from escalating. 

8.18 RKt asked if RKp’s presentation can be made available to Social Care.

8.19 NP responded in relation to Education she is not aware of the Graded Care Profile being launched or information on how it is to be used. NP does use the form as she is aware of it but there does not appear to have been a specific delivery of the tool. NH agreed part of the problem is there not being a training offer in relation to neglect.






	Action:
	By whom:
	Deadline


	 8.13 NH will take the responses to the MASH Steering Group with examples of where partners have felt the evidence supplied in the Graded Care Profile was enough.

	Nick Hollins
	MASH Steering Group meeting




	Agenda Item 9 – Looked After Children – Increase in Activity



9.1 JP discussed how Torbay have seen a significant increase in the number of looked after children and are currently the second highest in the country. Torbay has 129 per 10,000, Plymouth have 80 per 10,000; and Devon have 48 per 10,000.

9.2 JP advised the children looked after nursing team is a small resource and these numbers are creating pressure in ensuring RHA’s are completed, of which around 85% are. The nurses are focussing on this work and are not able to undertake preventative work.

9.3 The number of looked after children is at around 350, an increase of 25% over last 2 years.

9.4 The actual number of looked after children is not on the post Ofsted Improvement Plan. Work around the IHA timeliness and notifications are. Ofsted have not said Torbay have used care inappropriately, the criticism has been in the time taken to accommodate.

9.5 NH explained the issue has been raised to the Children and Young People’s Strategic Partnership. A piece of work is being undertaken to look at the needs analysis to get an underlying understanding on what is different about Torbay to cause the trend of young people being accommodated. Equally, once accommodated children and young people are not returning home.

9.6 CD advised the reasons are not clear and difficult to identify. Also, there are different patterns of service provision. National work is being undertaken on why so many young people are being accommodated.

9.7 A number of local authorities are looking at the needs analysis and the CCG are looking at the data.  This includes Wigan who have the ‘Wigan Deal’; Leeds and Southend-on-Sea all of whom have similar areas of deprivation but less looked after children. It has been identified this is not due to need. It may be the policies and practices in those areas which are different.

9.8 The Partnership meets quarterly with the next meeting being held in September 2019.

9.9 RKt raised caution in looking for quick fixes and previously numerous factors have been looked into as to why the numbers of looked after children continues to rise. Public Law Applications have been consistently high and currently around 79 children are in proceedings. Most other authorities are now reaching the same level as Torbay. Nationally, the data for the last financial year has not been made available, RKt suspects this will show a significant rise. Due to the number of children in proceedings there will not be a decline in the numbers of looked after children.

9.10 JP agreed the issue for health is to ensure sufficient resource is available in line with the numbers of children looked after.

9.11 CD acknowledged that not enough preventative work is being undertaken due to reductions and cuts in provision to the universal service. The Board have heard today how many problems there are around self-harm, neglect and mental health where budgets are being cut. The Partnership needs to give this consideration and response as the local authority alone do not have the funding to deal with and raise the issues.

9.12 CD left the meeting.

9.13 LD explained for all those children, data is also gathered on how they are doing. Being in care is protective but any drift to the point of accommodation can potentially cause more harm.  LD asked if there is a profile of children looked after, are the assessments clear on what the children need. Also to look at the services pre and post accommodation is more relevant than the figures.

9.14 RKp suggested due to there not being an increase in service provision to young people, the local authority have no option but to accommodate them. This in turn creates further strain on the resources.

9.15 JP will feedback the responses to Jane Viner.

9.16 LL left the meeting. 

9.17 RKt raised the challenge in finding local suitable placements for children. Children are being placed further away from Torbay due to the limited options available. This includes out of county residential placements which have time and budget implications and is disruptive for the child in terms of maintaining links with family, school and friends.

	Agenda Item 10 – Performance Report (Standing Agenda Item)



10.1 RKt’s report was circulated to Board Members prior to today’s meeting and is attached below.

10.2 RKt felt the discussions today have been encouraging as a number of the issues and actions have their root in the information from the Board over the last two years. As chair of the Performance group, this is positive due to being intelligence led enquiry. RKt noted specifically the rates of self-harm and the current MACA in relation to re-registrations.

10.3 The rise in child protection numbers over the last month is concerning. The number of children subject to a child protection plan is now at around 200.

10.4 In relation to contacts, there are around 700-750 every month from all partners including members of the public. This then leads to social care referrals of around 150. There have been three peaks of activity over the last 6 months of S47 enquiries.

10.5 In December 2018 there were over 100 children subject to a S47 investigation.  The two months following saw S47 investigations of 90 plus, a significant number for an authority of this size.

10.6 The outcome of the investigations causes subsequent increase in the number of ICPC’s being held. An emerging profile now is the higher basic rates of ICPC’s. The conversion rate is consistent with other authorities however.

10.7 This has been raised with the Assistant Director for further enquiry. This is a peak not seen at this level since around 12 months previous. 

10.8 Around 70% of children on a child protection plan will have a period of being looked after at some point, and is nationally recognised as the case.

10.9 DDB asked what impact Skylakes has had. RKt shared the outcomes for children will be in addressing issues of drift and delay by giving social workers lower caseloads and more time to work the cases with management direction. In Torbay, as a small local authority, for the teams to function effectively, the balance of staff and management needs to be sustained. The issues arise from gaps within teams due to staff leaving, sickness etc putting further pressure on colleagues to cover additional cases.

10.10 LD noted the Social Care section of the report details the number of children on plans due to physical abuse continues to rise. The performance measure does not assure that children who require medical assessments are receiving them. LD asked if there is further narrative behind this. RKt explained this was to advise the Board that although there is a rise in children being registered for physical abuse, there cannot be assurance that the need to adjust practice is happening on cases.

10.11 A ‘Deep Dive’ was undertaken for reassurance on this matter. Ofsted were also reassured in April 2019.

	Action:
	By whom:
	Deadline


	 Russell Knight’s Performance Report


	
	

	
	
	




	Agenda Item 11 – Any Other Business



11.1 NH advised Board Members that he is phasing back into his existing role in the Local Authority. As of yesterday Clare Farquhar was appointed as temporary Board Manager. Clare will undertake the day to day operational Board work and NH will continue with Plymouth overseeing the Working Together work.


	Chairs Signature



As Chair of this Torbay Safeguarding Children Board, I agree that these minutes are an accurate representation of the discussion and decisions that took place at this meeting.

	Signature


[image: F:\childrens services\Restricted\LSCB & SUB GROUPS\Signatures\Ian Ansell signature.jpg]

	Date

9TH July 2019

	Ian Ansell
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Torbay Safeguarding Children Board Actions


	Agenda Item
	Minutes No
	Action
	Action Owner
	Deadline

	Previous Minutes
	2018-12-13 4.12
	NHs will make enquiries to the TDAS coordinator on their current service provision. NHs will follow this up and send direct to Board Members.

	Nick Hollins
	June 2019

	Actions
	1.6
	JH to bring back clarification on how many of the completed forms were ViST, DASH or Encompass. JH will query what the Police process is and if one of the forms is missed, are children being identified for safeguarding.

	Jo Hall
	September 2019

	Previous Minutes; CSP Update and Turning Corners
	2019-03-21 2.25
	Threshold tool conversations in relation to adolescents to be held at the MET Subgroup.

	TSCB Coordinator / MET Subgroup
	April 2019

	Previous Minutes; CSP Update and Turning Corners
	2019-03-21 2.30
	A response to Alex Stuckey’s view to reduce threshold in Turning Corners will be formulated to seek assurance.

	Nick Hollins
	September 2019

	Previous Minutes; CSP Update and Turning Corners
	2019-03-21 2.31
	AS to provide case studies for testing within the MET and QA Subgroups. 13th June 2019. Alex Stuckey. NHs has received Case Studies which will be shared with Board Members.

	Nick Hollins / Lucie Saunders
	September 2019

	LADO Role
	2019-06-13 2.11
	LS will coordinate contact details from Board Members for CP to link in with as LADO.

	Lucie Saunders

	June 2019

	Working Together 2018 Update
	2019-06-13 3.3
	NH will email to the Board the Final Report including responses from consultations.

	Nick Hollins
	June 2019

	Future Training Arrangements
	2019-06-13 5.16
	NH asked for an Action to bring together a group for Health and Social Care to discuss identifying neglect and the referral processes for this.

	Nick Hollins
	June 2019

	Dartington Research Survey
	2019-06-13 6.21
	CH will request clarification on whether the data within the Dartington Research Survey and Good Childhood Index can be used and shared wider.

	Cathy Hooper
	June 2019

	Graded Care Profile / Neglect Tool
	2019-06-13 8.13
	 NH will take the responses to the MASH Steering Group with examples of where partners have felt the evidence supplied in the Graded Care Profile was enough.

	Nick Hollins
	MASH Steering Group meeting
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		Title:

		Update on Child & Family Health Devon



		Report to:

		    

Torbay Safeguarding Children Board





		

Agenda Item No.



		



		

Prepared By:



		Cathy Hooper

		Contributors:

		 Siobhan Grady



		

TSCB Organisation:



		NHS Devon CCG



		

Date Prepared:



		03/06/2019

		Date of Meeting:

		13/06/2019



		1. Purpose



The purpose of this report is to provide an update to the Board on the progress of the transition of Children’s Services into Child and Family Health Devon, identifying any risks associated and outlining actions to be taken.





		2. Summary



3.1 The procurement of new contracts for children and young people’s services formerly            provided by Virgin was successfully concluded in November 2018 and went live on 01st April. 

3.2 The Alliance, now known as Child and Family Health Devon, is a collaboration of NHS organisations who provide services across the Devon County Council and Torbay Council footprint.

3.3 Livewell Southwest remain the provider of services in the Plymouth City Council footprint, working to significantly updated service specifications which will see the continued integration of services.

3.4 A transitional period has been agreed with the new provider within which the commissioner is establishing the contract review governance arrangements and clarifying the implementation of the Outcomes Framework. There is also a review of service specifications to absorb any policy changes.

3.5 The provider themselves has been reviewing the services that make up the contract and ensuring a safe transfer of children, young people and workforce. 



Services provided by Torbay and South Devon Foundation Trust:

· Occupational Therapy

· Speech & Language Therapy

· Learning Disability Team

· Community Children’s Nursing Services

· Palliative Care Service

· Autism Assessment Service

· Specialist School Nursing 

· Children in Care Service

· Single Point of Access



Services provided by DPT (contract held by TSDFT)

· CAMHS



Services provided by Devon County Council

· Public Health Nursing (Health Visiting & School Nursing)

· Portage

· ROVIC Service (Rehabilitation for Visually Impaired Children) 

· Children’s Homes (short breaks)



Services provided by Babcock Learning & Development Partnership

· MSI & Enabling Services



Services provided by Ocean Healthcare (framework managed by CCG)

· Complex Care home based team





		3. Safeguarding Risks Identified by CCG



3.1 Assurance is required from the provider regarding their ability to meet Section 11 requirements specifically in relation to the following:

· Capacity of Named professionals to provide leadership, oversight, training and supervision to staff ensuring they understand and are competent to carry out their safeguarding responsibilities

· [bookmark: _GoBack]Adequate staffing within the Looked After Children Team to ensure health needs are appropriately identified and addressed in a timely way through the statutory health assessments process

3.2	Additional concerns have been highlighted in relation to the transfer of safeguarding processes, specifically in relation to the following:

· Being CQC inspection ready

· Management of internal safeguarding reviews

· Contribution to SCR/CSPR process and any outstanding action plans

· Transfer of IT systems





		4. Next Steps



4.1 Legacy document has been shared with the Provider outlining risk in more detail and noting impact on the children and young people.

4.2 Designated Nurses for Safeguarding Children are due to meet with the Managing Partner for Child and Family Health Devon, and the System Director of Nursing and Professional Practice for TSDFT on the 17th June to discuss and review the risks identified.

4.3 Designated Nurses have requested regular safeguarding agenda item on the Contract Review Meetings.

4.4 If the Designated Nurses feel there remains a system risk to children and young people then consideration will be given to placing this on the CCG corporate risk register.



		5. Recommendations



5.1 The author of this report requests the Board accept the Next Steps identified within this report.

5.2 The author also seeks to ensure that the Board are assured there is clear oversight by the CCG Safeguarding Team regarding the risks highlighted in in Section 3, and that any future concerns will be reported by exception as appropriate.
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		Title:

		Training Options



		Report to:

		    

TSCB Members





		

Agenda Item No.



		



		

Prepared By:



		Lucinda Wills

		Contributors:

		Training, Learning and Development Sub Group



		

TSCB Organisation:



		Training, Learning and Development Sub Group



		

Date Prepared:



		3rd June 2019

		Date of Meeting:

		13th June 2019



		1. Purpose



This report has been written following discussions at the TSCB Delivery Group (May 2019).  The report looks to the future of multi-agency safeguarding children training offered by the Torbay Safeguarding Children Board post 31st March 2020.







		2. Summary



Currently Torbay Safeguarding Children Board through Children’s Services commissions and delivers training courses at level three which are the bought by agencies across Torbay in line with Training and Development Strategy (2015).  This training is set against the inter-collegiate document for health to create training standards for levels 1-5, therefore providing robust learning outcomes for group 3 staff.  This report is focused purely on the paid for training such as the Safeguarding Children Foundation and Refresher courses not the Best Practice Forums which are currently paid for by the TSCB in full.



Currently training is purchased by the agencies either upfront (as ‘partners’) or on a pay as you use basis (‘non-partners’).



Although this training has been evaluated to a high standard and is monitored by the sub group, not all agencies have accessed places through the TSCB and some have moved to providing their own or accessing from other sources (no current process in place to ascertain whether this meets TSCB training standards as this currently goes against the aforementioned strategy.  Recently, there has been a commitment from the joint TSCB and PSCB away day (May 2019) to commit to multi-agency training with a kite mark to quality assure this training e.g. agencies to purchase non-TSCB multi-agency training approved by the TSCB.



Looking forward to the end of the current training contracts (31st March 2020), the TSCB members are being asked what they will commit to from April 2020:

· The proposals set out below within the three recommendations (box below).  From this the TSCB members to agree how courses will be funded from April 2020. 

· Current funding formula as stated above.

· All courses to be funded by the TSCB with a charge for training places not attended/ cancelled within notice period in line with other LSCBs.

· Alternative third party provision (quality assured by the TSCB) or

· No involvement of the TSCB in the provision of safeguarding children training.



The recommendations below are part of actions set for the sub group by the delivery group and include a review of the evaluation feedback from courses and as part of the improvement journey for Children’s Services.



Whilst the TSCB members are considering these recommendations, work is being undertaken to establish how this offer matches across to that of Plymouth Safeguarding Children Board and where shared learning opportunities/ contracts can be accessed.  It must be noted that the TSCB has agreed to implement Signs of Safety which is currently built into training contracts and that Devon and Plymouth do not subscribe to this model.







		Recommendations



1. The training course proposals were put forward to the TSCB Delivery Group by the Training, Learning and Development Sub Group are agreed by all TSCB members; that in addition to the level 3 Safeguarding Children Foundation and Safeguarding Children Refresher the following courses are offered by the TSCB.  Including where these are noted to be mandatory TSCB members for each of their agencies agrees for this to be enforced to enable true multi-agency training to be offered.

2. Where TSCB members are working across geographical areas, they clearly state them to detail what they would commit to for point 1.

3. Where the ‘Safeguarding Practice Guidance’ learning opportunities are detailed, TSCB Board members to agree on subjects and decide on prioritisation to move these forward.





· Mandatory Training:

· Level 2 (NEW) to supplement in-house level 2 training (e.g. Introduction to Child Protection)

· Hearing and Observing (recording concerns of behaviour they observe for children and adults).

· Managing and Recording Disclosures (this course would purely focus on allegations including repeat disclosures).

· Level 3 (NEW) specialist course

· Managing and Recording a Disclosure (as per above from the viewpoint of a level 3 practitioner in terms of making a referral, recording these concerns as potential court evidence).

· Induction for Designated Safeguarding Leads (e-learning on initial start to be supported by once a year induction/ refresher for all DSLs within Education).

· Child Protection Conferences

· Part 1: e-learning based to focused on purpose of ICPC, child protection plans, escalation policy and cases transferred into Torbay)  initially voluntary to a view of becoming mandatory for all those attending child protection conferences after 12 months.

· Part 2: class based course to build the skills required to be involved within conferences such as ability to verbalise concerns openly and professionally in front of parents and other professionals



· Specialist Level 3 courses

· Allegations Against Staff and Volunteers

Workshop ran by the LADO and HR team to cover:

· Whistleblowing,

· Links to HR legislation.

· Governance roles of trustees and directors in the process and allegations against,

· Notifying processes e.g. OFSTED, Charities Commission, DBS, professional bodies.

· Safer Recruitment training (how it can help)

· Finkelhor Hall Model/ Marcus Ergoo

· Recognising fake documentation.

Possibility of this linking to Safer Recruitment courses being offered by Torbay Council’s HR team for interested parties to attend.



· Safeguarding Practice Guidance – either as e-learning, half day session with toolkits for delivery in team meetings or future Best Practice Forums.  Those in bold have previously formed specialist courses.  To be centred around the SWCPP.



· Bullying,

· Exploitation including modern slavery and trafficking

· Child Sexual Abuse including harmful sexual behaviour

· Children and families that go missing.

· Private Fostering,

· Children missing from education, care and home.

· Unborn baby including concealed pregnancies.

· Children of parents with learning disabilities,

· Children of parents with mental health problems,

· Children of parents who misuse substances

· Children with Disabilities

· Fabricated or induced illness

· Historical abuse

· Neglect

· Self-harm and suicidal behaviour



· Level 4 Induction training – e-learning (mandatory)

Generic induction information required at this level including:

· Teams across Torbay (contact information and service delivery)and 

· Table of who’s who (generic and specialist).  For key roles (including board members), description of roles and photos.
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Challenges and Opportunities
for Mental Health System
Reform and Investments

In Prevention

System Dynamics Modelling and epidemiological data to
inform.commissioning decisions in South Devon and Torbay
Clinical Commissioning Group

MARCH 2018






EXECUTIVE SUMMARY

The Five Year Forward View for Mental Health, published by NHS
England in 2016, highlights the unprecedented challenges faced
by mental health systems across the country: rising demand,
growing expectations of the system, and budget constraints.

It proposed priority actions:

»  24/7 access for those in need or crisis;

= integrated physical and mental health service provision;

= greater support in the community;

= astronger emphasis on prevention and early intervention.

To support their implementation of these actions, Clinical
Commissioning Groups (CCGs) and local councils across England
are developing Sustainability and Transformation Plans (STPs).

The South Devon and Torbay CCG - part of the Wider Devon STP
footprint - has a complex profile of need. Itincludes pockets of
significant economic disadvantage - particularly in the Torbay
area - associated with poor outcomes across a range of domains,
including lower than average life expectancies and higher than
average rates of hospital admissions for alcohol, drug and mental
health conditions.

In addition, analysis of the adult mental health system undertaken
by Carnall Farrar suggests a financial challenge to the local adult
mental health system of up to £20 million by 2020. This suggests
that system reforms are required in order to deliver efficiencies
and make provision for investments in prevention and resources in
the community.

In light of these challenges, the South Devon and Torbay CCG
partnered with the Dartington Service Design Lab to apply system
dynamics modelling techniques and undertake a comprehensive
survey of children’s mental health and wellbeing. This work

was undertaken to help inform strategic decisions about the
design and delivery of mental health services in the region, and

in particular to help inform investments in prevention and early
intervention.

System Dynamics modelling

System Dynamics Modelling is one approach to identifying how
systems behave, learning what rules govern these behaviours,
and simulating what changes could be introduced to what effect.
The mental health system is an appropriate candidate for the
application of a system dynamics approach. It is a complex and
adaptive system; that is to say, behaviours and actions in one part
of the system have a knock-on effect on others.

As part of this work we brought together over 75 system leaders,

managers and practitioners working across local mental health, as
well as young people and adults with mental health difficulties and
their carers who have experience of the local system and services.

The first stage involved developing system maps to gain a
coherent overview and conceptualisation of the local child and
adult mental health systems. These maps gave skateholders a
shared and nuanced understanding of the structure of the system
and the opportunities and barriers to reform.

The next stage focused on identifying the key challenges in
different parts of the system: Community Mental Health teams,
Child and Adolescent Mental Health Services, primary care, V/CS/
Third sector and users themselves. Several challenges were
common across these areas and these were condensed down
to two over-arching questions: (1) How can people experiencing
challenges to their mental health be supported and ‘held"

by schools, communities and primary care? and (2) How can
community mental health and crisis teams most effectively
support those in need and aid the process of recovery?





Following this, we held workshops that aimed to understand the
dynamics, and explore factors that contributed to or exacerbated
the challenges faced. These exercises helped to qualitatively
identify where ‘vicious circles’ or negative reinforcing loops might
be operating within the system. For example, a high workload
increases practitioner stress, increasing the likelihood of burnout
and staff vacancies, reducing the number of practitioners, which in
turn further increases the workload of remaning staff.

The identification of likely feedback loops underpinned our
subsequent development of a computer simulation model.

The system dynamics model allows us to simulate the current
functioning of the system, and to introduce hypothetical changes
to that system in order to observe the likely consequences of such
reforms. The current model focuses on two potential reforms:
brokerage support and additional supports in the community. The
structure of the model has been tested, although it needs to be
populated, refined and tested with local data.

The ChildrenCount Wellbeing Survey

These activities led to an understanding that reforms to the
current system cannot alone alleviate the pressures on that
system or in the wider community. The mental health system
is designed to respond to need, which is currently far greater
than the level to which the system has the capacity to respond.
Prevention and early intervention is required alongside system
reform.

To inform the focus of prevention and early intervention efforts,
the Dartington Service Design Lab conducted the ChildrenCount
Wellbeing Survey with 30% of all children in all schools across
South Devon and Torbay between October 2016 and July 2017
(5,970 children from 53 primary and 8 secondary schools
participated). The survey measures children’s mental health
and wellbeing, alongside risk and protective factors related to
children’s family life, school, peer groups and community, using
standardised and validated tools.

The pattern of need is consistent across the area, and not

just concentrated in the Torbay area, as existing data would
suggest. The data, from across the region, indicates elevated
rates of anxiety and depression, poor emotional regulation, poor
engagement with school, offending behaviour and substance
misuse, with all being higher than typical.

The data also suggests a series of elevated risk factors in relation
to home and family life, with higher than typical rates of poor family
management (i.e. inconsistency in rules, routines and parental
monitoring) and family conflict. There appear to be a number of risk
factors in the family/home environment that may be associated
with risky behaviours. Standing out in particular are highly
permissive parental attitudes to substance misuse, at around 50%.

The data indicates higher than typical rates of bullying and

fairly typical rates of adult-to-child support and friends’ use of
substances. With regards to community factors, the data indicate a
reasonable physical and housing environment although poorer than
typical levels of social cohesion and informal social control (referred
to as collective efficacy, i.e. the way in which a community comes
together to solve its own challenges).





Recommendations

Based on both the system modelling work and the survey we
have developed the following recommendations for the CCG and
partners. They are explored in greater depth in the full report.

Invest in universal evidence-based programmes delivered

in schools to promote social and emotional well-being and
reduction of risky behaviours.

Ifimplemented at high quality and at scale, these approaches
have the potential to improve the mental health and wellbeing

of the local population of young people over the long-term. This
may, over time and in tandem with system reform efforts, reduce
pressures on the mental health system (as long as the dynamics
of the systems are well-managed).

Invest in: (a) targeted evidence-based parenting support
programmes in the early years; and (b) family-oriented
therapeutic programmes for those already experiencing
difficulties.

If implemented at high quality and at scale, these approaches
have the potential to help prevent emerging difficulties escalating
into more entrenched difficulties that put pressure on families,
communities and the mental health system.

Invest in public health approaches to positively shift attitudes,
expectations and norms in relation to substance misuse.

Small shifts in attitudes, expectations and norms at the
population-level may translate to demonstrable reductions in
risky behaviour, mutually supporting more targeted approaches.
This would require a well-designed public health awareness and
behaviour change or ‘nudge’ communication strategy, utilising a
range of channels of communication (including physical and social
media).

Further explore the consequences of brokerage support
Preliminary modelling work suggests that the introduction of
some form of brokerage support to help navigate what is a
complex mental health system, either for practitioners in schools,
primary or secondary care, or directly for those requiring support,
may help reduce reassessment and ensure people receive a timely
and appropriate service. From the wider literature there are calls
for the deployment of brokerage support or ‘navigators' in health
and mental health systems, although the empirical support is
limited.

Further explore the consequences of enhanced provision in the
community

We identified a lack of supports in the community to aid those
recovering from mental difficulties. As such, they tend to remain
on caseloads of already pressured community mental health
teams. System modelling suggests that the introduction of
some form of recovery house in the community may help reduce
escalation to crisis and promote a greater focus on recovery
objectives. Evidence suggests positive individual and system-
level impact of such approaches. However, this alone will not
necessarily reduce the pressures on the whole mental health
system; more likely it will re-direct the pressure from one part of
the system to another.

Invest further in developing and refining the model

The simulation model developed to date is a bold and innovative
model of a complex system. However, the model requires further
exploration, validation and data, and tailoring to specific local
contexts. This will help investigate the impacts of brokerage

and community support, simulate other system dynamics such
as workforce dynamics as well as exploring other commission
options that were proposed as part of the stakeholder
engagement work such as increasing the tolerance for risk related
to referral, assessment and discharge. The next iteration of the
model should include costs and capacity.
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PART 1 Introduction

National back-drop

All mental health systems in the UK are facing
unprecedented challenges. As highlighted in the Five
Year Forward View for Mental Health (FYFV-MH'),
these include rising demand, growing expectations

of the system and budget constraints. FYFV-MH
presented a series of priority actions for the NHS
including: 24/7 access for those in need or crisis;
integrated physical and mental health service
provision; greater support in the community so that
individuals can lead healthy lives; and a stronger
emphasis on prevention and early intervention so that
children and adults do not become il in the first place.

Clinical Commissioning Groups (CCGs) and local
councils across England are working hard to develop
Sustainability and Transformation Plans (STPs) in order
to make lasting and sustainable improvements in

the provision of health and social care, based on local
needs and context. 2

THEFIVEYEAR
FORWARD VIEW FOR
MENTAL HEALTH

A report from the independent Mental Health Taskforce to the NHS in England
February 2016

Local back-drop

South Devon and Torbay CCG - part of the Wider Devon
STP footprint - has a complex profile of need. This
includes pockets of significant economic disadvantage
- particularly in the Torbay area - associated with poor
outcomes across a range of domains, including lower
than average life expectancies and higher than average
rates of hospital admissions for alcohol, drug and
mental health conditions (as illustrated in the Public
Health Profiles in Figure 1 on the following page ). This
is contrasted with what looks to be a more positive
picture of need in the South Hams area and a more
mixed picture in Teignbridge.
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Balancing System Reform and Prevention

In addition to a complex profile of need, analysis of
the adult mental health system undertaken by Carnall
Farrar suggests a financial challenge to the local adult
mental health system to the tune of up to £20m by
20204

This profile of need and the financial back-drop
suggest that system reforms are required in order

to deliver an effective and sustainable mental health
system whilst at the same time making provision

for investments in prevention and resources in the
community. The work described in this report outlines
some tools and approaches that may inform such
thinking.

Figure 1: A split profile of local need:

Torbay South Hams Teignbridge
Domain Indicator England Range England Range Englandrange
1 Deprivation score (IMD 2015) # O | | o} IO
8 2 Children in low income families (under 16s) e ¢ |1 ¢ 0 | 4@
E 3 Statutory homelessnesst o e
§ 4 aCSEs achievedt o W o ™)
8 5 Violent crime (violence offences) e v 1*0 ¢ @
6 Long term unemployment e o | «0 | @
" 7 Smoking status at time of delivery e a o
B2 g sreastieeding iitation | & | 0 | &
% gﬁ 9 Obese children (Year 6) D e | & o] | Y™
§ g 10 Alcohol-specific hospital stays (under 18) ® 4| L 4.2 ol
11 Under 18 conceptions [ ] | & |l @
_ B, 12 Smoking prevalence in adultst or £ Xo) e | o
g%f 13 Percentage of physically active adults o | e [ ) | 0
2% 14 Excess weight in adults e e, 2 | & (&)
15 Cancer diagnosed at eary stage # e "% O o}
§ 16 Hospital stays for self-harm | ¢l0 e O
g 17 Hospital stays for alcohol-related harm [ 2 %0 o
g 10 Recorded dabetes L NS L X J o
§ 19 Incdenceot T8 (<] e ol
g} 20 New sexually transmitted infections (STI) > o o
21 Hip fractures in people aged 65 and over Q¢ 90 o
22 Life expectancy at birth (Male) ole EX ] 4«0
§ 23 Life expectancy at birth (Female) a e | & o] o)
i 24 Infant mortalityt de e © e @
§ 25 Killed and seriously injured on roads © o 100
8 26 Suicide ratet o
B 27 Deaths from drug misuse # «
E 28 Smoking related deaths Qe | 0
Zi 29 Under 75 mortality rate: cardiovascular o ¢ |l @ )
& 30 Under 75 mortalty rate: cancer |0® lee@ | 0
=31 Excess winter deaths Ole I* 0 e °

* Note: Parts but not all the South Hams and Teignbridge geographical footprints sit within the South Devon and

Torbay CCG boundaries.

This data can be accessed here: https:/fingertips.phe.org.uk/profile-group/child-health/profile/child-health-overview
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Vanguard: response to the challenge

South Devon and Torbay CCG is one of fifty NHS
England Vanguard sites, each of which has been
charged with developing innovative models of care to
act as blueprints and inspiration for the wider health
system.®

As part of this initiative, the CCG partnered with the
Dartington Service Design Lab (known at the time as
the Dartington Social Research Unit): a research charity
committed to developing innovative approaches to
tackle challenges faced by public systems.

The Lab has worked closely with the CCG and a wide
number of stakeholders from across the mental
health system. In addition, we have benefited from a
partnership with the Social System Design Lab in St.
Louis (US) &, and PenCHORD - part of PenCLAHRC 7 in
the south west of England.

The Dartington Service Design Lab has worked with
the CCG to:

= Conduct extensive engagement activities across
the local child and adult mental health system;

= Map the child and adult mental health systems
and build a series of simulation models to inform
system reform efforts;

= Undertake a rapid of review of relevant system
reform literature; and

= Undertake a comprehensive survey of children’s
mental health and wellbeing across the
community to inform prevention efforts.

This is, to our knowledge, the first time such an
extensive application of system modelling of the
mental health system has been undertaken in UK.

This report summarises this first phase of the work,
key messages and recommendations.
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Health and social care systems need to be understood
as complex adaptive systems. Systems tend to
self-regulate, and changes to one part of a system

will likely have knock-on effects to another, either as
intended or unintended consequences. &°

System Dynamics Modelling is one approach to
identifying how systems behave, learning what
rules govern these behaviours, and simulating what
changes could be introduced to what effect (without
necessarily going ahead and making those changes
right away).™

Developed and initially applied in the context of areas
such as supply chain management, transportation,
corporate planning and economic behaviour™,

the approach has in recent decades been widely
applied in healthcare systems, nationally and
internationally.23

The value of taking a systems perspective in relation
to mental health has long been recognised, yet not
often acted upon (see, for example: Old Problems, New
Solutions™).

The mental health system is an appropriate
candidate for the application of a system dynamics
approach. Itis by a process of design and evolution
a complex and adaptive system. Broadly defined,
the mental health system is comprised of different
elements - GPs and others working in primary care,
liaison psychiatry in A&E and hospitals, assessment,
community mental health and crisis teams, and acute
inpatient care. Behaviours and actions in one part of
the system have a knock-on effect on others. Some
effects are likely to be intended and positive, but
there may also be unintended consequences.

There has been some application of system dynamics
modelling in relation to mental health systems,
although typically this has focused on small sub-
sections of the system.’®"781° The work described
here is, to our knowledge, the first time the approach
has been so broadly applied.

11
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As illustrated in Figure 2, there are five main steps in
building a system dynamics model:

« Defining the problem;

= Conceptualising the system;

= Creating an initial simulation model;

« Validating and analysing that model; and

= Transferring insights and ownership to the
system.

As illustrated by the feedback arrows, the process is
somewhat iterative, with learning from one phase
often requiring earlier assumptions to be revisited.

Figure 2: Stages of system dynamics model building

Transferring insights
and ownership

Validating and
analysing

\

Defining problem

“~

N—

Conceptualising

Creating/formulating
model

system
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System and User Perspectives

Central to all work of the Dartington Service Design
Lab is a strong emphasis on fusing science-based
approaches with authentic user and stakeholder
involvement.

science-based user-centred
design design

Throughout this work a wide range of professionals
working across the local mental health system have
been engaged (including over 75 system leaders,
managers and practitioners), as well as those who
have experience of using the system including young
people and adults with mental health difficulties and
their carers.

Conceptualising the System

The starting point for the work was to get a coherent
overview and conceptualisation of the local child and
adult mental health systems and to start defining the
problems that would later be modelled. We drew and
refined a series of ‘maps’ of the existing child and adult
mental health systems, introduced on the following
pages.

This was done by conducting interviews with
numerous stakeholders from across the mental
health system, including system leaders, managers,
practitioners and data leads. We ran workshops with
groups of people with direct experience of using or
accessing support from the mental health system,
including: one with young people (the Have Your Say
group); one with young carers; and one with adults.

This engagement culminated in November 2016 when
we convened over 70 people from across the system
at Dartington Hall.

13
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Introduction to Stocks and Flows

Before these maps of the system are introduced, we
first introduce some important concepts of system

dynamics modelling: stocks and flows. Non-CCG Tel CCG Tel
Helpline Helpline

A'stock’ is a representation of an accumulation of an

activity or flow. In the example here, there is a tangible ,
Directed to GP

by CCG Tel

ﬁ Recovery 2

. . irected
stock (or number) of people going to see their GP who [L';e:_tgcéoér

present with some mental health concern. There are
also stocks of people calling a helpline.

GP

A'flow' is the way in which stocks are either added to
or reduced. These flows are representations of activity CD:g:D

over time. Flows are controlled by implicit or explicit Self referral

policies or practices - in this case, helplines referring %

people to a GP - which determine how quickly stocks

accumulate or reduce. Assisted appointment
(w/outside practitioner
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Building up the system map
A map of the adult mental health system was gradually built up in this way. Main entry points to the system are highlighted in blue boxes: GP, A&E, emergency

services and community hospitals, and flows in and out of liaison psychiatry services. In is the Depression and Anxiety Service (DAS), or in the South Hams area,
Counsellor South West. In pink is the Mental Health Assessment Team (MHAT).

Self referral

Crisis to A&E U(

Community Hosp
&
Minor injury units

Referral Comm
to A&E

B—

Other emergency
services

Self refer to A&E R

Assisted appointment

—— 2

Taken to A&E

O< oluntdfy entry

Not MH issue

Referral GP to A&E

%8:9 General Hopsital

Medical issue
Referral
Hosp
Passed to to MHAT

Liasion Psych

~

Disturbance

Oo—0—
O—0—>

Referral CRHT
to police

Taken to POS 0(

&

Referral A&E to
Liasion Psych

Si ted LA
gnposte Liasion Psych

Signposted 3rd sector

to CCG tel
Referral CCG tel to A&E
CCG Tel
Referral Non-CCG to A&E helpline
Non-CCG
Tel Helpline
Self referral to Referral CCG to GP
Non-CCG tel Referral
N-CCG to GP
Self referral to GP % D R
e S O——C— Referral DAS 0 GP
GP

Referral

Referral GP
to MHAT

Mental Health

(MHAT)

Assessment Team

CSWto GP Self referral
to CSW
Sent back
to GP 5
R Recovery 3

Referral CSW to MHAT

K R

Referral DAS to MHAT

5—>0

Recovery 2

Self referral
to DAS
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Building the maps further, here in blue are
the community mental health teams and
other related services. In yellow are the
crisis home recovery teams and step-
up/step down provision. In pink is acute
inpatient care.

Self referral

Recovery 2

K—0—0

Self referral
to DAS.

Referral DAS
0O “ocrur

o 10 CCG tel
Referral CCG tel to ABE
ccaTel
Referral Non-CCG to ARE helpline
& Noncca
Tel Helpline
crisisto AsE [} =
Self referral to Referral CCGto GP
Non-CCG tel Referral
N-CCG to GP
Community Hosp Referral Comm
o Lo AGE o Selfreferral oGP 52 ~ =
Minor injury units =
O=8= Referral DAS to GP
= ARE Self refer to ARE = Assisted appointment GP y
Other emergency Taken to ARE Referral GP to ARE Referral Movement
services CsWtoGP Self referral between
o con services
General Hopsital
Referral GP
Medical issue o AT Sent back
toGP
e Referral O<‘1=E 3= csw
Hosp = Recovery 3
OO vount}yentry Passed to to MHAT
Liasion Psych
Not MH issue Referral CSW to MHAT
Mental Health
Assessment Team =
Referral ABE to
Disturbance Liasion Psych Referral DAS to MHAT
Police Signposted LA
Liasion Psych Referral Referral CSW
O=8=l'> to MHAT
to CRHT
Referral CRHT O °
topolice Signposted 3rd sector < b
Taken to POS Referral Police Referral GP
to CRHT to CRHT m . ! R Referrals between CRHT & R
O<‘1=8= Psych Place Referral Liasion o A
Recovery 1 of Safety to CMHT
Referrals between
CRHTECMHT Recovery 8
Referral GP
NEW Devon E Admitted to CMHT
outof area bed Early Intervention
to Haytor Referral
Ifno beds Referral CRHT =8=l‘> (Psychosis) ;€ e BC
to Haytor Referral EiP wetllral
A Community Mental w0 CMHT efgral
= Health Team CRifr2
(CMHT Referral Referral
Other out of - = from GP MHAT
K ——( ,)= Haytor Ward
areabed (PIC) [~ aertier
Referral CMHT Referral from
7

Transfers based on

to Haytor MHAT to CMHT

bed availability .

Locked rehab
To/from secure unit

=

Dual diagnosis
Strategy Board

el e S

Recovery 7

Step down
from Cypress

0| Drug &Alcohol

]

Referral Haytor to D&A

Self referral to CMHT

=

Referral MHA]

[F( to D&A

Referrif from
Probfition

T
Recoffry 5

Step up/down
between services

o O

RecofPry 6
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Through the same process, a map of
the Child and Adolescent Mental Health
(CAMHS) system was also produced.
The broad structure of the system is
similar - in that there are assessment,
community, crisis and inpatient
elements. The main points of difference
are the lower levels of spend and
associated provision, alongside a more
complicated provider relationship across
South Devon and Torbay.

0C

Early|

CPH ref refef

0C

rral 1

=

Health&Social
care referral

Self-referral (2)

O

Schifols 6 O
o Light touch
advice
Police referral & guidance
elp
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Non-CCG referral
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Insights from system mapping

This way of mapping the whole system had never
been undertaken before. Not only was this a useful
foundation for our work, it was, in and of itself, of
significant value to those overseeing and working
within different parts of the system.

It allowed those commissioning or working within the
system to appreciate its complexity and how one part
of the system relates to an other.

Key messages:

=  First time that mental health services
commissioned by the CCG have been mapped in
full.

= Helped emphasise the complexity of current
service arrangements.

« Helped enable each part of the system consider
their inter-relatedness with other parts.

Framing the challenges

Once the underlying structure of the system was
mapped, the work focused on understanding and
framing some of the key challenges and dynamics
operating across the system.

This was an iterative process. Insights were gained
from the aforementioned interviews with stakeholders
across the system (including young people, adults and
carers) and the 2-day Dartington event. We also held
separate cluster workshops focusing down on specific
parts of the system: (i) primary care; (i) community and
crisis teams; and (i) CAMHS.

Insights were initially gained via a series of group-
based exercises, including the creation of ‘connection
circles' as illustrated to the right. Influences upon the
system are placed around the circumference of the
circle and arrows drawn within to illustrate how they
relate to one another.

18
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Clustering of challenges

The main themes are clustered in the figure below, represented by five overlapping circles. The dark purple circle relates to challenges identified by Community Mental

Health Teams (CMHTs). The green circle relates to those identified by Child and Adolescent Mental Health Services (CAMHS). The pink circle relates to those challenges

identified by primary care. The blue circle relates to those identified by users of the mental health system or their carers. The relates to those challenges
identified by the VCS/Third sector.

Over-specialisation and
decentralisation

High caseloads,
stress and burnout

Low tolerance
for risk

Limited focus
on recovery
objectives

Time-lag between
assessment and support

Increase in
complexity of cases

Limited
personalisation

Limited knowledge
about the mental health
service ‘offer’

Repetition of
your story

Limited
supports in the Individual rather
community than family focus

Limited
knowledge
about VCS ‘offer’

Limited support
before difficulties
escalate

Limited knowledge and
training about mental
health
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Narrowing down the challenges

There were numerous highly informative insights gained from engagement with both professionals and people using services and their carers. As can been seen, a great
many of the challenges raised by stakeholders in one part of the system are also felt by others in different parts of the system (reflected by the overlaps of the circles). It has
not, at this stage, been possible to focus on all challenges raised. However, those highlighted in bold black are those that we have acted upon and sought to develop in the

models described in due course. These were identified within cluster workshops and by system leadership as priority and inter-related challenges that were also amenable
to modelling work.

Over-specialisation and
decentralisation

High caseloads,
stress and burnout

Low tolerance

. for risk
Limited focus orrs
on recovery -
objectives

Time-lag between
assessment and support

Increase in
complexity of cases

Limited
personalisation

Limited knowledge
about the mental health
service ‘offer’

Repetition of

High Limited your story
demand supports in the Individual rather
(in-flow) community \ than family focus
Limited |
knowledge

| about VCS ‘offer’

Limited support
before difficulties
escalate

Limited knowledge and
training about mental
health
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Clustering of challenges

The challenges presented by stakeholders from across
the mental health system were condensed down to
two over-arching questions, applicable to both child
and adult systems:

= How can people experiencing challenges to
their mental health be supported and ‘held’ by
schools, communities and primary care?

= How can community mental health and crisis
teams most effectively support those in need
and aid the process of recovery?

Exploring the System Dynamics

Once the underlying structure of the systems was
mapped and the key challenges and questions clarified,
the focus shifted to identifying some of the dynamics
operating within and across the system.

Workshops were facilitated to identify those factors
operating across the system that contributed to or
exacerbated the challenges faced, as well as to explore
some of the ways in which these dynamics could be
mitigated (separate workshops focused on primary
care, community mental health and crisis teams and
CAMHS).

Causal Loop Diagrams

During workshops focused on primary care, crisis
and CAMHS, a series of ‘Causal Loop Diagrams' were
developed to explore how the identified influences
may interact with one another.

These exercises helped to qualitatively identify where
'vicious circles’ or negative reinforcing loops might be
operating within the system.

For example, the loops to the right illustrate two
negative reinforcing loops. A high workload increases
practitioner stress (indicated by a '+' sign), increasing
the likelihood of burnout and staff vacancies, reducing
the number of practitioners (indicated by a '- " sign),
which in turn further increases the workload. This
reinforcing loop is labelled R1. A high workload also
reduces the time available for peer support, increasing
stress, further compounding the challenges (R2).

The identification of likely feedback loops formed
the basis upon which models were subsequently
developed.

Burnout/

Vacancy Tt

Number of
practioners R1 Stress _

M e

Workload
R2

Peer
Support
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Building out the Causal Loops

Further consequences are hypothesised in relation
to impact of burnout on the level of practitioner
experience in the system and the effect that this is
likely to have on the quality of supervision and stress
(R3).

The group modelling work also identified areas
where these vicious circles may hypothetically be
mitigated. Note the addition of strong leadership and
management increasing a practitioner’s tolerance
for risk, in turn reducing the number of cases and
tempering the negative reinforcing loops. This is
referred to as a balancing loop (indicated by B1 in the
figure).

Burnout/
Vacancy
Number of R1 Practmoner
practio(ners Stress Experience
+°  High
+ Workload
Peer
Support
Quallty
Supervision
Number of
cases
- B1

Tolerance
for risk

+ Strong leadership
and management
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Continuing to build out the Causal Loops

Further influences and dynamics were built into the
Causal Loop Diagram, including those focused on
the available cognitive bandwidth (or 'headspace’) of
practitioners, timeliness and quality of assessments
and knowledge and availability of supports and
services.

These identified dynamics formed the basis of those
influences upon the mental health system that have or
can be represented in the system dynamics simulation
model described in subsequent pages.

Development of the simulation model

The mapping exercises and creation of Causal Loop
Diagrams formed the foundation upon which an

online computer simulation model was built. This will,
depending on resourcing, be populated and refined
with local data. An interface allows users to simulate
the current functioning of such a system, and to
introduce hypothetical changes to that system in order
to observe likely consequences of such reforms.

Appendix 3 provides an illustration of the underlying
structure of the system dynamics simulation model,
for those who are interested in the technical details.

Correctly |dent|fy
needs

\

* Appropriate
service
provision
+r ¥

Brokerage

of available

supports
+

Bandwidth
Time for

assessment
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cases

D
Availabity and trust
+ in community supports

+
Vacancy
Quahty of Number of

assessment pract|oners Stress 4
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+ High
+ Workload
Cognitive

Burnout/

Practitioner
Experience

Peer
Support
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for risk
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A preliminary and iterative model

The model presented in this report is a preliminary
model that is subject to further refinement and
development (as all models are). The structure of
the model has been tested although it is subject to
validation with local data from the system.

The specific aspects of the mental health system that
we model and present in subsequent pages of this
report are illustrative examples. There are numerous
other facets of the system and commissioning
opportunities that could be further explored in due
course.

Introduction to the interface

An interface for the emerging model is presented
to the right. A web-based interactive version of the
interface is available here:
http:/tinyurl.com/systemreform-interface.

The graph represents what are referred to as
‘reference modes' These are simulated trends over
time for key system indicators. The graph presents
simulated lines for the number of people:

» Receiving treatment (the green line);

» Requiring reassessment (the blue line);

= Remaining on a caseload following
treatment (the dotted purple line);

« Escalating to crisis or acute inpatient care
(the pink line).

Where duplicate lines appear, the faint line is the
original position of the indicator in the model and the
bold line is the new position after changing a particular
dial.

Simulating changes to the system

The model interface contains a number of dials and
toggles, allowing users to simulate the effect of
changes to elements or dynamics within the system.

In this example users may dial-up or dial-down
practitioners' tolerance for risk, the quality of
assessment decisions or the availability of brokerage
support to aid practitioners and users to more easily
navigate the system.

IEmirs

Increase risk tolerance
01 0.55

Improve assessment tools

0.5 175
O

Improve brokering
1 2.5

Create Create

Recovery Support

House House

Reference modes
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Dialling up ‘brokerage support’

Insights from the prior workshops highlighted

that some form of brokerage support may help
practitioners making referrals and users better
navigate the system. As such, we have begun to
simulate this in the model, which may be applied to
both CAMHS and adult mental health.

By brokerage support, we mean either a person,
team or potentially a digital resource that helps either
practitioners or people using services know what
supports and services are available and suitable for
them.

As hypothesised in stakeholder insight workshops,
dialling-up of brokerage support - i.e. introducing

a brokerage function at primary care, in schools or
liaison psychiatry - has the likely effect of reducing the
number of people requiring reassessment and being
diverted around different parts of the system. Note the
distance between the original indicator level (faint line)
and the current level (bold line).

However, one potential unintended consequence is
that is likely to slightly increase, overall, the number of
people receiving treatment and remaining on caseload
after treatment. One would hope this would be a good
thing in terms of improved outcomes but it also comes
at a cost through the increased resources required to
provide such support.

Restore

Increase risk tolerance

0.1 0.55 i
: A4

Improve assessment tools

0.5 1.75 3
: .4

Improve brokering

1 2.5/_\ 4
P O >
Create Create
Recovery Support
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) »

People

200

100 [

Reference modes

- =

2005.0 2011.3

=== Receiving treatment

= Escalating to crisis/acute

2017.5
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= = = Still on caseload after treatment
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2023.8
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Introducing a recovery or support house

Stakeholder workshops also identified a lack of
resources in the community to support those
experiencing difficulties before they reach a crisis point
and for those recovering from difficulties. They felt
there was potential to introduce a 'support house' and/
or a ‘recovery house: A support house was defined as
some provision in the community to provide support or
guidance for those on waiting lists for treatment that
may help with the day-to-day management of mental
health difficulties, as required. A recovery house was
defined as some form of support in the community to
provide support or guidance for those post-treatment
who are in the process of recoverying from a mental
health condition (which may be long-term). Both
support and recovery houses were not necessarily
defined as single physical buildings (although provision
may include this).

The model indicates that the introduction of some
additional support in the community has the likely
effect of: (@) markedly reducing the numbers of
people remaining on community mental health

team caseloads; (b) modestly reducing the numbers
requiring treatment; and (c) a small effect of reducing
escalation to crisis or acute care.

As such, the introduction of some form of recovery
house has the advantage of allowing community
mental health teams to focus their limited time

and resource on new patients. However, whilst the
numbers of people still on caseload after treatment
reduces, their support is simply transferred from one
team to a new one. In effect, this 'stock’ of people are
moved from one place to another. As such, the relative
cost implications will be important to consider.

Reference modes

Restore
200
Increase risk tolerance
0.1 0.55 1
Z/
Improve assessment tools
0.5 1.75 3
@, 3
& 100
Improve brokering o
1 2.5 4 N
@, ] e
Create Create
Recovery Support
House House
l 0.0
2005.0

=== Receiving treatment
= Escalating to crisis/acute

2011.3 2017.5 2030.0
Years
= = = Still on caseload after treatment

=== Requiring reassessment

2023.8
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Summary of system mapping and modelling

The work undertaken over the past 12 months in
relation to system mapping and modelling represents
an ambitious and, to the best of our knowledge, novel
attempt to bring together stakeholders from across a
mental health system to map in the full structure and
dynamics operating across the system.

This has resulted in a nuanced understanding of

the structure of the system and an identification of
challenges and opportunities to reform it. Significant
progress has been made in creating a computer
simulation model of the mental health system

that, with some further refinement, may be used to
simulate reform efforts to inform the development of

the local Sustainability and Transformation Plan (STP).

To date, the system dynamics simulation model has
focused on two particular areas: brokerage support
and additional supports in the community. The model
has been developed in such a way that it may — with
some adaptation and more local data - be applied to
simulate a range of other potential system reform
initiatives.

Specific recommendations going forwards are
presented in Part 4.

Other system reform and commissioning options
that have or may be modelled

In addition to the preliminary modelling of brokerage
support and support/recovery houses, the system
dynamics model described in this report has been set
up to allow subsequent modelling of a variety of other
system reform and commissioning options that were
proposed as part of the stakeholder engagement.

These include, for example:

» Dialling up/down tolerance for risk (in relation to
referrals and/or discharge)

» Increasing workforce capacity (and associated
workforce stress, burnout and vacancy)

» Increasing timeliness and quality of assessments

» Dialling up capacity of primary care, schools and
families to effectively ‘hold" mental health in the
community

Each aspect of this model building requires further
modelling work and data validation. Yet the main
model infrastructure now exists from which this can
be developed.

Furthermore, some other associated modelling work
has already been undertaken by the Devon Partnership
Trust (DPT) in collaboration with PenCHORD, focusing
on the Acute Care Pathway. This work suggests a
shortfall in Acute Care inpatient provision (across the
wider Devon area, not just South Devon and Torbay),
and simulates how increased provision may alleviate
some of the pressures. These recommendations
should be considered against the broader
recommendations of this report around prevention,
early intervention and community and crisis supports
to reduce demand on the system.
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Balancing system reform and prevention

During 2016/17 the Dartington Service Design Lab
delivered the ChildrenCount Wellbeing Surveys to
children and schools across South Devon and Torbay.

The purpose was to better understand the mental
health and wellbeing of all children and young people
growing up in the area, directly from the young person
perspective. Data from this survey are intended to help
inform the focus of prevention and early intervention
efforts, pointing to those areas of particular concern

or opportunity that may be effectively targeted by
evidence-based prevention or early intervention
activities.

System Reform Prevention

A

Our engagement activities have led to an appreciation
that reforms to the current system cannot alone
solve the pressures being faced by that system or in
the wider community. The mental health systemis
designed to respond to need, which is currently far
greater than the level to which the system has the
capacity to respond.

Similarly, prevention alone will not ease the pressures
faced by public systems. Our system dynamics

work illustrates how the system self-regulates and

is governed by a series of dynamics that are not
necessarily a function of need in the community.

However, combined system reform and prevention
efforts may help improve the mental health of the
wider population.

The ChildrenCount Wellbeing Survey

The ChildrenCount Wellbeing Survey measures
children’s mental health and wellbeing, alongside risk
and protective factors in relation to children’s family
life, school, peer groups and community.

It is important to note that, for the most part, the
surveys do not report subjective assessments or
perceptions of well-being. Rather, the data are drawn
from objective assessments using standardised and
validated tools that determine the prevalence of poor
outcomes or elevated risk, based on a careful analysis

of observable symptoms, behaviours or circumstance.

The results are aggregated to produce a community
profile of need and each participating school has
received a tailored report comparing the profile of need
in that school with that of the wider area.

These types of data are not typically available at the
local level. In the absence of a more local comparator
we compare data from South Devon and Torbay to
our best available comparison data, which is from
schools across three economically disadvantaged local
authorities in Scotland.

Whilst there are obvious contextual differences
between South Devon and Torbay and these
authorities in Scotland, the comparison is arguably
more useful than no comparison at all. Furthermore,
the comparison authorities in Scotland are broadly
similar in @a demographic sense, in that each

contain pockets of severe economic disadvantage

in urban areas alongside more affluent and rural
surrounds. Each have broadly similar ethnic profiles
(predominately white British).

You can find all the information about the survey tool,
approach to consent and ethics review at this link:
http:/childrencountinfo.org/southwest/

Alist of all participating schools is provided in
Appendix 1.
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The survey sample

School engagement and survey administration took
place between October 2016 and July 2017.

As illustrated in Table 1, 5,970 children from 53
primary and 8 secondary schools participated. This
represents 57% of all schools in the area participating.
It also represents 30% of all children in all schools

in the area (not all children from every year group
necessarily participated in every school).

This is, to our knowledge, the largest and most
representative survey about children’s mental health
and wellbeing in Devon that has heard directly from
children and young people about their experiences.

How to read the charts

The charts on these pages present a summary of key
data from the ChildrenCount Wellbeing Survey. They
present the percentage of young people in the sample
that have difficulties in a variety of different areas

of their lives. Higher prevalences represent poorer
outcomes.

Coloured dots relate to data from South Devon and
Torbay. Grey dots correspond to comparison data
(collected using the same tools in the same way but
from a different area). In the absence of any other
locally comparable data, the best available comparison
is from over 20,000 children from 164 schools in three
local authorities in Scotland where the Dartington
Service Design Lab has recently worked.

Separate charts relate to different categories of data:

(i) key developmental outcomes; (i) family risk factors;
(iii}) peer risk factors; and (iv) community risk factors.

Table 1: Survey response rate and break-down

Total Primary Secondary | Number of FSM Girls (%) Boys (%)
Schools Schools Schools children

1. SD&T schools overall 107* 83 17 19,726 2998 (15%) 10076 (51%) 9650 (49%)
1a. South Devon overall 64* 53 8 9,659 1130 (12%) 4958 (51%) 4701 (49%)
1b. Torbay overall 42* 30 9 10,067 1893 (19%) 5118 (51%) 4949 (49%)
2, Total Survey Sample (percentof 61(57%) 53 (64%) 8 (47%) |5,970 (30%)" 788 (13%)" 2,782 (47%)" 3,159 (53%)"
corresponding figure above)

2a. South Devon school sub-sample 37 (58%) 33 (62%) 3 (50%) 2731 (28%) 320 (12%) 1312 (41%) 1410 (59%)
2b. Torbay school sub-sample 24 (57%) 20 (67%) 4 (44%) 3114 (31%) 455 (15%) 1410 (45%) 1689 (55%)

*These figures includes the all-through schools and Pupil Referral Units, which explains why primary and secondary figures to the right do not add up to the total. » South
Devon and Torbay sub-totals below do not add up to Total Survey Sample figures as the total also includes some children from schools in boundary schools.

Table 1 also indicates that our sample is broadly representative of the wider South Devon and Torbay demographic profile, in terms of the proportions of children
receiving free or reduced-priced school meals (FSM) and gender. However, in our sample boys are slightly over-represented and those in receipt of FMS re slightly
under-represented. If we take account of this in analysis and weight the data accordingly it makes a marginal differences to figures. As such, for ease of communication
in subsequent pages we present unweighted data.
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Key Developmental Outcomes

Key Developmental Outcomes refer to key indicators

of children’s health and development that are

predictive of subsequent impairments to health and o0 Anxiety & depression
development in later years.

o O Poor emotional regulation

Data from South Devon and Torbay indicate elevated
rates of anxiety and depression, poor emotional Y o Poor school engagement
regulation, poor engagement with school, offending
behaviour and substance misuse. e o Offending behaviour
See Appendix 2 for a glossary of terms, describing PP Early initiation to substance use
what each indicator relates to (on this page and
subsequent charts of risk and protective factors).

0% 20% 40% 60% @ -s0sTdata

. = Scottish comparator

South Devon & Torbay Scottish comparator
Construct Prevalence Lower CI  Upper Cl n Prevalence Lower Cl UpperCl n
Anxiety & depression 15% 14% 16% 4939 11% 10% 11% 18552
Poor emotional regulation 26% 25% 28% 4833 21% 21% 22% 18407
School engagement 50% 49% 52% 5129 36% 35% 37% 18651
Offending behaviour 26% 24% 28% 2838 20% 19% 21% 12138

Early initiation of substance 40% 38% 42% 2814 36% 35% 37% 12075
use
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Family Risk Factors

Family risk factors relate to those experiences

or contexts in the family environment that prior
research indicates are predictive of a range of poor
developmental outcomes.

Data from South Devon and Torbay indicate a series
of elevated risk factors in relation to home and family
life, with higher than typical rates of poor family
management (i.e. inconsistency in rules, routines and
parental monitoring) and family conflict.

It is important to note that this prevalence does not
necessarily include those child reports of parents

who have ever permitted their child to partake in an 0% 20%
small intake of alcohol at some pointin the last 12
months (e.g. at a special occasion safely at home with
family). Rather, the threshold drawn incorporates
the proportion of children that report their parents or
carers would not feel it was wrong for them to engage
in alcohol or other substance use (smoking included),
orturnablind eye toit. Construct
Particularly concerning are highly permissive parental Poor family management
attitudes to substance misuse. High family conflict
Poor parental attachment

See Appendlx 2fora glossarv of terms. Permissive attitudes to antisocial

behaviour

Permissive attitudes to
substance misuse

60%

o o
o o
oo
L [
40%
South Devon & Torbay
Prevalence Lower CI Upper Cl

51%

46%

31%

28%

49%

49%

44%

30%

27%

47%

52%

47%

32%

29%

51%

n

4735

4655

4744

471

4711

Poor family management
Family conflict

Poor parental attachment

Permissive attitudes:
antisocial behaviour

Permissive attitudes:
substance misuse

@ -sosrdata

‘ = Scottish comparator

Scottish comparator

Prevalence Lower Cl Upper Cl n
47% 46% 48% 18193
39% 38% 40% 18042
34% 34% 35% 17335
27% 26% 28% 12486
28% 27% 29% 12486
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Peer Risk Factors

Peer risk factors relate to those experiences
or contexts in a young person'’s social and peer
environment that prior research indicates are

predictive of a range of poor developmental outcomes.

Data from South Devon and Torbay indicate fairly
typical levels of adult-to-child support and friends' use
of substances, although higher than typical rates of
bullying victimisation.

See Appendix 2 for a glossary of terms.

e O
(N J
o

0% 20% 40% 60%

South Devon & Torbay

Construct Prevalence Lower CI  Upper Cl n
Bullying victimisation 40% 38% 42% 5061
Absence of significant adult 19% 18% 20% 4824
Low social support 20% 19% 21% 4712
Friends’ use of substances 31% 29% 33% 2165

Bullying victimisation
Absence of significant adult
Low social support*
Friends' use of substances

@ -spaTdata

= Scottish comparator (* no comparison available as
measure not used in Scottish sites)

Scottish comparator

Prevalence Lower CI Upper Cl n
34% 33% 35% 18636
15% 14% 16% 18372
30% 29% 31% 10259
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Community Risk Factors

Community risk factors relate to those experiences
or contexts in a young person'’s physical and wider
community environment that prior research indicates
are predictive of a range of negative developmental
outcomes.

Data from South Devon and Torbay indicate a
reasonable physical and housing environment,
although poorer than typical levels of social cohesion
and informal social control (referred to as collective
efficacy, i.e. the way in which a community comes

. o0
together to solve its own challenges).
See Appendix 2 for a glossary of terms. ' :
PP glossary 0% 20%

Construct Prevalence
Poor community environment 42%
Poor collective efficacy 51%
Overcrowded accommodation 1%

.. Poor community environment
Poor collective efficacy

Overcrowded accommodation

40% 60% @ -spardata

. = Scottish comparator

South Devon & Torbay Scottish comparator

Lower CI Upper Cl n Prevalence Lower Cl Upper Cl n
39% 45% 1132 42% 41% 43% 5892
48% 54% 1125 47% 46% 49% 4748
10% 12% 5306 15% 14% 16% 21072
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Spirograph

The image to the right shows a summary of how the
risk factors presented previously relate to outcomes.
The sizes of the circles around the edge relate to
the prevalence (bigger circles correspond to a large
prevalence) and are based on the South Devon and
Torbay sample. The links between them indicate, as
identified from prior longitudinal research, which risk

factors increase the likelihood of poorer outcomes (the
pink circles on the right).

You can explore an interactive version of this at

the following weblink, as well as explore the data
presented in prior pages:

www.childrencountsouthwest.co.uk

OvercrowdedAccommodation [ ]
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Summary of key findings

The following key findings emerge from analysis of the
data:

= The prevalence of poor mental health (symptoms
of anxiety and depression) is slightly higher (3%)
than comparative data.

= There are higher than typical levels of antisocial
and disruptive behaviour, poor emotional regulation
and bullying victimisation.

= The prevalence of early initiation of substance
misuse (alcohol and drug use) is elevated, which is
reflected in higher than average rates of use during
adolescence.

= There appear to be a number of risk factors in the
family/home environment that may be associated

with risky behaviours (e.g. high family conflict and

poor family management).

= Standing out in particular are highly permissive
parental attitudes to substance misuse, at around
50 per cent compared to 25 per cent in comparison
areas. There may be a link here to the high reported
levels of alcohol and drug use in the area.

= Generally speaking there are few differences in the
profile of need across Torbay and South Devon (see
Appendix 2).

Conclusions from ChildrenCount Survey

We have heard directly from 5,970 children and young
people about their mental health and wellbeing. This
is an unparalleled endeavour to hear the voices of
children and young people at the local level in South
Devon and Torbay.

These data are challenging. They paint a picture of
high levels of need across the local community. The
pattern of need is consistent across the area, not just
concentrated in the Torbay area (see Appendix 2).

These data point to locally specific areas in which to
potentially invest earlier in children’s development to
prevent difficulties from emerging in the first place and
to intervene earlier when they do arise.
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Together, the ChildrenCount wellbeing data and the
system dynamics models point to a number of areas
of potential system reform. The following pages
present key recommendations related to prevention,
early intervention and reforms to the local mental
health system.

1. Prevention

Given the high prevalence of difficulties in relation to
social and emational wellbeing and risky behaviours
(particularly substance misuse), invest in universal
evidence-based programmes delivered in schools
to promote social and emotional well-being and
reduction of risky behaviours.

It is beyond the scope of this work to provide an
extensive review of options, but they include,

for example: PATHS, All Stars, Life Skills Training
(LST) and the Good Behaviour Game. For further
examples, evidence and information about costs and
benefits, see Investing in Children?°or the Education
Endowment Foundation Toolkit.?'

If implemented at high quality and at scale, these
approaches have the potential to improve the mental
health and wellbeing of the local population of young
people over the long-term. This may, over time and in
tandem with system reform efforts, reduce pressures
on the mental health system (as long as the dynamics
of the systems are well-managed).

2. Early intervention

Given the high prevalence of risky and challenging
behaviour among young people, and the challenges
that parents appear to face in managing these
behaviours, invest in: (a) targeted evidence-based
parenting support programmes in the early years; and
(b) family-oriented therapeutic programmes for those
already experiencing difficulties.

It is beyond the scope of this work to provide an
extensive review of options, but in the early years an
example includes the Incredible Years programme.
Examples of evidence-based therapeutic inventions
in later childhood and adolescence include Functional
Family Therapy, Multi-Systemic Therapy, Brief
Strategic Family Therapy and the Brief Family Check-
up. For further examples, evidence and information
about costs and benefits, see Investing in Children.®

If implemented at high quality and at scale, these
approaches have the potential to help prevent
emerging difficulties escalating into more entrenched
difficulties that put pressure on families, communities
and the mental health system.

3. Public health approaches to reduction of
substance misuse

Given the high prevalence of perceived permissive
parental attitudes to substance misuse and rates of
young people’s substance misuse, invest in public
health approaches to positively shift attitudes,
expectations and norms in relation to substance
misuse.

Small shifts in attitudes, expectations and norms at
the population-level may translate to demonstrable
reductions in risky behaviour, mutually supporting
more targeted approaches.?? This would require a
well-designed public health awareness and behaviour
change or ‘nudge’ communication strategy, utilising a
range of channels of communication (including physical
and social media).

4, Brokerage support

System modelling work and wider evidence suggests
the potential benefits of introducing brokerage role for
those using the mental health system. Further explore
the intended and unintended consequences of this.

Preliminary modelling work suggests that the
introduction of some form of brokerage support

to help navigate what is a complex mental health
system, either for practitioners in schools, primary or
secondary care, or directly for those requiring support,
may help reduce reassessment and ensure people
receive a timely and appropriate service.

From the wider literature there are calls for the
deployment of brokerage support or ‘navigators'in
health and mental health systems (see, for example,
the Kings Fund report on quality improvement 23).
Empirical support is limited, with some promising
evidence from a few pilot studies in England and the
US. 24252627 This suggests further exploration and
piloting is warranted.
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5. Community supports

System modelling work suggests that enhanced
pravision in the community may support people’s
recovery and reduce reliance on a pressured
community mental health team workforce. Further
explore the intended and unintended consequences of
this.

Preliminary modelling work identified a lack of
supports in the community to aid those recovering
from mental difficulties. As such, they tend to remain
on caseloads of already pressured community mental
health teams. System modelling suggests that the
introduction of some form of recovery house in the
community may help reduce escalation to crisis and
promote a greater focus on recovery objectives. There
is research, evidence and pilot studies to suggest a
positive individual - and system-level impact of such
approaCheS.zs’ 29,30,31,32,33

However, this alone will not necessarily reduce the
pressures on the whole mental health system; more
likely it will re-direct the pressure from one part of the
system to another. Further exploration is required.

6. Refining system dynamics models

Invest further in developing and refining the system
dynamics simulation models and build capacity within
the mental health system to use and develop them.

The simulation model developed to date is a bold

and innovative model of a complex system. However,
system dynamics models do, by definition, require
ongoing iteration and adaptation. The model requires
further exploration, validation and data, and tailoring
to specific local contexts. This should be undertaken in
order to: (a) further explore recommendations 4 and 5;
and (b) explore and simulate other system dynamics
identification in stakeholder engagement (such as
workforce dynamics).

As described in Part 2, these include exploring; (i)
aspects of the workforce (capacity, stress, burnout
and vacancies); (i) tolerance for risk related to referral,
assessment and discharge; (iii) quality and timeliness
of assessments; (iv) capacity of primary care, schools
and families to effectively 'hold’ mental health in the
community.

An important next stage would be to build in
simulations of costs of current, future and alternative
commissioning arrangements. Capacity should be built
within the mental health system to refine the model
and use it to inform ongoing decision-making.
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APPENDIX 1: Participating schools

school name location type school name . location type
Abbey School Torbay Primary Our Lady & St Patricks Roman Catholic Primary School, Teignmouth South Devon Primary
Abbotskerswell Primary School South Devon Primary Paignton Community and Sports Academy Torbay Secondary
All Saints, Babbacombe Church of England Primary School Torbay Primary Priory Roman Catholic Primary School Torbay Primary
Ashburton Primary School South Devon Primary Queensway Catholic Primary School Torbay Primary
Bearnes Voluntary Primary School South Devon Primary Roselands Primary School Torbay Primary
Blackawton Primary School South Devon Primary Rydon Primary School South Devon Primary
Bovey Tracey Primary School South Devon Primary Sacred Heart Catholic Primary and Nursery School Torbay Primary
Bradley Barton Primary School & Nursery Unit South Devon Primary Shaldon Primary School South Devon Primary
Brixham Church of England Primary School and Neighbourhood Nursery Torbay Primary Shiphay Learning Academy Torbay Primary
Brixham College Torbay Secondary South Dartmoor Community College South Devon Secondary
Brixton St. Mary's Church of England Primary School Out of Border Primary St Catherine's Church of England Primary & Nursery School South Devon Primary
Buckfastleigh Primary School South Devon Primary St Joseph's Catholic Primary School, Newton Abbot South Devon Primary
Canada Hill Community Primary School South Devon Primary St Margaret Clitherow Catholic Primary School Torbay Primary
Christow Community School South Devon Primary St Margaret's Academy Torbay Primary
Chudleigh Knighton Church Of England Primary School South Devon Primary St Mary's Catholic Primary School, Buckfast South Devon Primary
Churston Ferrers Grammar Academy Torbay Secondary St Marychurch Church of England Primary and Nursery School Torbay Primary
Cockington PrimarySchool Torbay Primary Teign School South Devon Secondary
Cockwood Primary South Devon Primary Torquay Boys' Grammar School Torbay Secondary
Collaton St. Mary Church of England (Aided) Primary School Torbay Primary Torre Church of England Academy Torbay Primary
Dartington Church Of England Primary School South Devon Primary Watcombe Primary School Torbay Primary
Dartmouth Academy South Devon All through Westcliff School South Devon Primary
Decoy Primary School South Devon Primary White Rock Primary School Torbay Primary
Denbury Primary School South Devon Primary Widecombe In The Moor Primary South Devon Primary
Diptford Parochial Church Of England Primary School South Devon Primary

East Allington Primary South Devon Primary

Galmpton Church of England Primary School Torbay Primary

Hayes School Torbay Primary

Haytor View Community Primary School South Devon Primary

Hennock Community Primary School South Devon Primary

Homelands Primary School Torbay Primary

llsham Church of England Academy Torbay Primary

Ipplepen Primary School South Devon Primary

Kenn Church of England Primary School Out of Border Primary

Kenton Primary South Devon Primary

Kingskerswell Church Of England Voluntary Controlled Primary School South Devon Primary

Kingswear Community Primary South Devon Primary

Landscove Church Of England Primary School South Devon Primary

Marldon Church Of England Primary School South Devon Primary

Moretonhampstead Primary School Out of Border Primary

Our Lady & St Patricks Roman Catholic Primary School, Teignmouth South Devon Primary
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Key Developmental Outcomes

Construct

Anxiety & depression
Poor emotional regulation
School engagement
Offending behaviour

Early initiation of substance use

Intrinsic Risk Factors

Construct

Lack of prosocial behaviour
Conduct problems
Hyperactivity

Truancy

Light blue - likely different from one another

Prevalence Lower Cl

15%
28%
55%
29%
42%

Prevalence
7%

13%

21%

7%

13%
26%
52%
26%

39%

Lower Cl

6%

12%

19%

6%

South Devon

Upper ClI
17%
30%
57%
32%

45%

n

2566
2535
2632
1176
1169

South Devon

Upper Cl
9%

14%
23%

8%

n

2569

2566

2567

2459

Prevalence
15%
26%
47%
24%
38%

Prevalence
8%

11%

17%

8%

Lower CI
13%
24%
45%
22%

36%

Lower Cl

7%

10%

16%

7%

Upper CI
16%
27%
49%
26%

41%

Upper Cl
9%
12%
19%

10%

Torbay

2914
2835
3053
1761

1743

Torbay

2925
2915
2913

2900

46
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Social Risk Factors

South Devon Torbay

Construct Prevalence Lower CI Upper Cl n Prevalence Lower Cl UpperCl n
Bullying victimisation 44% 42% 46% 2598 37% 35% 39% 3010
Absence of significant adult 18% 16% 20% 2534 20% 19% 22% 2824
Low social support 20% 18% 22% 2480 20% 18% 22% 2752
Friends’ use of substances 29% 26% 32% 885 33% 30% 36% 1353

Community Risk Factors

South Devon Torbay

Construct Prevalence Lower CI Upper Cl n Prevalence LowerCl Upper Cl n
Poor community environment 38% 33% 43% 401 45% 41% 48% 815
Poor collective efficacy 51% 46% 56% 398 50% 47% 54% 811
Overcrowded accommodation 12% 1% 14% 2462 10% 9% 11% 2695

Light blue - likely different from one another
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APPENDIX 2: South Devon vs Torbay ChildrenCount Survey findings

Family Risk Factors

Construct

Poor family management
High family conflict
Poor parental attachment

Permissive attitudes to antisocial
behaviour

Permissive attitudes to substance
misuse

Light blue - likely different from one another

Prevalence Lower Cl

49%
46%
32%

29%

50%

47%

43%

30%

27%

47%

South Devon

Upper Cl
51%
48%
34%

31%

53%

n

2505

2456

2507

2496

1125

Prevalence Lower Cl

52%
46%
30%

27%

49%

50%

44%

29%

26%

46%

Upper Cl
54%
48%
32%

29%

52%

Torbay

2957
2712
2765

2736

1537

48
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The accumlation of time in the system
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KEY DEVELOPMENT OUTCOMES

Anxiety and Depression

Feelings of worry, unhappiness and
psychosomatic complaints likely to receive
a clinical diagnosis for an emotional
disorder if seen by a professional. Note:
this is not a formal diagnosis, rather an
estimate based on a screening tool used in
the survey.

Age range: 9-16 years

Example questions in survey:

» | getalotof headaches, stomach
aches or sickness.

= |worryalot.

» |am often unhappy, down-hearted or
tearful.

» |am nervous in new situations. | easily
lose confidence.

» | have many fears, | am easily scared.

Poor emotional regulation:

Not feeling able to control their emotions
in different situations.

Age range: 9-16 years

Example questions in survey:

« | know how to relax when | feel tense.

= |am always able to keep my feelings
under control.

= | know how to calm down when I am
feeling nervous.

= | control my temper when people are
angry with me.

Poor engagement with school:

Captures the value pupils place on school
work for later life, the level of effort they
putinto school work, truancy and their
general enjoyment of being in school.
Established formulas are used to develop
cut-off scores for those pupils who are
engaging, or failing to engage with school
and learning.

Age range: 9-16 years

Questions in survey:

= During the last four weeks how many
whole days of school have you missed
because you “skipped” or truanted?

» How often do you feel that the
schoolwork you are assigned is
important?

» How interesting are most of your
school subjects to you?

» How important do you think the
things you are learning in school are
going to be for your later life?

Offending behaviour:

Delinquent and offending behaviour in the
past year. This includes carrying a weapon,
dealing drugs, theft, vandalism, assaults
or arrest.

Age range: 12-16 years

Questions in survey:

= How many times in the past year (12
months) have you...

» ..carried a knife or other weapon for
protection or in case it was needed in
afight?

= ..soldillegal drugs?

= ..attacked someone with the idea of
seriously hurting them?

» ..stolen something worth more than
£5?

= ..purposely damaged or destroyed
property that did not belong to you
(not counting family property)?
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Early initiation to substance use:
Early initiation of problematic smoking,
drinking or substance use.

Age range: 12-16 years

Example questions in survey:

» How old were you when you first...

» ..smoked a cigarette, even just a puff?

» ..had more than a sip or two of beer,
wine, alcopops or spirits?

» ..began drinking alcoholic beverages
regularly, that is, at least once or twice
a month?

» ..smoked cannabis?

FAMILY RISK FACTORS

Poor family management:

Inconsistent implementation of rules and
routines and poor parental monitoring or
supervision.

Age range: 12-16 years

Example questions in survey:

»= Therules in my family are clear.

= Whenlam not at home, one of my
parents (or caregivers) knows where |
am and who | am with.

»  Would your parents (or caregivers)
know if you did not come home on
time?

= My family has clear rules about
alcohol and drug use.

= If you skipped school, would you
be caught by your parents (or
caregivers)?

Family conflict:

High levels of disputes and arguments in
the home. Does not assess violence.
Age range: 12-16 years

Example questions in survey:

= We argue about the same things in
my family over and over.

= People in my family have serious
arguments.

= People in my family often insult or
shout at each other.

Poor attachment with parents:

Not feeling very close or able to share
their thoughts and feelings with parents
or carers.

Age range: 12-16 years

Example questions in survey:

» Do you feel very close to your mother
(or the person who is like a mum to
you)?

» Do you share your thoughts and
feelings with your mother (or the
person who is like a mum to you)?

» Do you feel very close to your father
(or the person who is like a dad to
you)?

» Do you share your thoughts and
feelings with your father (or the
person who is like a dad to you)?
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Parental attitudes towards antisocial
behaviour:

Permissive parental attitudes towards
antisocial behaviours such as theft,
vandalism and assault.

Parental attitudes towards substance
use:

Permissive parental attitudes towards
drug or alcohol use.

Age range: 12-16 years

PEER RISK FACTORS

Peer risk factors

Experience of being bullied, including
physical, verbal and cyber bullying by
other young people.

Age range: 9-16 years

Age range: 12-16 years

Example questions in survey:
Example questions in survey:
» How wrong do your parents (or

» How wrong do your parents (or caregivers) feel it would be for you

caregivers) feel it would be for you to...
to... = ..drink beer, cider, wine or spirits
» ..steal something worth more than regularly (at least once or twice a
£5? month)?.
= ..draw graffiti, or write things or draw = ..smoke cigarettes?
pictures on buildings or other property = ..smoke cannabis?
(without the owner's permission)?
= ..pick a fight with someone?

Example questions in survey:

Think about how often these things
have happened to you during the past
year (12 months)...

Another pupil or group of children or
young people...

..Pushed, shoved, tripped or picked a
fight with me.

...Teased and said mean things to me.
..Spread rumours or told lies about
me.

...Told lies or made fun of me using
the internet or a mobile phone (for
example, email, instant messaging,
text messaging, or websites).

Absence of significant non-parental
adult:

Absence of a non-parental supportive
adult perceived by the child or young
person as being able to offer advice and
guidance.

Age range: 9-16 years

Question in survey:
= Is there an adultin your life (other

than your parents) you can usually
turn to for help and advice?
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Low social support:

Low levels of social, emotional or practical
support from friends, families or others.
Age range: 9-16 years

Example questions in survey:

= | cancount on my friends when things

g0 wrong.

= |cantalk about my problems with my
family.

» Thereis a person who is around when
| am in need.

= Thereis a person with whom | can
share the things I'm happy and sad
about with.

= | have a person who is a real source of
comfort for me.

Friends substance use:

Close friends who, with the exception
of an isolated occurrence, have smoked
cigarettes, tried alcohol or used illegal
substances in the past year.

Age range: 12-16 years

Example questions in survey:

» Inthe past year (12 months), how
many of your close friends have...

= ..smoked cigarettes?

» ..tried beer, cider, wine, alcopops or
spirits when their parents didn't know
about it?

» ..used cannabis?

= ..used LSD, cocaine, amphetamines or
other illegal drugs?

COMMUNITY RISK FACTORS

Low collective efficacy:

Low levels of trust within the community
and an unwillingness to come together as
a community to deal with challenges.

Age range: 14-16 years

Example questions in survey:

= Ifagroup of children were skipping
school and hanging out on a street
corner in your local area, how likely
is it that your neighbours would do
something about it?

» If there was a fight in front of your
house and someone was being beaten
or threatened, how likely is it that
your neighbours would break it up?

= People around here are willing to help
their neighbours

= People in my local area can be trusted

Poor community environment:

A poor physical environment and feeling
unsafe within their community.

Age range: 14-16 years

Example questions in survey:

» | feel safe in my local area.

= How much do each of the following
statements describe your local area?

= ..Crime and/or drug selling.

» ..lots of empty or abandoned
buildings.

= ..lLots of graffiti.

» ..Insults or attacks based on

someone’s religion, ethnicity
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Overcrowded accommodation:

A high number of people living in
accommodation, relative to the number of
rooms. Thresholds align closely to national
statistics.

Age range: 9-16 years

Example questions in survey:

» How many people live in your home?

» How many rooms does your home
have (not including kitchens and
bathrooms)?

Other outcomes and risk factors
presented in Spirograph

Low prosocial behaviour:

Low levels of kind, helpful or empathetic
behaviours towards others.

Age range: 9-16 years

Example questions in survey:

= | try to be nice to other people. | care
about their feelings.

» lusually share with others (food,
games, pens etc.)

= |am helpful if someone is hurt, upset
or feeling ill.

= lam kind to younger children.

= | often volunteer to help others
(parent, teachers, children).

Conduct problems:

Aggressive and non-compliant behaviours.
Likely to reach a threshold for a clinical
diagnosis for a conduct disorder if they
were seen by a professional. Note: this is
not a formal diagnosis, rather an estimate
based on a screening tool used in the
survey.

Age range: 9-16 years

Example questions in survey:

= | getveryangry and often lose my
temper.

= | usually doas|am told.

» |fightalot. | can make other people
do what | want.

= |am often accused of lying or
cheating.

= | take things that are not mine from
home, school or elsewhere.

Hyperactivity:

Difficulties in maintaining attention and
concentration, likely to reach a threshold
for a clinical diagnosis for ADHD if they
were seen by a professional. Note: this is
not a formal diagnosis, rather an estimate
based on a screening tool used in the
survey.

Age range: 9-16 years

Example questions in survey:

» |am restless. | cannot stay still for
very long.

» |am constantly fidgeting or squirming.

» |am easily distracted. | find it difficult
to concentrate.

» | finish the work I'm doing. My
attention is good.

= | think before | do things.
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Charlotte Hill: staff or associates of the Dartington Service Design Lab.
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				Age		Female		Male		Total

				9		288		338		626

				10		730		721		1451

				11		570		545		1115

				12		335		452		787

				13		368		458		826

				14		277		332		609

				15		152		255		407

				16		54		49		103

						2774		3150		5924
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Table 1: Categories of vulnerability in the general CCO framework Categories of vulnerability 	



Children receiving statutory care or support – including children in care, or in custody and those being supported by children’s services. 	



Children known to have experienced specific personal harm – including children who have been abused or exploited 	



Children with a disability, ill-health or developmental difficulties – including mental ill-health and special educational needs. 	



Children in households or families with characteristics or locations that indicate higher potential likelihood of current and future harm – including poverty and domestic violence 	

Children who are vulnerable or of concern by virtue of their identity or nationality – including LGBTQ+ children and young people and refugees 	



Children at risk in relation to activity or institutions outside the home – including children involved in gangs or radicalisation 

	

Children caring for others - including children caring for their parents or children who have children themselves 	
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due to differences in data collection. Emotional Behavioural Less common Any disorder
For example, teacher reports were disorders disorders disorders
available only for 5 to 16 year olds.
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Focus on young women: one in four 17 to 19 year old girls

Young women have been identified as a high

risk group in relation to mental health.

5 N . Emotional disorder in 5 to 19 year olds, by age and sex
This survey also found rates of emotional mental disorder

and self-harm were higher in this group than other Girls

demographic groups. Per cent =Boys =Gi
224

Nearly one in four (23.9%) 17 to 19 girls had a mental

disorder. And 22.4% had an emotional disorder.

One in eighteen (5.6%) young women were identified with

body dysmorphic disorder (BDD). BDD is an anxiety

disorder characterised by the obsessive idea that some

aspect of one's body part or appearance is severely flawed

and warrants exceptional measures to hide or fix. 1.6% of 46

young women were identified with an eating disorder. 36

Half (52.7%) of young women with a disorder at the time of -

the interview also reported having self-harmed or made a 11t0 16 17t0 19
suicide attempt.

Non-heterosexual identity was associated with mental disorder
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		1. Purpose



1.1 Highlight on the progress of improving performance management following the Ofsted Inspection.  

1.2 To provide the Board with an overview of performance across the partnership highlighting key potential safeguarding issues for further consideration or review.





		2. Summary





2.1 Children’s Services Improvement 

2.1.1. The focus of improvement activities continues to be on ensuring child safety and removing drift and delay for children. Since the last report, the DFE have funded an additional team to help in the drive to reduce caseloads which, with the improved response of SATs pods, has started to see case numbers come down for some workers. The picture on workflow and supervision compliance remains mixed with some social workers still not getting enough reflective time away from the office, which in turn is also impacting on the rate at which some plans are being progressed. 



2.1.2. Other improvements implemented since the last report include:



· Key senior posts covering workforce development, commissioning, practice improvement and quality assurance have been filled. All of the occupants of these posts will be in post over the next 2 months with the new Principal Social Worker and practice improvement have already started.  

· The implementation of new agile arrangements including the roll out of improved IT solutions are well underway with all social workers across the SATs and SAFS having been relocated to new offices and issued new mobile computers.

· The project to replace PARIS remains on track and is now reaching the point at which tenders will be sought from vendors. 

· Reviews have also been undertaken on the quality of supervision and a plan has started to review all children in need cases open to the service. 

2.1.3 Children Services has completed a fifth cycle of the Quality Performance Review Meeting/process. The previous month’s performance in relation to both quality and quantity continue to be reflected on through QPRM.  Sustained improvement has been seen in the timeliness of assessments; the compliance of Foster Care training; compliance in the Care leaver service; and in the social work visiting to Children looked after. However consistent improved compliance across all teams is still elusive especially for CIN, key to this has been the volumes of cases held by SAFS workers.  Given the small size of the teams, good sustained performance is also impacted by turnover or performance issues that emerge on just one worker.



2.2 The key headlines from the latest quarter based on the TSCB data set are summarised below



CAMHS (measures 1 to 4a)

· Referrals rose in for the 2nd quarter in a row which did lead to an increase in the numbers identified as meeting the threshold for CAMHS. Currently 80% of service referrals met the threshold for engagement.

· Response rates on referrals accepted by CAMHS deceased in Q4 this was linked to ongoing staffing capacity and family decisions regarding the appointments offered.

· [bookmark: _GoBack]Approximately 7% of children on protection plans and looked after are receiving or, are due to receive, support from CAMHS.



Probation and CRC (measures 6 & 7) 

· 5% of all NPS cases involve working with parents with children on protection plans. This proportion is in line with Torbay comparators and at this level equates to approximately 12.5% of all the families currently with children on plans in Torbay. 

· 3.7% of all CRC cases are spent with parents with children on plans. If it is assumed that these parents are in addition to those worked with by the NPS then the CRC is working with a further 8.2% of the all families with children on protection plans. 



Drug treatment (measures 8a – 8d) – Q3 data 

· The latest information in this area now relates to Q3. The actual number of parents presenting for treatment for opiate, non-opiate, alcohol and alcohol and non-opiate addiction rose in Q3 from 90 to 126. The largest increase was seen in the number of parents presenting for alcohol addiction. The rates of parents presenting in Torbay for treatment are higher than the national average for all substances. For alcohol and non-opiate and alcohol parents accounted for a third and more of all those presenting for treatment in Q3.

· Across the last 3 quarters only 5 parents have successfully completed the programme and/or did not represent for treatment again for another 6 months. 







Force data (measures 9 to 22)

· In the 12 months up to the end of 2018/19 domestic violence (DV) incidents where children were present increased. Relative to the population Torbay and Plymouth have the highest rates for DV across the whole Force area.

· Less than 1% of DV abuse incidents was committed by young. 

· Abuse related crimes against children continued to rise in the latest data across all areas bar Cornwall. The rise in Torbay was over twice that seen for the whole force area. Across the whole Force area victims aged between 10 -14 accounted for the largest proportion of all children subject to abuse related crimes, however, 5 to 9 year olds saw the biggest increase in this latest data.   All age groups bar children under 1 have seen the numbers of offences against them rise since April 2016. 

· In the latest data the actual number of drug crimes involving young people rose however this is still much improved on the position reported in July 2017 when Torbay had the highest relative rates across the Force area for drug offending.

· 81% of all drug offences committee by YP were for possession.

· There were again 14 incidents of YP being detained overnight in Torbay police station overnight. Previous enquiries established that not all these incidents involved Torbay YP. 

· Missing reports on children increased in Torbay to 6.7 per 10K from 4.8 in the latest data. In real terms this equated to 48 more missing reports. Torbay has the highest relative rates for missing reports in the force area. 



TDAS (measures 23 to 24) Q3 data

· Q3 saw a small overall decrease in the number of referrals for TDAS provisions. Referrals from the DAU and MARAC continue to dominate TDAS referrals. Referrals from other key agencies increased slightly to 10% of all referrals.

· Q3 did see the highest number of families with children on protection or children in need plans. This rise equates to TDAS working with approximately 13% of families open to Social Care. 



Hospital admissions (measures 30 to 31) Q2 data 

· Because of Torbay’s profile as an outlier for the numbers of unintentional and deliberate injuries, Public Health are undertaking a long term plan to collate of data from GPs to examine the levels of self-harm treated in primary care. It is also understood that the admissions for self-harm represent a small number of the total. 

· The rate of hospital admissions due to substance misuse in CYP aged 15 to 24 for Torbay is statistically higher than the South West and England for the period, this is consistent with the previous year.







Youth Offending Team (measures 36)

· The YOT continues to work with a small but consistent number of YP that span in age from 13 to 18 years old, 88% of which are male. 





Social Care (measures 37 – 47)

· The fall in the number of children identified to be at risk of exploitation is not understood to be linked to any particular changes or developments. 

· The rise in referrals for Targeted Help coincided with the introduction of the new single referral form. The total number of children being worked also increase by 23 children and referrals stayed open for 6 ½ months on average which is line with overall ambitions for targeted help. 

· Q4 saw the total number of cases being stepped down to TH increase but it is still 50% less than that planned from the SAFs teams. Through-put is a key area for development for these teams. 

· The total number of Social Care referral numbers fell for the 4th quarter in row in Q4. This quarter saw one anomalously low number of referrals (below 100) but since this time referrals have returned back to 150.  However, contacts numbers continue to exceed 700. The MASH manager is currently undertaking further enquiries into the data to identify more precisely any partners that might need further support to better understand thresholds. The Police continued to provide the highest number of contacts and referrals. The top 4 sources of referrals continue to be in line with benchmarks - in order of most significant: Police, Schools, Health and the LA. 

· Re-referrals within 12 continued to be above benchmarks but in line with Q3 at 26.5%.

· Q4 continues to see CP stabilise to just above benchmarks. The relative rate of CP per 10k for Torbay was 72 verses 64 for comparator authorities.

· Children on plans for physical abuse continues to rise and is now above benchmarks for the use of this category. However this performance does not essentially assure that all children who need to have medical assessments are receiving them. 

· Children on plans for a second time remains well above benchmarks despite the actual number of children starting on plan dropping this quarter. Children on a plan within 2 years of their previous one have doubled and are now account for nearly 7% of those on a plan. 

· By volume, of all the agencies who attendance was requested at an ICPC, GPs did not attend any ICPC and only provided reports 40% of the time.  For ICPCs the, School staff, School nurses and community health professionals have the best attendance at 82 -97%. 100% attendance for parents at ICPC.  The pattern of attendance at RCPC by the Police switches from attendance to providing reports.    By per volume of attendance requests the best attendance at reviews were from schools/academies and community health provision. Parents and families attended 86% of the review meetings.  

· CIN population has steadily reduced over the last 12 months.  CIN numbers in Torbay is now in line or slightly below benchmarks. The decrease in CPP from a high point in 2017/18 does not appear to have directly fed into an increase in CIN level activity. A core focus for improvement over the first 6 months of 2019/20 will be management of CIN cases.

· The CLA headline number rose as the quarter ended. In Q4, 0 – 5 year olds, at 49%, formed the largest group of those becoming looked after.  However, 2018/19 saw a shift away from the very youngest being the largest group to become looked after with 10-15 year olds forming the biggest group. 

· The profile of children leaving care is also changing. Whilst returning home and becoming a care leaver are the two most significant reasons for leaving care, Special Guardianship Orders (SGOs) are now occurring at the highest numbers ever reported by this Authority. 2018/19 saw 21% of children cease to be looked after under SGOs this would place the authority in the top quartile nationally for this activity. 

· Missing incidents decreased in Q4 of which 25% related to CLA. 70.5% of all children reported as missing returned on the day of the report being filed. Current data shows Torbay to be in line with comparators for the proportions of CLA reported as missing. 





		3 Highlighted issues



· In line with the TSCB assurance role into the partnership’s safeguarding responsibilities the performance subgroup has drawn out the following key message from the data contained within appendix 1.



3.1 The highlighted issue this quarter is:



Rates of self- harm (treated by primary care)

As previously highlighted, Torbay has consistently been an outlier for the numbers of CYP receiving hospital admissions for deliberate self-harm and non-accidental injury. It is understood that this admission data only reflects a small part of the overall picture and so Public Health in the South West is now supporting the mass collection of data from GPs to better understand the full extent of mental well-being that is being treated within Primary Care. 

Children starting on a Child Protection Plan for a second or subsequent time. 

The numbers of children on a plan for a second time remains well above benchmarks. The last quarter also saw a rise in the number of children coming onto a plan within 2 years. Given the small number of children and families involved, it may be possible for all these cases to be addressed in a MACCA. 



3.2 Update on the highlighted issues raised last quarter are:



Peak activity on contacts.

Contacts over the last quarter have plateaued, however peaks are occurring in the numbers of section 47’s initiated (3 high points over the last 5 months) which is starting to lead to a profile of higher relative rates of ICPCs.  Given conversion rates across the CP pathway are in line with benchmarks, it suggests that if these peaks in section 47 continue to occur, the drivers for them will need to be better understood. 

 



		4 Recommendations

For the Board to consider and debate the issues highlighted in this report 










Appendix 1
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