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Agenda item 10 
 
Health and Wellbeing Board 
 
7 December 2015 
 
 
Mental Health and Wellbeing for Children and Young People, Needs 
Assessment, Strategy and Transformation Plan 
 
 
1. Purpose 
 
1.1 In March 2015, the Department of Health and NHS England published ‘Future in 

Mind, protecting, promoting and improving our children and young people’s 
mental health and wellbeing.’  
 
This publication set out a five year national vision to transform mental health and 
wellbeing support for children and young people. 
 
‘Future in Mind’ confirmed the Government’s commitment to allocate additional 
resources for Clinical Commissioning Groups (CCG’s) to improve mental health 
services for Children and Young People.  
 
The document required each CCG to lead on the completion of local Children 
and Young People’s Mental Health and Wellbeing Transformation Plan.  
 

1.2 This report confirms how partners in Walsall responded to the recommendations 
contained in ‘Future in Mind’. An up to date needs assessment, strategy and a 
transformation plan for children and young people’s emotional wellbeing and 
mental health have been completed.   

 
1.3 Walsall Children and Young People’s Emotional Wellbeing and Mental Health 

Needs Assessment is available on the Council’s Committee Information 
Webpage and can also be accessed via the following link:  
 

http://www.walsallintelligence.org.uk/WI/publications/Emotional%20Wellbeing%20and
%20Mental%20Health%20Needs%20Assessment%20v1.0.pdf 

 
Appendix A: Walsall Children and Young Peoples Emotional Wellbeing and 
Mental Health Transformation Plan 
 
Appendix B: Walsall Children and Young Peoples Emotional Wellbeing and 
Mental Health Strategy (subject to graphic design input). 
 

2.0 Recommendations 
 
2.1 That the Health and Wellbeing Board note the completion of the Children and 

Young People’s Emotional Wellbeing and Mental Health; Needs Assessment, 
Strategy and Transformation Plan.  
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2.2 That the Health and Wellbeing Board approve the actions in the transformation 
plan as Walsall’s proposed approach to transform children and young people’s 
emotional wellbeing and mental health. 

 
2.3 That the Health and Wellbeing Board agree to have strategic oversight of 

implementing the strategic priorities and actions in the transformation plan by 
receiving reports to confirm progress every three months. 

 
 
3. Report detail 
 
3.1 From April to October 2015 Walsall Public Health completed an up to date needs 

assessment for children and young people’s emotional wellbeing and mental 
health. 

 
Feedback about current services and support was gained through focus groups, 
questionnaires/surveys, group discussions, agenda items at meetings, one to 
ones and a half day event held in September.  

 
Children and young people, their parents, education and people who work in 
schools, health visitors, school nurses, GP’s, social workers and other key 
partners were asked to give their views. Suggestions and comments to confirm 
what people would like to see in place and wanted to see in the future were also 
recorded.  

 
The recommendations made in the needs assessment are based on; the 
analysis of data (confirming prevalence and future demand), the key 
recommendations laid out in Future in Mind and (this was important) the 
feedback and suggestions recorded as part of consultation. 

  
3.2 The strategy was developed alongside the needs assessment and was based on 

the key recommendations contained in the needs assessment. The key 
principles, priorities and outcomes were considered during the half day event 
held on 15th September 2015 and amended based on further feedback and 
suggestion. 

 
3.3 The actions to implement the recommendations in the needs assessment and 

reflect the priorities in the strategy formed the basis for the Walsall Emotional 
Wellbeing and Mental Health Transformation Plan. 

 
Transformation plans should cover the whole range of services for children and 
young people’s mental health and wellbeing, from health promotion and 
prevention work, to support and interventions for children and young people who 
have existing or emerging mental health problems, as well as transitions between 
services. The focus was not just about the use of any additional funds available, 
but about the role and commitment of all partners to bring about change.  

 
3.4 Walsall CCG led on developing the strategy and transformation plan. This 

included engagement with all partners. The recommendations from the needs 
assessment, the priorities from the strategy and the actions in the transformation 
plan were detailed in a presentation to the Children and Young People’s 
Partnership Board in October 2015. 
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The GP clinical leads for mental health – Dr Suri and Dr Kaul (shadowing Dr 
Suri) are both involved and engaged in the development and implementation of 
the strategy and plan. 

 
3.5 NHS England requires that the transformation plan has oversight from the local 

Health and Wellbeing Board. Due to the timescales in place to submit a plan, 
(guidance was published in August 2015 and submission was required by 16th 
October 2015), NHS England recognised that the plans wouldn’t have been 
considered at a full Health and Wellbeing Board meeting prior to the submission. 
NHS England confirmed that a signature of one of the members of the Health 
and Wellbeing Board would be sufficient until the transformation plan is 
presented at a full meeting. For Walsall this was John Wicks, Associate Member 
of the Health and Wellbeing board, Director of Commissioning and 
Transformation for Walsall CCG. 

 
3.6 Walsall Health and Wellbeing Board will receive an update on the progress of the 

transformation plan implementation every 3 months for the duration of the 
transformation plan. 

 
4. Implications for Joint Working arrangements: 
 
4.1 The transformation plan will support and reinforce joint working to meet 

emotional wellbeing and mental health needs for children and young people in 
Walsall. 
 
The transformation plan is ‘owned’ by all partners and implementing the actions 
will result in a planned approach to bring about improvement.  
 

4.2 The existing multi agency/key stakeholder; ‘Children and Young People’s 
Emotional Wellbeing and Mental Health Strategy Development Group’, will be 
revised, adopt an amended terms of reference and be renamed to enable the 
group to act as the ‘Children and Young People’s Emotional Wellbeing and 
Mental Health Strategy and Transformation Plan Implementation Group’.  
 
This group will continue to be facilitated by the lead Commissioner for Children 
and Young People’s Mental Health. 
 

4.3 Each partner will report outcomes from the group to appropriate boards or 
committees. In the case of the CCG the progress of the transformation plan 
actions will be managed through the CCG PMO (Project Management Office) 
process and be reported to the Mental Health Programme Board and Improving 
Outcomes Committee. 
 

4.4 The CCG will act on behalf of partners to report progress about the 
implementation of the transformation plan to Walsall Health and Wellbeing 
Board. 
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5. Health and Wellbeing Priorities:  
 
5.1 The Walsall Children and Young People’s Emotional Wellbeing and Mental 

Health Transformation Plan will directly contribute to the Joint Health and 
Wellbeing Strategy (refresh) priority of; 
 

 Ensure mental health services are fit for purpose 
 

and also the Marmot objective of; 
 

 Give every child the best start in life 
 
5.2 The Children and Young People’s Emotional Wellbeing and Mental Health Needs 

Assessment will inform the future Joint Strategic Needs Assessment in relation to 
children and young people’s emotional wellbeing and mental health. The strategy 
and transformation plan support the delivery of the recommendations identified 
by the needs assessment. This will be delivered through a five year plan of 
transformation. 
 
 

Background papers 
 

‘Future in Mind; protecting, promoting and improving our children and young 
people’s mental health and wellbeing.’ Published by Department of Health and 
NHS England March 2015 
 

 
 
Author 
 
Alicia Wood – Senior Commissioning Officer  
 602452 
 alicia.wood@walsall.gov.uk 
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Priority	themes	from	Walsall Mental Health and Emotional Wellbeing Strategy for Children and Young People 2015 – 2020 page 16 onwards:		
	
 

1. Make sure delivery of mental health and emotional wellbeing is everybody’s responsibility
	

We want everyone to understand the  factors that  influence wellbeing and good mental health and understand who they can help to promote and support 
wellbeing and good mental health.  

 
We want to remove the stigma associated with poor mental health. 

 
We want to increase the knowledge and awareness about mental health and wellbeing needs with the people who work with children and young people and 
to improve understanding of the help and support available and when it is necessary to seek specialist support 
 

Outcomes:	 How will this be measured:	
Awareness amongst professionals who work with children and young people of 
why wellbeing and good mental health is important and the factors that 
influences it in children. 

 

That	all	partners/agencies	will	work	together	to:	
 Support engagement at a strategic and operational level. 
 Uphold  the  values  of  the  strategy  and  take  responsibility  for 

implementing it within their service area. 
 Support  multi‐agency  commissioning/  collaboration  (working 

together). 

People working with children and young people will confirm: 
 Increased  and  improved  awareness  of  factors  which  influence 

mental health and wellbeing in children and young people. 
 Increased  and  improved  awareness of why  good mental health  is 

important. 
 Increased  confidence  to  start  the  conversation with  children  and 

young people with additional mental health and wellbeing needs. 
 Multi‐ agency strategies include principles, priorities and action to 

improve mental health and wellbeing in children and young people. 
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1A  
Training for the early identification of emotional problems in childhood to identify and address emotional problems and challenging behaviour will be made 
available to those who work with children and young people to provide staff with the confidence to support and intervene at an early stage by developing 
support for universal and early help services and effective integrated working practices. 
How	does	this	support	Future	in	Mind	:	
Improving	access	to	effective	support,	points	9,	16.	
Current	response Action	needed		 Howwill	

this	be		
measured/
data	/KPI	

	
	

Resources	needed							
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	commissions/who	
provides	

Timescale
Year	1	to	5	

Tracking/
RAG	

	
Training	is	limited	to	
universal	response	

	
	

Agree	training	required	
and	identify	programme	to	
meet	needs	across	
workforce.	
	
This	may	involve	basic	
awareness	raising,	self	
harm	and	suicidal	intent	
and	other	specific	training	
such	as	signs	of	attachment.
	
Implement	roll	out		
	
(Because	Walsall	is	piloting	
the	school	link	pilot	it’s	
likely	that	this	training	will	
be	rolled	out	across	all	
schools	and	consideration	
for	wider	workforce	

Numbers	
trained	
	
Feedback	of	
feeling	
confident	
and	
competent	
in	intervene	
at	an	early	
stage		

New	funds	for	
training	programme	
or	to	develop	a	train	
the	trainers	
programme	which	
following	initial	
investment	could	be	
self	sustained.	
	
Secondary	mental	
health	services,	
school	nurses	and	
named	CAMHS	link	
could	support	train	
the	trainer	
approaches	
	
CCG	transformation	
funds	may	fund	

Public	Health,	Children’s	
Services	and	Education		
provided	by	appropriate	
trainers	
	
CCG	may	fund	CAMHS	
named	leads	

Year	one	
Pilot	of	school	
link	
Year	two		
Roll	out	
programme	to	
all	schools	

	
Year	Three	
Roll	out	to	
wider	
children’s	
workforce	
	
Year	4‐	5	
Rolling	
programme	for	
refresher	and	
new	starters	

To	be	
assessed	
through	
Walsall	
CCG	PMO	



Walsall	Children	and	Young	People’s	Mental	Health	and	Wellbeing	Transformation	Plan	2015	‐	2020	
	

3	
	

named	CAMHS	leads	
	

	
1B		
There will be an NHSE led schools link pilot with ten schools in Walsall, testing out having named leads in each school for mental health and wellbeing with a 
link to a named lead within the local CAMHS.	
How	does	this	support	Future	in	Mind:	
Promoting	resilience,	prevention	and	early	intervention	
	Improving	access	to	effective	support,		points	2,	8,	9,	16	

	
Current	response Action	needed	

	
How	will	this	
be		
measured/d
ata	/KPI	

	
	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/
RAG	

There	is	limited	
primary	children	and	
young	people’s	
mental	health	
support	in	Walsall.		
School	nurses	
provide	the	focus	for	
emotional	well	being	
but	the	gap	between	
universal,	the	
targeted	offer	and	
accessing	secondary	
specialist	CAMHS	
sometime	leaves	
children	and	young	
people	bouncing	
between	referrer	and	
services.		

Walsall	to	participate	
with	the	pilot.		

	
10	schools	selected	
chosen	by	schools	forum	
to	ensure	a	decent	spread	
and	representation	across	
localities	
	
Review	feedback	on	
evaluation	from	NHSE	to	
determine	potential	roll	
out	of	training	to	all	
education	provision	from	
year	2	onwards.	

NHSE	will	
evaluate	
effectiveness,	
locally	CCG	
and	education	
will	also	gain	
feedback		

	

NHSE	grant	of	£50k	
	
Match	funding:	
	
10	schools	to	access	back	
fill	cost	of	£3500	per	
school,	cost	of	venue	etc	
and	for	1.5	named	CAMHS	
lead	
	
Schools	forum:	£20k	
Education	Development:	
£5k	
Dudley	and	Walsall	MHPT:	
£15k	
Walsall	CCG	via	year	one	
transformation	funds:	£10k	
	

NHSE	lead	on	pilot,	
CCG	bid	in	
partnership	–	
expectation	of	all	
partners	and	
participating	
schools	to	fully	
engage		
	

Year	1	– pilot
Year	2	–	5	–	roll	
out	of	training	

To	be	
assessed	
through	
Walsall	
CCG	PMO	
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A	whole	pathway	of	
all	levels	of	support	
is	not	visible.	

To	roll	out	across	all	
education	provision	will	
need	to	confirm	cost	of	
training	and	continue	
CAMHS	named	leads.	

	
1C	
All children and young people will receive good quality personal social health and economic education (PSHEE) appropriate to age and development.	
How	does	this	support	Future	in	Mind:	
Promoting	resilience,	prevention	and	early	intervention,	point	2	

	
	

Current	response Action	needed	 How	will	this	
be		
measured/d
ata	/KPI	

	
	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/
RAG	

Already	part	of	
school	curriculum		

Review	from	citizen	and	
health	manager	for	
education	development	

Measure	as	
part	of	Ofsted	
inspection		

	
	

None Schools,	education	
provider		

Year	1‐ 5	
continuously	in	
place	

To	be	
assessed	
through	
Walsall	
CCG	PMO	
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1D	
All children and young people will receive support  to manage emotions, cope with change, have positive self esteem, manage relationships and develop 
interpersonal problem solving skills through; out of schools activities, such as all forms of youth provision from the public, private and third sector providers 
through the early years of their working life and have options to access peer support 	
	
How	does	this	support	Future	in	Mind:	
	
Promoting	resilience,	prevention	and	early	intervention	–	general	approach	
	
Current	response Action	needed	 How	will	this	

be		
measured/d
ata	/KPI	

	
	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/
RAG	

Will	be	picked	as	
part	of	the	
developments	of	the	
pathway	of	support	
from	
community/universa
l	to	specialist	in	2C	

Covered	in	action	2c To	be	
assessed	
through	
Walsall	
CCG	PMO	
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1E	
Continued promotion of Healthy Schools Programme.	
How	does	this	support	Future	in	Mind:	
Promoting	resilience,	prevention	and	early	intervention	point	2	

	
Current	response Action	needed	 How	will	this	

be		
measured/d
ata	/KPI	

	
	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/
RAG	

Part	of	role	of	
educational	
development	
through	the	citizen	
and	health	manager	

Continue	with	the	
promotion	and	take	up	of	
the	programme	

Number	of	
schools	
participating	
–	confirmed	
by	education	
development	
centre	

Existing		‐ supported	by	
school	nurses,	existing	
pastoral	care		

Schools/education	
providers		

Year	1	to	5	
continuous	

To	be	
assessed	
through	
Walsall	
CCG	PMO	
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1F		
Schools work to meet the Ofsted Inspection Framework judgement on personal development, behaviour and welfare of children and learners. All children and 
young people will receive support to manage emotions, cope with change, have positive self esteem, manage relationships and develop interpersonal problem 
solving skills in all schools.	
How	does	this	support	Future	in	Mind:	
Promoting	resilience,	prevention	and	early	intervention	
To	be	accountable	and	transparent	points	2,	34	(national)	

	
Current	response Action	needed	 How	will	this	

be		
measured/d
ata	/KPI	

	
	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/
RAG	

Part	of	inspection	
framework	and	
measured	in	each	
education	provision	

Schools	and	education	
providers	to	meet	
framework	requirements		

Results	of	
Ofsted	
inspections	

Current	education	
providers		

Current	education	
providers	

Year	1‐ 5	
Continuous	

To	be	
assessed	
through	
Walsall	
CCG	PMO	
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1G		
Continue to support the role of school nurses in meeting mental health and wellbeing through the contract specification which focuses on ensuring the 
promotion of good mental health and wellbeing.	
How	does	this	support	Future	in	Mind:	
Promoting	resilience,	prevention	and	early	intervention		
Improving	access	to	effective	support,		points		1,2,	16,		
	
Current	response Action	needed	 How	will	this	

be		
measured/d
ata	/KPI	

	
	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/
RAG	

Within	the	current	
school	nurse	
contract	
specification,	school	
nurses	support	
emotional	mental	
health	by	ensuring 
the promotion of 
good mental health 
and wellbeing 
including, supporting 
early intervention and 
identifying and 
helping  children and 
young people and 
their families, who 
need support with 
their emotional or 
mental health and 
includes the 
following: 

Continue	to	build	on	this	
role	and	support	–	add	
into	pathway		

Via	contract	
management	
of	school	
nurses	
contract	

Existing	resource	–	recently	
tendered		

Public	Health	
Commission,	
Walsall	Healthcare	
Trust.	

Year	1	–to	5	
continuous	
review	for	
future	
specification	
when	
retendering	

To	be	
assessed	
through	
Walsall	
CCG	PMO	
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• Schools are given 

guidance and 
supported to 
adopt a 
comprehensive 
‘whole‐school’ 
approach to social 
and emotional 
wellbeing and 
resilience which 
includes 
suggestions for a 
curriculum that 
integrates the 
development of 
social and 
emotional skills 
within all subject 
areas e.g. 
problem‐solving, 
coping, conflict 
management/res
olution and 
understanding 
and managing 
feelings.  

• Parenting 
support through 
courses or 1:1 
support 
publicised 

 Support is given 
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through training 
or advice to 
school staff to 
recognise 
potential issues 
and refer 
appropriately  

 Parents and 
carers are 
signposted to 
local services and 
support through 
newsletters, 
publicity at 
parents evenings 
and school 
nursing one stop 
shop advice 
website 

 Drop‐ins are 
publicised and 
provided to 
support parents 
and young people 
around emotional 
health and 
wellbeing 

 Development of 
FRIENDS training 
offering sessions 
for anger 
management. 
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1H  
That the support from Walsall Health Visitors includes support to maintain emotional wellbeing and picks up on signs of emerging mental health needs and 
signposts/refers appropriately.	
How	does	this	support	Future	in	Mind:	
	
Promoting	resilience,	prevention	and	early	intervention	points	1	(1.1)	and	4	

	
Current	response Action	needed	 How	will	this	

be		
measured/d
ata	/KPI	

	
	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/
RAG	

Health	visitors	
contract	specification	
includes		links	to	
early	help	and	
detection,	
application	of	the	
Healthy	Child	
Programme	

Strengthen	response	as	
part	of	action	3B	and	3C	
to	develop	community	
based	maternal	MH	
pathway.	

Contract	
management	
and	
participation	
in	identified	
future	
pathway	of	
support	for	
community	
based	
maternal	
mental	health	

Existing	– service	will	
support	and	adopt	new	
pathway	in	line	with	HCP	

Public	Health	
commissioner,	
provided	by	Walsall	
Healthcare	Trust	

Year	1‐ 5	
continuous	

To	be	
assessed	
through	
Walsall	
CCG	PMO	
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1I	
For the traded service; Integrated Behaviour Support Team (currently commissioned by Primary Schools) to continue to develop the behaviour champion 
approach and a pathway of support and advice around behaviour support. Consider widening the offer of the traded service to Secondary Schools.	
How	does	this	support	Future	in	Mind:	
Promoting	resilience,	prevention	and	early	intervention		
Improving	access	to	effective	support;	points	2,	8,		16	

	
Current	response Action	needed	 How	will	this	

be		
measured/d
ata	/KPI	

	
	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/
RAG	

The	traded	service	
for	primary	schools	
in	Walsall	was	
redesigned	and	re‐
launched	a	year	ago.	
Re‐launched	service	
included	access	to	
named	CAMHS	
nurses	who	work	to	
support	the	
behaviour	support	
pathway.	Each	
participating	school	
has	a	named	
behaviour	champion	
and	staff	have	
received	training	in	
class	room	
management	and	
behaviour.	CAMHS	
nurse	input	acts	as	

This	service	is	not	traded	
to	academy	of	
independent	primary	
schools	and/or	secondary	
school	provision,	based	
on	the	success	of	the	
service	in	its	first	year	–	
the	access	manager	for	
education	development	in	
Walsall	will	propose	
option	of	traded	service	
tailored	to	secondary	
schools	and	those	not	part	
of	current	primary	
response.	

Current	
service	
accountable	
to	purchasing	
schools.		
	
Evidence	of	
reduction	in	
behavioural	
issues,	
support	to	
manage	and	
prompt	
support	from	
CAMHS	nurse	

Education	providers	to	
continue	with	traded	
service	and	secondary	
schools	to	consider	option	
of	traded	service	

Schools	and	
education		
providers		

Year	1and	2
Continue	with	
existing	traded	
service	
	
Develop	
secondary	
school	
response	if	
schools	choose	
option	

To	be	
assessed	
through	
Walsall	
CCG	PMO	
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early	point	of	
intervention	
conducting	the	initial	
choice	assessment/	
determining	if	the	
child	or	young	
person	needs	
referral	into	
secondary	mental	
health	specialist	
provision	–	nurses	a	
part	of	existing	
specialist	CAMHS	can	
refer	directly	into	
service	and	if	choice	
has	been	conducted	
offer	partnership	
appointment.	
	
The	current	traded	
service	will	also	
support	the	
development	of	
school	link	pilot	and	
the	development	of	a	
pathway	of	all	
services	available	
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1J	
Commissioners will encourage the appropriate local authority scrutiny committee to assess the progress made by education establishments in adopting an 
organisation‐wide approach to social and emotional wellbeing. They will also ensure policies and arrangements are in place to promote the social and 
emotional wellbeing of those who work with children and young people within education.	

How	does	this	support	Future	in	Mind:
Promoting	resilience,	prevention	and	early	intervention	general	principles	and	point	2	

	
Current	response Action	needed	 How	will	this	

be		
measured/d
ata	/KPI	

	
	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/
RAG	

Not	established	 Through	Children	and	
Young	People’s	
Partnership	Board	–	
determine	if	this	action	is	
something	within	the	
remit	of	the	local	
authority	

Reporting	
mechanism	
set	up	for	
local	
authority	
scrutiny	
committee	to	
determine	
progress.	

Existing Needs	further	
discussion/consider
ation	strategically	

If	possible	will	
ask	for	
inclusion	from	
16/15	
committee	
cycle	so	year	2	

To	be	
assessed	
through	
Walsall	
CCG	PMO	
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1K	
All parents‐to‐be will be offered parenting classes focussing on building a good relationship with their baby, as part of parent education classes	
How	does	this	support	Future	in	Mind:	
Promoting	resilience,	prevention	and	early	intervention	point,	4	

	
Current	response Action	needed	 How	will	this	

be		
measured/d
ata	/KPI	

	
	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/
RAG	

Universal	offer	to	all	
parents	to	be	(ante	
natal)	in	Walsall		
Based	on	Approach	
called	Parenting;	
Birth	and	Beyond		

None	–this	is	part	of	
current	offer	–	will	review	
need	to	include	any	for	
additional	points	as	part	
of	future	procurement	
process.	
	
Service	provider	will	
support	pathway	
developed	for	community	
maternal	mental	health		

Already	
measure	
through	
existing	
contract	and	
specification		

Existing Walsall	CCG	
commission	
	
National	Childcare	
Trust	

Retender	due	
in	2017	–	and	
will		include	
any	new	locally	
develop	
pathways	that	
the	service	may	
signpost	into		

To	be	
assessed	
through	
Walsall	
CCG	PMO	
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1L	
All parents will have the opportunity to attend local baby‐parent groups which include sessions on parenting, access to parenting advice by telephone or on 
line, access to face‐ to –face parenting advice	
How	does	this	support	Future	in	Mind:	
Promoting	resilience,	prevention	and	early	intervention	point	4	

	
	

Current	response Action	needed	 How	will	this	
be		
measured/d
ata	/KPI	

	
	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/
RAG	

Though	children’s	
centres	and	
voluntary	sector	
such	as	Homestart	in	
Walsall		
	
Bumps	and	babies	
groups	available	
through	children’s	
centres	
	
Telephone	advice	
available	through	
children’s	centres	
and	voluntary	centre	

Ensure	the	whole	range	of	
support	and	service	
available	are	offered	as	
part	of	the	pathway	of	
support	and	recorded	in	
directory	of	support	and	
services		
	
Gap	in	online	advice	

Children’s	
Centre’s	
Managed	
through	
Walsall	
Council	–	
provide	
performance	
data	about	
take	up	of	
courses	and	
outcomes		

Existing	– may	need	to	
identify	further	funds	and	
business	case	for	online	
support		

Walsall	Council	
Children’s	services		

	
(Voluntary	sector	
depends	on	funder	
may	be	Walsall	
Council	but	may	
also	be	lottery	
fund/donation	
based)	

Year	1	–
inclusion	in	
published	
pathway	of	
services	and	
support	
	
Year	2‐	identify	
options	for	
online	support	

To	be	
assessed	
through	
Walsall	
CCG	PMO	
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1M	
We will build on the support about parenting for parents and carers strengthening the aim to increase knowledge, skills and capacity to meet the emotional 
and social needs of their children.	
How	does	this	support	Future	in	Mind:	
Promoting	resilience,	prevention	and	early	intervention	point	4	

	
Current	response Action	needed	 How	will	this	

be		
measured/d
ata	/KPI	

	
	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/
RAG	

See	point	1L	
	

The	role	of	parent	
carers	is	being	
considered	as	part	of	
future	task	and	finish	
group	

	
There	is	the	Walsall	
Information	and	
Advice	and	Support	
Service	(formally	the	
Walsall	Parent	
Partnership	
Services)	–	focuses	in	
children	and	young	
people	with	SEND	

As	in	point	1L	
	

Confirm	compliance	with	
child	and	families	Act	in	
relation	to	parent	carers		
	
Parent	carers	of	children	
and	young	people	who	
access	the	specialist	
mental	health	service	are	
offered	appropriate	
carers	assessment	and	
ongoing	support.	

As	in	point	1l
	

Children’s	
services	to	
confirm	
recording	
process	

As	in	point	1l
	

As	in	point	1l
	

As	in	point	1l
	

To	be	
assessed	
through	
Walsall	
CCG	PMO	
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Priority	theme	from	Walsall Mental Health and Emotional Wellbeing Strategy for Children and Young People 2015 – 2020 (page :	17)	

	
2.  Improve information and advice available for children and young people, families and professionals with regard to emotional mental health and 

wellbeing 

Feedback has confirmed that  information available about mental health and wellbeing for children and young people  is  limited, not all  in one place and not 
easy to access. Many people,  including people who work with children and young people are not aware of all the support and services available, or how to 
access it. 

 
We want to have a clear pathway in place, confirming mental health and wellbeing support and services for children and young people to access. 
 

Outcomes:	 How will this be measured:	
Children/young	people,	carers,	parents	and	professionals	will	be	able	to	
access	information	and	resources	in	relation	to	mental	health	and	
wellbeing. 

The same information will be available across Council, Education and Health 
web pages, in directory of services, become part of the local offer and in the 
Early Help Hub. 
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2A 
Review the information, advice and guidance available to children, young people, families and professionals and work with them to improve the quality of such 
information and improve awareness of services available in Walsall. Review the needs assessment mapping of current services and support available into a 
directory of services. Confirm a clear pathway of care and support for children and young people’s mental health and wellbeing in Walsall and this will be 
shared across all partners and used as information on web pages and in leaflets.
How	does	this	support	Future	in	Mind:	
Promoting	resilience,	prevention	and	early	intervention		
Improving	access	to	effective	support	point,	8.	
Current	response Action	needed	 How	will	this	

be		
measured/d
ata	/KPI	

	
	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/
RAG	

	
Web	based	
information	patchy	
and	not	consistent	
	

	

When	point	2B	and	2C	
completed	all	partners	to	
agree	consistent	approach	
to	information		

Information	
about	all	
services	and	
pathway	
consistent,	
available,	
regularly	
updated		

Partnership	working		 All	partners	
Year	1	and	
continuous	
review	

To	be	
assessed	
through	
Walsall	
CCG	PMO	
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2B	
Where the needs assessment confirmed lower than expected prevalence (take up of available mental health service both specialist and targeted) for 15 to 17 
year olds, BME communities and BME males, target appropriate information and awareness raising to ensure equality and reduce health inequality. 	
	
How	does	this	support	Future	in	Mind:		
Promoting	resilience,	prevention	and	early	intervention		
Improving	access	to	effective	support	points,	8.	

	
Current	response Action	needed	 How	will	this	

be		
measured/d
ata	/KPI	

	
	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/
RAG	

None	other	than	
universal		–	we	need	
to	establish	why	the	
prevalence	is	lower	

As	above	specific	
attention	to	targeting	
schools	and	areas	with	
information	where	BME	
community	and	15	to	17	
year	old	
Current	counselling	
provision	given	capacity	
to	do	further	outreach	
work	

Future	data	
confirms	
increased	
take	up	in	
accordance	
with	expected	
national	
prevalence	

CCG	use	of	transformation	
fund	to	enhance	targeted	
counselling	support	to	
enable	capacity	for	
outreach	

All	partners	and	
providers	

Year	1 To	be	
assessed	
through	
Walsall	
CCG	PMO	

 
   



Walsall	Children	and	Young	People’s	Mental	Health	and	Wellbeing	Transformation	Plan	2015	‐	2020	
	

21	
	

 
Priority	theme	from	Walsall Mental Health and Emotional Wellbeing Strategy for Children and Young People 2015 ‐ 2020:	(page	17/18)	

	
3. Prevention	and	early	help,	earlier	recognition	and	intervention
Outcomes:	 How will this be measured:	

Identification	of	mental	health	and	wellbeing	needs	at	earliest	point.
	
Services	provided	at	an	earlier	stage.	

	
Services	developed	based	on	the	feedback	of	children	and	young	people	
and	those	who	work	to	support	children	and	young	people. 

Reduction in mental health crisis/urgent or emergency referrals into the 
specialist secondary mental health service (CAMHS). 

 
Reduction in inappropriate referrals to CAMHS. 

 
Increase of appropriate referrals to the right service, the first time. 
Children and young people feedback that services are based on what they 
wanted to see in place. 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



Walsall	Children	and	Young	People’s	Mental	Health	and	Wellbeing	Transformation	Plan	2015	‐	2020	
	

22	
	

3A  
	
Review current services and support, review how services are accessed with the aim of removing barriers and to provide support at the earliest point.	
 
How	does	this	support	Future	in	Mind:	

	
Improving	access	to	effective	support	points	6,	7,16	

	
Current	response Action	needed	 How	will	this	

be		
measured/d
ata	/KPI	

	
	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/
RAG	

No	single	point	of	
access	across	
services	in	place.	
Some	examples	of	
working	together	as	
providers	and	
partners	but	not	
embedded.	Criteria	
to	access	to	specialist	
CAMHS	leaves	a	gap	
between	scope	of	
current	
commissioned	
targeted	and	
universal	provision	
	
Already	reviewed	
access	and	available	
resources	and	

Work	with	all	partners	to	
develop	pathway	which	
removes	the	barriers		

	
For	commissioned	
services	or	in	house	
services	to	adopt	the	
pathway	and	provide	a	
seamless	response	

	
	

Pathway	in	
place	with	
help	at	
earliest	point	

	

Partners	and	providers	
working	together	to	
develop	pathway	
(facilitated	by	CCG)	
	
CCG	transformation	funds	
to	increase	capacity	to	
current	targeted	and	
specialist	response	with	
first	year	funds	and	reduce	
waiting	times,	long	term	
funding	to	support	of	single	
point	of	access	and	to	
redesign	the	targeted	(tier	
2)	response.	

All	partners	and	
providers	
	
CCG	specifically	for	
targeted	and	
specialist	
	
Public	Health	and	
education	for	
universal	and	
overlap	with	
targeted	in	schools	

Year	1	–
develop	
pathway	and	
increase	
capacity	of	CCG	
provisions	to	
reduce	waiting	
times			
	
Year	2	Pathway	
adopted,	single	
point	of	access	
in	place	and	
redesigned	
targeted	
services	

To	be	
assessed	
through	
Walsall	
CCG	PMO	
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services	
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3B		
Enhance existing maternal, perinatal and early year’s health services and parenting programmes to strengthen attachment between parent and child, avoid 
early trauma, build resilience and improve behaviour by ensuring parents have access to evidence based programmes of intervention and support.	
How	does	this	support	Future	in	Mind:	
Promoting	resilience,	prevention	and	early	intervention	points:1,4	
	

	
Current	response Action	needed	 How	will	this	be		

measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Lots	of	good	
practice	across	
children’s	services,	
children’s	centres,	
early	help,	
maternity	services,	
health	visitors	
response,	family	
nurse	partnership,	
independent	and	
voluntary	sector	
and	adults	primary	
mental	health	but	
not	completely	
embedded	as	a	
whole	pathway	
response	
	
Project	work	
started	by	CCG	in	

Partners	and	
providers	to	
confirm	current	
pathway	and	work	
together	to	review,	
identify	gaps	to	be	
met	to	strengthen	
the	response	

Pathway	identified	
in	place	and	
available		

Partnership	work	
redesign	of	current.	
	
Maternal	MH	needs	
covered	in	3C	

All	partners	and	
providers		

Year	1	and	2 To	be	assessed	
through	Walsall	
CCG	PMO	
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2014/15	to	
identify	pathway	
and	focussed	on	
gaps	for	mental	
heath	
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3C	
Develop a maternal mental health pathway to have a response which supports the specialist inpatient mothers and babies unit, providing a robust community 
response (including as a minimum access to a specialist perinatal mental health consultant offered through the birth unit).  	
How	does	this	support	Future	in	Mind:	
Promoting	resilience,	prevention	and	early	intervention	points:1,4	
	
	
Current	response Action	needed	 How	will	this	be		

measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Maternity	services	
and	health	
Visitors/Family	
nurse	partnership	
and	early	
help/children	
centres	flag	if	
referral	needed	
into	MH	following	
routine	basic	
screening.	
	
If	known	to	
secondary	services	
MH	already	
involved	
	
Specialist	in	
patients	mothers	
and	babies	

Strengthened	
response	in	MH	
where	services	
prioritise	maternal	
mental	health	
needs	and	have	
capacity	to	
prioritise	
	
Local	access	in	
birth	unit	to	
perinatal	specialist	
mental	health	
consultant	

	
	

Pathway	into	
mental	health	
specific	to	
maternal	mental	
health	from	
primary	care	to	
secondary		

Funding	for	
increased	capacity	
of	nurses	and	
practitioner	
specialising	in	
maternal	mental	
health	
	
Funding	for	local	
unit	to	have	access	
to	a	perinatal	
mental	health	
consultant	
	
Based	on	
prevalence	
consideration	of	a	
Black	Country	or	
Pan	trust	between	
Dudley	and	Walsall	

CCG	 Year	one	finalise	
requirements	
and	determine	
co‐
commissioning	
options	

	
Year	2	‐	implement	

To	be	assessed	
through	Walsall	
CCG	PMO	
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commissioned	by	
NHSE	
	
CCG	led	on	task	
and	finish	group	
specific	to	
maternal	mental	
health	2014/15	
and	have	business	
case	already	
developed	with	
proposal	for	
investment	
required	to	
strengthen	the	
current	community	
response	and	
pathway	

to	be	considered.
	
Use	of	funds	

specific	to	improve	
maternal	mental	
health	
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3D	
Build capacity of those who work with children and young people to provide staff with the confidence to support and intervene at an early stage by developing 
support for universal and early help services and effective integrated working practices.	

How	does	this	support	Future	in	Mind:
Current	response Action	needed	 How	will	this	be		

measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Pockets	of	good	
practice	and	
experience.	
	
Links	to	1A	for	
training	and	to	3A	
and	3E	in	terms	of	
developing	a	
pathway	of	
services	removing	
barriers	and	
intervening	at	
earliest	point	
And	to	6D	for	
reviewing	
workforce	and	
capacity	
	

Implement	1A,	3A,	
3E	and	6D	
	
All	partners	to	
work	towards	
implementing	
pathway,	training	
and	review	of	
workforce	capacity
	
		

Actions	1A,	3A,	3E	
and	6D	in	place,	
workforce	trained	
and	have	
established	
pathways	working	
in	partnership		

See	actions		1A,	3A,	
3E	and	6D	

All	partners	and	
providers	

	
Specifically	
children’s	services,	
public	health	and	
education		
	
CCG	to	support	
named	lead	in	
CAMHS	and	train	the	
trainer	approaches	

See	actions	1A,	3A,	
3E	and	6D	

To	be	assessed	
through	Walsall	
CCG	PMO	
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3E		
Improve access to a wide range of resources that provide support for emotional and psychological difficulties by reviewing the current services.	
How	does	this	support	Future	in	Mind:	
Improving	access	to	effective	support	–	general	and	point	8	
	

	
Current	response Action	

needed	
How	will	this	
be		
measured/data	
/KPI	
	

Resources	needed								
(i.e.	service	redesign	
within	current	
funding/more	
funding/	new	service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Full	review	of	secondary	
specialist	service	already	
started	May	2015	range	of	
support	mapped	into	
pathways	
	
Mapping	of	existing	
services	and	resources	
complete	
	
CCG	funded	targeted	
response	focuses	on	short	
term	counselling	based	on	
psychodynamic	approach	
(evidenced	based)	but	
further	review	of	range	of	
support	needed	to	be	
considered	following	
needs	assessment	
Also	need	to	link	in	with	
future	intention	to	adopt	
IAPT	in	Walsall	

Complete	
mapping	and	
identification	
of	current	
pathway	
services	and	
resources	

	
Identify	
further	types	
of	
intervention	
and	support	
to	be	included	
in	future	
procurement/	
commission	

Pathway	in	
place	with	all	
options	of	
resources	
identified	

	

Other	actions	cover	the	
training	and	capacity	
building	for	universal	
workforce	
	
CCG	transformation	
funds	to	support	
redesign	of	targeted	and	
specialist	services	and	
to	increase	range	of	
support	available	at	
earlier	stage	increasing	
capacity	and	developing	
a	blended	service	
between	targeted	and	
specialist		

CCG	provision	–
NHS	provider	and	
independent	and	
voluntary	sector	

Year	1	review
Year	2	
commission	

To	be	assessed	
through	Walsall	
CCG	PMO	
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3F	
Review the support and resources for under 11 year olds, for targeted support (as identified in the needs assessment) and ensure there are a wide range of 
resources to provide emotional and psychological difficulties.	
How	does	this	support	Future	in	Mind:	
Improving	access	to	effective	support	point	8	
	
	
Current	response Action	needed	 How	will	this	be		

measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Targeted	support	
for	under	11’s	is	
based	on	school	
response,	input	
from	school	
nurses,	parenting	
courses	for	parents	
and	group	
supports	such	as	
FRIENDS	etc.		
	
Gap	identified	in	
needs	assessment	
whereby	the	
current	response	
doesn’t	meet	needs	
where	there	are	
emerging	
behaviour/conduct	
issues	and	referral	

In	line	with	needs	
assessment	
recommendation		
review	options	to	
provide	either:	
	
access	at	earlier	
point	to	secondary	
service	by	
increasing	capacity	
and		removing	the	
criteria	based	on	
potential	mental	
health	condition		
	
or	implement	a	
targeted	response	
	
link	all	options	to	
the	schools	link	

Targeted	services	
available	for	the	
under	11’s	

CCG	transformation	
funds	

CCG	– provider	may	
be	NHS	trust,	
independent	or	
voluntary	sector.	

Year	1	review	
options	and	scope	
	
Year	2	pilot	
	
Year	3	onwards	
Implement	if	
evidence	supports		
effectiveness	

To	be	assessed	
through	Walsall	
CCG	PMO	
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into	secondary	
service	not	
accepted.	
One	to	one	
counselling	
support	for	under	
11’s	is	a	specialist	
area	and	the	
current	targeted	
counselling	service	
start	to	offer	
support	from	11	
onwards.	
	
Traded	service	in	
primary	schools	
for	behaviour	has	
access	to	named	
CAMHS	nurses	but	
due	to	capacity	is	
limited	to	an	
advisory/screening	
assessment	role	as	
opposed	to	
providing	
interventions.	

pilot	and	the	
current	named	
leads	for	CAMHS			
	
When	Walsall	
implements	IAPT	
ensure	this	is	part	
of	the	programme.	
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3G 
Options to implement a single point of access will be considered and implemented (for example as part of Early Help response or as a Primary Care CAMHS 
within GP surgeries with the aim of; strengthening support to those who work with children and young people, intervene at the earliest point and refer into 
CAMHS or signpost into other appropriate services/support within the pathway of mental health and wellbeing support. 
	
How	does	this	support	Future	in	Mind:	
Improving	access	to	effective	support	point	7	and	8	
	

	
Current	response Action	needed	 How	will	this	be		

measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

There	isn’t	one	
single	point	of	
access	for	all	
services.	
	
This	was	a	key	
finding	from	the	
needs	assessment.	
	
Awareness	of	
whole	range	of	
support	not	
consistent.		
	
If	not	accepted	into	
secondary	service	
referral	returned	
to	referrer	with	

Review	options	to	
implement	single	
point	of	access	for	
range	of	services.	
With	input	at	
earliest	point	
triage	and	initial	
screening.		Review	
option	to	bring	
choice	initial	
assessment	into	
the	single	point	of	
access.	For	this	to	
also	be	linked	to	
the	named	leads	
for	CAMHS	and	to	
be	the	SPA	for	
MASH,	Early	Help,	

Single	point	of	
access	for	referral	
into		support	for	
emotional	
wellbeing	and	
support	
	
Clear	response	for	
referral	of	
identified	support	
and	options	to	
meet	need	

CCG	transformation	
funds		
	
For	the	SPA	process	
to	be	piloted	
	
To	increase	the	
capacity	of	existing	
and	to	implement	
further	services	
which	provide	a	
wide	range	of	
support	to	act	as	a	
blended	model	with	
the	Single	Point	of	
Access.	

CCG	with	input	from	
children’s	services,	
education	and	
public	health	

Year	1	review	
options	
	
Year	2	into	3/	
pilot/commission	
options	
	
Year	4/5	
implement		/	
review	of	
effectiveness		

To	be	assessed	
through	Walsall	
CCG	PMO	
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suggested	options.
	
	

GP’s	and	schools.	
	
Review	range	of	
support	to	ensure	
sufficient	capacity	
for	referral	into	
targeted	services	
to	take	place	
where	secondary	
mental	health	
service	not	
appropriate	and	
develop	a	blended	
model.	
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Priority	theme	from	Walsall Mental Health and Emotional Wellbeing Strategy for Children and Young People 2015 ‐ 2020:		

	
4. Access to evidenced based, high quality services 

Targeted and specialist mental health services should have appropriate professionals in the team and should provide evidence based support.  
 
Specialist mental health services (CAMHS) are supporting children and young people with more complex mental health needs.  
 
Many GP’s felt they cannot access the specialist secondary mental health services CAMHS for their patients. 
 
Children and young people who meet the criteria to access the secondary specialist mental health service and who are not in crisis, experience long waiting 
times for the follow on appointment, after their first initial assessment appointment. 
 
Children and young people in emergency crisis are admitted to the paediatric ward of the local acute hospital. 
 

Outcomes:	 How will this be measured:	
 

Children	and	young	people,	who	require	them,	have	timely,	access	to	evidence	
based	interventions. 

 

Improving Access to Psychological Therapies in place (IAPT). 
 
Monitor and improve waiting times. 
 
Reduction  in admissions and  length of stay  into the paediatric ward due 
to deliberate self harm. 
 
Reduction  in  admissions  and  length  of  stay  into  specialist  inpatient 
CAMHS. 
 
Prevent admission of under 18 year olds into adult mental health wards.	
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4A  
Reduce waiting times by completing a review of the current specialist secondary mental health service – CAMHS, to understand capacity and resources within 
the service. The different specialist services within the team will be mapped, pathways established and evidence based interventions confirmed with targets 
for and waiting times established. We will direct resources to redesign services. 
 
How	does	this	support	Future	in	Mind:		
Improving	access	to	effective	support	
To	be	accountable	and	transparent	points	17,	37		
Current	response Action	

needed	
How	will	this	be	
measured/data	
/KPI	

	
	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who	
commissions/
who	provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Data	from	targeted	CCG	
provision	is	already	robust	
and	provides	detail	as	
required	to	inform	
commissioning	intentions.	
	
For	the	specialist	secondary	
mental	health	service	the	
current	data	reporting	is	part	
of	the	contract	is	based	on	
number	of	face	to	face	
contacts.	

	
Data	was	gained	through	
submitting	One	off	
information	requests	(from	
2013	onwards)	to	gain	data	
specific	to	waiting	times	and	
referral	data.		

	

Formalise	
through	
contract	and	
specification	
data	
requirements.

	
Target	
resources	to	
reduce	
current	
waiting	times	
in	short	term	
and	long	term	
redesign	
service	to	
ensure	most	
effective	
approach	in	
place	

Reduction	in	
waiting	time	for	
routine	case	
including	the	
internal	waiting	
time	following	
initial	assessment	
–	using	baseline	
of	waiting	times	
data	2015	–	that	
the	average	
routine	initial	
appointment	
waiting	time	was	
10	weeks	and	
average	routine	
second	
appointment	or	
partnership	of	8	
months.		

Short	term	funding	from	
CCG	transformation	plan	to	
reduce	current	waiting	list		

	
Long	term	funds	for	clearly	
identified	gap	in	pathways	
causing	‘bottlenecks’	

CCG	and	
D&WMHPT	

Year	1	–
by	April	
2016	have	
significantly	
reduced	
waiting	list	
for	internal	
pathways		

	
Year	2	

and	3	
implement	
revised	
approaches	
increase	
capacity	
where	
identified	
and	support	
the	

To	be	assessed	
through	Walsall	
CCG	PMO	
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Through	task	and	finish	group	
started	in	May	2015	(led	by	
CCG	with	finance,	contracts,	
project	management	and	
commissioning	lead	and	CSU	
input),	work	with	current	NHS	
provider	D&WMHPT	
undertaken	to	establish	data	
requirement	in	line	with	
national	minimum	data	set.	
Established	referral	numbers,	
sources,	accepted	into	service,	
DNA	rate,	waiting	time	for	
choice	(initial	assessment)	
routine	cases.		
	
Have	full	staffing	structure	
confirmed.	
	
Gained	data	about	the	internal	
waiting	times	to	start	
identifying	capacity	and	
resource	issues	and	also	start	
considering	re‐design.	For	
example	an	ADHD	and	ASD	
clinic	have	been	put	in	place	
to	improve	support	but	also	
free	up	some	medic	time,	the	
0	to	5	pathway	revised	in	
partnership	with	children	
with	disabilities	centre	etc.	
	
Have	draft	score	card	which	
trust	has	produced	in	line	

KPI	to	be	set	
initially	4	weeks	
for	choice	and	8	
weeks	for	
partnership.	With	
review	once	
single	point	of	
access	in	place.		

development	
of	SPA		
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with	reporting	requirements	
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4B		
Work with providers to support development of IAPT (Improving Access to Psychological Therapies) locally.	
How	does	this	support	Future	in	Mind:	
Developing	the	workforce	–	43	
Current	response Action	needed	 How	will	this	be		

measured/data	/KPI
	
	

Resources	
needed								(i.e.	
service	redesign	
within	current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Previously	
partnership	bid	for	
West	Midlands	was	
not	successful.	

	
	

To	partner	with	
other	CCG’s	and	
learning	
collaborative	and	
submit	bid	for	
IAPT	when	
funding	available.	

IAPT programme	in	
place	for	all	talking	
therapies	to	be	
evidence	based	and	
collecting	routine	
outcomes	monitoring	
date		

IAPT	national	fund	 CCG	and	all	
providers	including	
NHS,	independent,	
voluntary	sector	
and	statutory	
services	

Year	2/3	
dependant	on	
national	funding	

To	be	assessed	
through	Walsall	
CCG	PMO	
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4C	
Continuously review the Deliberate Self Harm Pathway to ensure it is effective and for all partners and providers to support the pathway to meet needs of 
children and young people when they need support in a crisis	

How	does	this	support	Future	in	Mind:
Improving	access	to	effective	support	
	

Current	response Action	
needed	

How	will	this	be		
measured/data	
/KPI	

	
	

Resources	
needed								(i.e.	
service	redesign	
within	current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Walsall	CCG	and	partners	agreed	a	
DSH	pathway	following	task	and	
finish	work	in	2012/13.	
	
Pathway	clearly	establish	and	in	
place.	
	
Regular	review	lead	by	designated	
nurse/safeguarding	lead	for	CCG	
to	review	effectiveness.	
	
Pathway	needs	to	be	responsive	
and	include	the	to	proposals	to	
review	all	age	psychiatric	liaison	in	
Walsall	and	also	to	look	at	
possibilities	of	changing	response	
of	automatic	admittance	to	the	
Paediatric	Assessment	Unit	now	
tier	3	plus	is	embedded	

Pathway,	
policy	and	
procedures	
revised	to	
reflect	any	
changes	
arising	from	
review	of	
pathway.	
	
Ensure	needs	
of	LD	groups	
are	fully	met	
and	
supported	
with	input	
from	
LD/CAMHS	to	
tier	3	plus	
service	and	in	
event	of	

Up	to	date	
pathway	and	
associated	policy	
and	processes	in	
place.	

	
Evidence	of	good	
practice	

	
	

	
	

Existing	 CCG,	partners	and	
providers	

continuous To	be	assessed	
through	Walsall	
CCG	PMO	
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admission	to		
tier	4	see	
action	point:	
5L	
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4D	
Evaluate the effectiveness of the pilot of the ‘Intensive Outreach and Treatment at Home Service’ to ensure it meets the Mental Health Crisis Care Concordat in 
relation developing approaches to support children and young people on a 24 hour basis for emergency mental health crisis.	
How	does	this	support	Future	in	Mind:	
Improving	access	to	effective	support	point	12	and	13	

	
	

Current	response Action	needed How	will	this	be		
measured/data	
/KPI	

	
	

Resources	needed								
(i.e.	service	redesign	
within	current	
funding/more	
funding/	new	service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Walsall	CCG	piloted	tier	3	
plus	in	2015.	Evaluation	
has	confirmed:	a	
reduction	in	use	tier	4	
inpatient	provisions	by	
71%	from	2014	figures.		.	

	
Recent	admissions	have	
also	been	planned	and	
the	YP	hasn’t	been	in	a	
crisis	situation	requiring	
admission	to	the	acute	
PAU.	

	
Impact	to	PAU	numbers	
presenting	have	
increased	but	length	of	
stay	significantly	reduced	
for	majority	of	patients	
with	same	or	next	day	
discharge.		

	

Complete	
evaluation	and	
report	to	CCG	MH	
programme	board	
and	Safety	Quality	
and	Performance	
Board		

	
Continue	to	
manage	in	
community	
(where	
appropriately	to	
prevent	admission	
to	tier	4)	and	keep	
tier	4	admission	to	
below	national	
expected	
prevalence.	

	
Continue	support	
to	acute	and	

Tier	4	uptake	to	
remain	below	
expected	national	
prevalence	(this	
is	already	
confirmed	
through	data	
collated	in	2015)	

	
	length	of	stay	in	
acute	for	95%	of	
cases	same	or	
next	day	
discharge	
	
Reduction	in	
admission	to	PAU	
–	have	current	
baseline	figure	
but	need	to	wait	
for	work	with	
A&E	to	set	

Gap	identified	in	medic	
time	as	current	model	
is	nurse	led	–	use	of	
short	term	and	long	
term	funds	to	meet	the	
gap	in	medic	support	
from	the	remaining	
eating	disorders	funds	

	
NHSE	pump	prime	
funds	confirmed	in	Oct	
2015	for	24/7	liaison	
mental	health	service	in	
emergency	
departments.	

CCG	and	NHS	
provider	–	links	to	
NHSE		

Year	1	–
medic	in	
place	

	
Year	2	–	
review	of	all	
age	
psychiatric	
liaison	

To	be	assessed	
through	Walsall	
CCG	PMO	
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Consideration	of	review	
against	NICE	
recommendation	to	
admit	into	acute	to	
determine	if	alternative	
safe	approach	can	be	
deployed	through	A&E	
and	part	of	psychiatric	
liaison	response.	
	
Out	of	hours	8pm	to	8am	
no	emergency	cover	
other	than	informal	
agreement	for	Adults	MH	
response	again	will	
consider	this	as	part	of	
review	of	all	age	
psychiatric	liaison	
service.	

	
	

review	pathway	to	
ensure	DSH	
response	is	robust	
	
Ensure	service	
support	CPA	
process	and	
enables	planned	
discharge	from	
tier	4	
	
Work	with	
colleagues	and	
provider	to	
develop	all	age	
psychiatric	liaison	
service	
	
Pilot	medic	time	
to	tier	3	plus	
service	–	as	this	is	
currently	
provided	through	
general	
community	based	
secondary	mental	
health	service.	

implementation	
date.	
	
Reduce	length	of	
stay	in	tier	4	
(enabling	
discharge	into	
community)	
based	on	
2014/15	figures.		
	
Have	an	all	age	
out	of	hours	
emergency	
response	for	MH	
–	can’t	set	KPI’s	
until	proposed	
service	in	place.	
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4E	
Review age appropriate care in inpatient settings (not being admitted to an adult ward).	
How	does	this	support	Future	in	Mind:	
Improving	access	to	effective	support	point	12	and	13	

	
Current	response Action	needed	 How	will	this	be		

measured/data	/KPI
	
	

Resources	
needed								(i.e.	
service	redesign	
within	current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Incident	in	Walsall	
very	low	(2	this	year	
to	date)	and	by	
exception	only	
flagging	serious	
incident	report	
	
Recent	case	has	led	
to	further	review	to	
ensure	process	is	
robust	
	
Provision	of	place	of	
safety	and	a	136	
suite	options	under	
consideration	

Gain	assurance	of	
current	process	in	
event	of	admission	

Review	conducted	
and	complete	to	
ensure	that	admission	
to	adult	wards	is	not	
routine	but	by	
exception	only	

See	actions	4J	for	
place	of	safety	and	
136	suite.	

CCG	and	NHS	trust Year	1 To	be	assessed	
through	Walsall	
CCG	PMO	
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4F		
Work with commissioners from across the Black Country to work together to commission services to meet the current guidance for community based eating 
disorders.	
How	does	this	support	Future	in	Mind:	
Improving	access	to	effective	support	point	12	and	13	

	
Current	response Action	

needed	
How	will	this	be		
measured/data	
/KPI	

	
	

Resources	needed							
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Walsall	has	eating	disorder	
service	from	12	onwards.	
Current	service	limited	by	
capacity	of	team.		

	
Walsall	will	partner	Dudley	CCG	
to	develop	the	CYP	CED	response	

	
Working	with	Dudley	CCG,	we	
plan	to	continue	to	commission	
an	all	age	Community	Eating	
Disorder	(ED)	Service.		We	have	
been	working	with	D&WMHPT	to	
design	this	service	and	a	
Business	Case	has	been	
submitted	with	a	projected	cost	
for	our	total	ED	funding	
allocation.		The	existing	eating	
disorders	service	already	meets	
the	Access	and	Waiting	Time	
Standard	for	Children	and	Young	

Agree	model	
in	line	with	
guidance		
	
Confirm	
arrangements	
to	access	
dietician	on	a	
Black	Country	
wide	basis	

	
Revise	
current	
specification		

	
Identified	
KPI’s		
	
Short	term	
workforce	
development	

Swift	access	to	
community	
based	evidence	
based	treatment	
by	confirmation	
of	access	to	
treatment	
reported	on	the	
performance	
scorecard.	
	
Confirmation	of	
the	dedicated	
team	offering	
specialist	
interventions	
demonstrated	by	
evidencing	the	
post	graduate	
skills	of	the	team	
benchmarked	

Specific	Eating	
Disorders	Funding	to	
develop	community	
based	eating	
disorders	service	for	
CYP	

CCG	– Walsall	and	
Dudley	

	
Pan	Trust	
D&WMHPT	

Year	one	
commence	
and	support	
set	up	

	
Year	2	
service	in	
place	

To	be	assessed	
through	Walsall	
CCG	PMO	
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people	with	and	Eating	Disorder	
Commissioning	Guidance.				

		
We	have	undertaken	a	needs	
analysis	with	D&WMHT		

	
These	caseloads	do	not	currently	
accept	referrals	for	include	
bulimics	and	binge	eaters.			The	
total	number	of	children	and	
young	people,	up	to	the	age17	
referred	to	the	service	last	year	
was				of	which	62	were	accepted	
onto	the	caseload	(77.5%	
acceptance	rate).		Of	these	47	
(78.3%)	are	between	ages	14‐16	
and	the	remainder	13	(21.7%)	
are	between	ages	10‐13.		For	
adult	the	respective	figures	were	
186	and	65	equating	to	a	34.9%	
acceptance	rate.		Further	
breakdown	of	the	age	range	of	
the	adult’s	caseload	
demonstrates	that	of	the	65	
clients	only	17	were	between	the	
ages	17‐25	(26.2%)	and	the	
remainder	48	(73.8%)	were	
older	than	25.	

		
From	the	analysis	of	the	age	
stratification	of	the	caseloads,	we	
are	proposing	that	funding	
should	be	allocated	to	
commission	a	0‐18	year’s	old	

of	staff	to	
access	
specialist	
training	to	
increase	skill.	
	
	
Information	
to	be	
collected	at	
every	stage	of	
the	care	
pathway	and	
for	every	
contact	if	
clinically	
appropriate;	
to	ensure	
data	
completeness	
at	key	time	
points	during	
the	care	
pathway	for	
paired	
outcome	
measurement	
and	
monitoring	of	
change;	To	
administer	a	
comprehensiv
e	range	of	
Patient	

against	NICE.	
Data	to	confirm	
outcomes	
captured	
through	changes	
in	scores	of	CGAS	
etc	(minimum	
dataset	and	
CYPIAPT	
measures)	
	
Number	of	cases	
supported	

	
Reduction/	
prevention	of	
escalation	to	tier	
4	setting	(based	
on	expected	
national	
prevalence)	have	
current	data	of	
take	up	of	tier	4		
as	baseline	
	
Support	for	
discharge	from	
tier	4	setting	
confirmed		
	
100%	
compliance	to	
have	waiting	
time	‐	referral	to	
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eating	disorders	service	and	
based	on	proportional	allocation	
of	the	available	£149,00.	funding	
for	Walsall	we	are	proposing	that	
£85,000.	Should	be	apportioned	
to	this	service.			
	
The	remainder	of	the	funding	
will	be	used	to	increase	capacity	
to	the	Home	Treatment	Tier	3+	
service	medic	time	which	will	
also	support	the	eating	disorders	
service.	
	
Non	recurrent	surplus	from	
2015/16	will	fund	training	for	
the	team.	
	
Further	work	needs	to	be	
undertaken	with	the	service	to	
understand	why	so	many	under	
17s	meet	the	acceptance	criteria	
and	why	they	are	presenting	so	
late.			
	
Also	need	to	determine	what	the	
pathway	for	people	not	accepted	
into	the	service.	
	
	

	
	

Reported	
Outcomes	
Measures	
(PROMs),	
alongside	
Patient	
Reported	
Experience	
Measures	
(PREMs)	and	
monitoring	of	
goals.	

treatment	
minimum	within	
4	weeks	for	
routine	and	1	
week	for	urgent	
cases	in	
accordance	with	
guidance	
	
Reduction	of	
transfer	to	adult	
services.	Use	of	
baseline	figures	
from	2015	of	
numbers	
transitioned	to	
adult	eating	
disorder	
services.	
Confirmation	of	
outcomes	
including	
numbers	
managed	by	GP	/	
how	many	
transition	to	
secondary	
services.		
	
Confirm	the	
numbers	of	cases	
with	co	morbid	
symptoms	which	
required	onward	
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services.
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4G		
Work with commissioners from across the Black Country and NHS England Specialist Commissioners to ensure adequate levels of local inpatient services are 
provided for those who need it and consider regional approaches to commission services to meet the needs of children and young people accessing specialist 
inpatient provision.	
How	does	this	support	Future	in	Mind:	
Improving	access	to	effective	support	point	12	and	13	14	
	
Current	response Action	needed	 How	will	this	be		

measured/data	/KPI
	
	

Resources	
needed								(i.e.	
service	redesign	
within	current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Wolverhampton	CCG	
leading	on	co‐
commissioning	pilot	
with	
recommendations	
for	BC	need	
	
Walsall	CCG	
commissioned	has	
regular	contact	with	
BC	commissioners	
and	NHSE	specialist	
commissioner	s	in	
relation	to	tier	4	
inpatient	provision	

Support	
implementation	of	
recommendations	
from	pilot	

Access	to	locally	
based	inpatient	
services	where	
possible	
	

Some	
transformation	
funds	may	be	used	
to	support	pilot	
project	work,	joint	
working	with	
NHSE	around	
current	
procurement	and	
commission	of	tier	
4	inpatient	

BC	CCG’s
NHSE	
	
NHS	Provider	
Trusts	

Year	2 To	be	assessed	
through	Walsall	
CCG	PMO	
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4H	
Work with commissioners from across the Black Country to consider working together to commission crisis services and to implement a designated place of 
safety. Include all partners such as the police and youth offending services and the liaison and diversion and street triage services to build on existing support 
and be prepared for future changes such as the development of the super custody block in the West Midlands (Smethwick).	
How	does	this	support	Future	in	Mind:	
Improving	access	to	effective	support	point	19	
	

	
Current	response Action	needed	 How	will	this	be		

measured/data	/KPI
	
	

Resources	
needed								(i.e.	
service	redesign	
within	current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Identified	as	need	
further	work	to	
engage	with	BC	
commissioners	to	
support	
development	of	
services		

	
Currently	police	
access	support	by	
duty	for	social	care	
or	apply	deliberate	
self	harm	pathway.	
Work	with	regional	
liaison	and	diversion	
service	to	be	
conducted	

Establish	current	
support		

	
Review	to	identify	
gaps	

	
Work	
collaboratively	to	
have	co‐
commissioned	
response	

Place	of	safety	
available	for	under	
18’s		

LA	and	CCG	to	
consider	how	to	
fund	a	BC	
response	–	will	be	
part	of	use	of	ED	
funds	not	used	
against	ED	

CCG/LA
	
	

Year	2	review
	

Year	3	implement

To	be	assessed	
through	Walsall	
CCG	PMO	
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4I	
CCG Commissioner and specialist service to review process of accessing/transferring to services when moving from one area to another, to ensure this is a 
seamless as possible and to work with regional commissioners and out of area services to agree process.	
How	does	this	support	Future	in	Mind:	
Improving	access	to	effective	support	15	

	
Current	response Action	

needed	
How	will	this	
be		
measured/da
ta	/KPI	

Resources	needed								(i.e.	
service	redesign	within	
current	funding/more	
funding/	new	service)	

Who	
commissions/
who	provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

When	accessing	services	out	of	
area	cases	transferred	by	Walsall	
CAMHS	to	locally	based	services.	
	
Very	often	have	waiting	time	to	
access	and	not	all	out	of	area	
CAMHS	offer	same	level	or	range	
of	support	–	some	being	purely	
limited	to	psychiatric,	psychology	
offer.	
	
Have	prior	approval	process	in	
place	and	have	started	to	work	
with	out	of	area	providers	to	
confirm	best	way	to	ensure	
needs	are	met	by	developing	
SLA’s	short	term	contract	to	
enable	capacity	in	the	out	of	area	
services.		
	
When	children	are	placed	in	
specialist	residential	provision	
out	of	area	CCG	has	an	assurance	
oversight	group	lead	by	

Process	in	
place	

	
Shared	with	
other	
commissioner
s	and	
providers	

Needs	met Existing	 CCG Continuous To	be	assessed	
through	Walsall	
CCG	PMO	
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designated	safeguarded	nurse	
lead	and	supported	by	Lac	
nurses,	Walsall	CAMHS	and	
commissioners	to	gain	assurance	
of	health	needs	being	met	
	
Work	with	social	care	in	sourcing	
placements	to	ensure	MH	needs	
are	met		and	where	possible	
engage	providers	in	local	area	to	
agree	package	of	
support/intervention	
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4J	
Review transition from CAMHS (child and adolescent mental health services) to adult mental health services to ensure there are effective processes in place 
and consider the evidence base to extend age range of CAMHS to be up to aged 25 years or to develop a transition support service. Ensure that the needs of 
vulnerable groups are met to avoid the cliff edge effect of cut off from children’s services to adults.	
How	does	this	support	Future	in	Mind:	
Improving	access	to	effective	support	point	15	

	
Current	response Action	needed How	will	this	

be		
measured/data	
/KPI	

	
	

Resources	needed								
(i.e.	service	redesign	
within	current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

CQUIN	last	year	on	
transition	confirmed	
processes	and	policies.	
	
Further	data	provided	as	
part	of	needs	assessment	on	
18	to	25	age	group	
	
Data	through	task	and	finish	
group	on	last	quarters	
transitions	and	where	
transitioned	to		
	
CAMHS	to	start	recording	
further	data	to	capture	
evidence	base	on	gaps	in	
where	to	transition	to‐	to	
support	business	case	to	
CCG	for	17	to	25	year	old	
provision	
	

Build	evidence	
base	for	needs	of	
18	to	25	to	
develop	business	
case	for	CCG		

	
Identify	gaps	
and	propose	
options	and	
solutions		

Successful	
transition	and	
reduction	in	
crisis	because	
needs	not	met	

Business	case	to	CCG	
for	funds	for	18	to	25	
year	old	needs	

CCG	and	social	care
	

In	house	social	
work	teams	

	
NHS	Providers,	
independent	sector	
and	voluntary	
sector	

Year	1	review	
and	build	
evidence	base

	
Year	2	–	CCG	
to	determine	
option	

To	be	assessed	
through	Walsall	
CCG	PMO	
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Social	care	are	developing	a	
transition	social	work	team	
with	co	–located	social	
workers	–	CAMHS	will	
support	the	pathway	
Targeted	support	is	already	
in	place	to	support	the	18	to	
25	year	old	in	continuation	
from	accessing	pre	18	
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4K	
Build on current approach to ensure a person centred approach is adopted for all children and young people and that they (and their families) are involved in 
the planned programme of care.	
How	does	this	support	Future	in	Mind:	
Caring	for	the	most	vulnerable	point	21	

	
Current	response Action	needed	 How	will	this	be		

measured/data	/KPI
	
	

Resources	
needed								(i.e.	
service	redesign	
within	current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Being	confirmed	
through	
identification	of	
pathways.	0	to	5	
pathway	already	
based	on	person	
centred	approach	

Confirm	and	
review	current	
practice	

All	process,	policy	
approach	person	
centred.	

Existing All	partners	and	
providers	

Year	1 review	
complete	by	Year	
2	

To	be	assessed	
through	Walsall	
CCG	PMO	
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4L	
Review the approach to managing the ‘did not attend’ for appointments with the specialist service. To ensure all agencies involved can support the child, young 
person or family to engage and attend future appointments; and to not close the referral/case unless they no longer need the service.	
How	does	this	support	Future	in	Mind:	
Caring	for	the	most	vulnerable	point	20	
Current	response Action	needed	 How	will	this	be		

measured/data	/KPI
	
	

Resources	
needed								(i.e.	
service	redesign	
within	current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Provider	started	text	
reminders	and	has	a	
process	in	place.	
Referrals	and	
professional	involved	
are	engaged	when	
DNA	
	
DNA	rate	in	2014/15	
between	7.8	and	9%	
	
Aim	to	reduce	and	
strengthen	response.	

Share	process	and	
approach	with	all	
partners	and	
children	and	
young	people	and	
families	so	they	
are	aware	of	how	
they	will	be	
supported	to	
engage	with	
services	

	
Review	in	3	
months	impact	of	
text	reminder	and	
approach	

Reduction	in	DNA’s
using	baseline	data	
from	2015	as	a	
starting	point.	

Existing	 CCG	NHS	Trust Year	1 To	be	assessed	
through	Walsall	
CCG	PMO	
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Priority	theme	from	Walsall Mental Health and Emotional Wellbeing Strategy for Children and Young People 2015 ‐ 2020:		

	
5. Make sure we meet the needs of vulnerable children and young people 

	
There are some children and young people who may be considered at more risk of developing mental health and wellbeing needs and could include those who: 

 

 live away from home (including those known as looked after children or in care)  
 have been adopted 
 are Care Leavers (moving into adulthood after they have lived away from home and been considered a looked after child).  
 have a special educational need 
 have a physical or learning disability 
 are within autistic spectrum (AS) 
 are in contact with the youth justice system including those in prison  
 are in alternative educational settings 
 are young carers 
 are part of communities considered vulnerable;  such as gypsies, Roma and  travelling communities,  recent migrants, and  those with higher deprivation 

factors etc 
 have parents with a mental health need and its affects them 
 live in a household where there is domestic abuse  
 live in a household where there is substance misuse  
 are at risk of significant harm from emotional abuse and neglect 
 who have been sexually exploited and/or abused 

 

(This list does not include all possible vulnerable groups; it is the overall aim of all partners to support children and young people from all possible vulnerable 
groups).  

 

The impact of parental mental health, domestic abuse and substance misuse is a factor which affects a child or young person’s mental health and wellbeing, 
commonly known as  the  toxic  trio and should be considered although support  to  the parent  is  from adult services and requires a  joined up approach with 
children’s services. 

 
Outcomes:	 How will this be measured:	
  Data collection. Feedback from professionals. 



Walsall	Children	and	Young	People’s	Mental	Health	and	Wellbeing	Transformation	Plan	2015	‐	2020	
	

57	
	

Vulnerable	 children	 and	 young	 people,	 who	 require	 specialist	 mental	
health	services	have	access	and	in	a	timely	way.	

 
Develop	identified	efficient	pathways	of	support	to	provide	therapeutic	
services	for	vulnerable	children	and	young	people	with	mental	health	and	
emotional	wellbeing	issues. 

 
Reduction  in  placement  in  being  placed  in  a  specialist  residential  service 
outside of Walsall. 
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5A 
Commissioners and providers across education, health, social care, housing, youth support services and youth justice sectors with work together to review 
pathways to ensure multi agency support has flexible acceptance criteria based in presenting needs. 
How	does	this	support	Future	in	Mind:	
Caring	for	the	most	vulnerable	point	22,23,24	

	
Current	response Action	needed	 How	will	this	be		

measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Local	meetings,	
one	to	ones	and	
discussions	taken	
place	and	
needs/gaps	
identified	
	
Multi	agency	
approach	in	place	
in	terms	of	
consultation	with	
CAMHS	and	option	
for	key	support	
workers/social	
workers	to	have	
consultation	and	
support	from	
CAMHS.	

	
	

Look	at	gaps	and	
identify	how	to	
meet	
	
Support	Darlaston	
Project	to	
commence	locality	
working	across	the	
Darlaston	Cluster	
through	early	help.	

Multi	agency	
approach	in	place	

Existing	– through	
all	partners	–	build	
on	named	CAMHS	
lead		and	intention	
to	adopt	a	SPA	to	
support	this		

All		 Year	1/2 To	be	assessed	
through	Walsall	
CCG	PMO	
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5B		
Work both with local provider and partners to ensure appropriate enquiry and screening for violence, abuse, sexual abuse and exploitation is part of mental 
health assessment process	
How	does	this	support	Future	in	Mind:	
Caring	for	the	most	vulnerable	point	24	

	
Current	response Action	needed	 How	will	this	be		

measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Current	provider	
has	met	with	social	
workers	and	have	
a	screening	tool	to	
start	to	use	to	
complement		the	
existing	risk	
assessment	
process	in	place	

Assurance	of	tool	
and	
implementation	

In	place	as	
policy/process	

	
Numbers	of	
assessments	
confirmed	as	part	
of	data	recording	

	
Numbers	
identified	and	how	
supported	and	
referred	into	
appropriate	
services	

Existing	 N/A	 Continuous To	be	assessed	
through	Walsall	
CCG	PMO	
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5C	Work with commissioners from across the Black Country and NHS England Specialist Commissioners to co‐commission services which ensure the support is 
appropriate and meet the needs of children and young people when they have been sexually exploited and/or abused.	
How	does	this	support	Future	in	Mind:	
Caring	for	the	most	vulnerable	point	29	
	
Current	response Action	

needed	
How	will	this	be		
measured/data	
/KPI	

	
	

Resources	needed								
(i.e.	service	redesign	
within	current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Local	discussions	have	taken	
place	between	children’s	
services,	safeguarding	leads	and	
the	current	services	which	are	
commissioned	to	provide	
assessment	and	support,	with	
CCG	to	review	local	needs	as	
part	of	strategy	and	needs	
assessment	work	and	to	build	
into	pathway.	

	
Further	work	to	engage	with	BC	
commissioners	,	police	and	
NHSE	to	ensure	current	
community	response	is	robust	
and	to	support	development	of	
services		

	
Currently	out	of	area	support	
where	not	met	by	SARC	would	
be	through	out	of	area	non	
contracted	CAMHS	or	built	into	
the	social	care	package	of	

Establish	
current	
support		

	
Review	to	
confirm	meets	
needs	

	
Identify	gaps	

	
Work	
collaboratively	
to	have	co‐
commissioned	
response	

Needs	met	
	

Services	in	place	

Local/BC	resources	to	
ensure	response	is	
robust	

	
NHSE	for	areas	under	
specialist	
commissioning	(SARC)	

BC	CCG’s
	

NHSE	
	

NHS	Provider	
Trusts	

	
Specialist	provider	
of	SARC	

Year	2	
review	

	
Year	3	
implement	

To	be	assessed	
through	Walsall	
CCG	PMO	
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support	(if	placed	in	residential	
CCG	funds	health	elements)	
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5D	
Work with commissioners from across the Black Country and NHS England Specialist Commissioners to co‐commission services which ensure the support is 
appropriate and meet the needs of children and young people when they are youth offenders and placed in secure or youth offending institutions.	
How	does	this	support	Future	in	Mind:	
Caring	for	the	most	vulnerable	point	29	

	
Current	response Action	needed	 How	will	this	be		

measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Local	discussions	
have	taken	place	
between	youth	
offending	services,	
youth	services	and	
street	teams	etc	
with	CCG	to	review	
local	needs	as	part	
of	strategy	and	
needs	assessment	
work	and	to	build	
into	pathway.	

	
Engage	with	BC	
commissioners	
and	NHSE	to	
ensure	current	
community	
response	is	robust	
and	to	support	
development	of	

Establish	current	
support		

	
Review	to	confirm	
meets	needs	

	
Identify	gaps	

	
Work	
collaboratively	to	
have	co‐
commissioned	
response	
	
Meeting	with	
Health	and	Justice	
Commissioner	
	
Meeting	with	key	
partners	and	
health	and	justice	

Evidence	of	
meetings	and	
discussions	
	
Feedback	and	
input	from	all	
partners	and	
stakeholders	
evidenced	
	
Confirmed	
pathway	of		local	
offer	and	support	
linked	to	regional	
services	and	gaps	
identified	
	
Needs	met	in	YOI	

Local/BC	resources	
to	ensure	response	
is	robust	

	
NHSE	for	areas	
under	specialist	
commissioning	

BC	CCG’s
	

NHSE	
	

NHS	Provider	Trusts
	

Youth	Offending	
Institutes	

Year	2	review
	

Year	3	implement	

To	be	assessed	
through	Walsall	
CCG	PMO	
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services		
	

Currently	out	of	
area	support	
whether	through	
out	of	area	non	
contracted	CAMHS	
or	built	into	the	
youth	offending	
institution	package	
of	support	
	
Walsall	CCG	
commissioner	met	
with	the	Health	
and	Justice	
Commissioner	
03.11.15	to	
consider	how	to	
engage.	
	
Agreed	to	facilitate	
a	meeting	with	key	
partners	within	
Walsall	to	consider	
local	setting	and	
offer	and	to	plan	a	
workshop	with	
further	
stakeholder	in	
January/February	
2016.	
	
		

commissioner	
	
Workshop	event	in	
January/February	
with	key	
stakeholders	to	
confirm	local	offer	
and	pathway	and	
how	it	support	
regional	
commissioned	
services.	
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5E		
Ensure there are specific care pathways for children and young people within each vulnerable group (for children and young people who have a special 
education need and disability – SEND all agencies will support the pathway and where applicable support the development of Education Health and Care 
Plans).	
How	does	this	support	Future	in	Mind:	
Caring	for	the	most	vulnerable	point	10	
	

	
Current	response Action	needed	 How	will	this	be		

measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Have	pathway	in	
place	and	local	
offer	confirmed.	
	
Supported	by	
CAMHS	via	existing	
pathways	
including	0	to5	and	
LD	CAMHS	
provision	

Confirm	current	
approach	–	and	
that	information	is	
available	to	all	
professionals	and	
children	and	young	
people	and	
families	and	carers	

Specific	pathways	
in	place	and	
subject	to	ongoing	
review	

Existing Council/CG	and	
Education	

Continuous To	be	assessed	
through	Walsall	
CCG	PMO	
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5F		
Ensure specialist secondary mental health services – CAMHS are represented on the multi agency safeguarding hub.	
How	does	this	support	Future	in	Mind:	
Caring	for	the	most	vulnerable	point	25	
	
Current	response Action	needed	 How	will	this	be		

measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

MASH	started	in	
October	–	MH	have	
virtual	link.		

	
Will	ensure	
through	
development	of	
SPA	that	MASH	is	
able	to	have	
representation	and	
support	

Through	SPA	
development	
ensure	MASH	
needs	covered	
with	a	named	
CAMHS	lead.	

MASH	can	access	
CAMHS	advice	and	
support	

Through	intention	s	
to	have	SPA	

CCG	NHS	Provider Year	1	and	2 To	be	assessed	
through	Walsall	
CCG	PMO	
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5G 
Parents with mental health problems and their children will receive coordinated intervention and support	
How	does	this	support	Future	in	Mind:	
Caring	for	the	most	vulnerable	general	

	
Current	response Action	needed	 How	will	this	be		

measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

CAMHS	provides	
options	of	family	
therapy	and	will	
work	closely	with	
Adult	MH	

	
Through	work	
with	social	care	
Toxic	Trio	group		
started	to	develop	
adult	MH	in	
capturing	data	and	
confirmed	how	
they	interact	with	
CAMHS	

Continue	and	
complete	task	and	
finish	group	

Process	in	place Existing	and	may	
draw	from	councils	
early	help/	toxic	
trio	funds	to	
enhance	

CCG	and	Council
	

Provider	Trust	
independent	sector,	
voluntary	
organisations	and	in	
house	teams	

Year	1	to	3 To	be	assessed	
through	Walsall	
CCG	PMO	
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5H	
Implement the targeted ‘looked after children’ mental health service to help stabilise placements and prevent placement breakdown.	
How	does	this	support	Future	in	Mind:	
Caring	for	the	most	vulnerable	point	28	

	
Current	response Action	needed	 How	will	this	be		

measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Social	care	fund
staff	within	CAMHS	
based	on	historical	
CAMHS	grant.	A	
formal	agreement	
and	speciation	has	
been	produced	to	
put	in	place	a	
targeted	LAC	
service	which	also	
supports	
behavioural	needs	
and	will	have	
support	Walsall	
LAC	placed	in	the	
Black	Country	
area.		
	
Focus	on	support	
to	carers	too.	

Agreement	signed	
off.	

	
Recruitment	of	
additional	staff	

	
Commence	service	

Numbers	of	LAC	
and	carers	etc	
supported	

	
Placements	which	
have	been	
prevented	from	
breaking	down	

Social	care	funds	as	
listed	in	section	6E	

Walsall	Council	–
but	will	delegate	
CCG	through	section	
75	agreement	to	
manage	as	part	of	
main	contract	

Year	1 To	be	assessed	
through	Walsall	
CCG	PMO	
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5I	
Ensure CAMHS professionals are available for advice and guidance or placed appropriately within teams supporting vulnerable children and young people.	
How	does	this	support	Future	in	Mind:	
Caring	for	the	most	vulnerable	point	26,	28,	

	
Current	response Action	needed	 How	will	this	be		

measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Development	of	
SPA	as	detailed	in	
action	3H,	support	
to	MASH	5G	and	
named	CAMHS	
leads	for	schools	as	
part	of	pilot	and	
traded	service	
	
Current	YOS	
CAMHS	role	
already	in	place	

See	actions	3H,	5G,	
1B	

See	actions	3H,	5G,	
1B	

See	actions	3H,	5G,	
1B	

See	actions	3H,	5G,	
1B	

See	actions	3H,	5G,	
1B	

To	be	assessed	
through	Walsall	
CCG	PMO	
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5J	
Children and young people with specific mental health needs, and their parents will have access to service user/parent support groups.	
How	does	this	support	Future	in	Mind:	
Improve	access	to	effective	support	point	11		
	

	
Current	response Action	needed	 How	will	this	be		

measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Parent	carers	
group	in	place		
	
Further	work	
needed	to	confirm	
service	user	
groups	

Review	current	
offer	

	
Confirm	gaps		

	
Work	with	
providers	and	
partners	to	
develop		

Access	to	groups To	start	existing	–
may	need	funds	to	
put	new	groups	ion	
place		

All	partners	 Continuous To	be	assessed	
through	Walsall	
CCG	PMO	
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5K	
Walsall commissioners and officers (from both CCG, Council and education), and the specialist services involved will; support NHS England when an admission 
to a specialist CAMHS inpatient hospital is needed and will support a co‐ordinated multi agency response for pre admission care treatment assessments, any 
gate keeping requirements/assessment, will support reviews while in hospital through CPA processes and care treatment reviews and will work together to 
enable discharge back to the community with all need being met.	
How	does	this	support	Future	in	Mind:	
Improve	access	to	effective	support	
Caring	for	the	most	vulnerable	point	14	

	
Current	response Action	

needed	
How	will	this	be		
measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/w
ho	provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

If	the	child	or	young	person	is	
Walsall	based	the	existing	CAMHS	
will	ensure	they	support	this	gate	
keeping	process		
	
Commissioner	with	partners	to	
ensure	social	care	input	into	the	pre	
admission	gate	keeping		
The	tier	3		plus	service	engages	in	
CPA	process	
	
Local	Commissioner	engages	and	
flags	actions		from	CTR	process	and	
supports	discharge	process	
	
This	needs	to	be	formally	recorded	
as	a	process	within	Walsall	to	
support	NHSE	colleagues	

Formally	
record	
process	
already	in	
place	–	share	
with	NHSE	
commissioner	
to	gain	
agreement	

Input	to	all	gate	
keeping	pre	
assessments		

	
CTR	support	and	
CPA	discharge	
planning	support	
evidenced	

Existing N/A Continuous To	be	assessed	
through	Walsall	
CCG	PMO	
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5K	
Review diagnostic pathway for autism spectrum disorder to gain assurance for process to understand the needs assessment finding that the diagnosed 
prevalence of ASD in children 5‐9 years is low in comparison with expected national prevalence.	
How	does	this	support	Future	in	Mind:	
Improving	access	to	effective	support		
Caring	for	the	most	vulnerable	point		
Current	response Action	needed	 How	will	this	be		

measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Diagnostic	
pathway	in	place	
and	robust		

Review	
pathway	to	
establish	if	any	
needs	are	being	
missed	

Confirmation	and	
outcome	of	review	

Existing	– may	
result	in	change	to	
pathway	but	no	
new	money	
required	

All	Partner Year	1 To	be	assessed	
through	Walsall	
CCG	PMO	
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Priority	theme	from	Walsall Mental Health and Emotional Wellbeing Strategy for Children and Young People 2015 ‐ 2020:		

	
6. Being accountable and transparent  
	
We want to show that how we meet the needs of children and young people’s mental health and wellbeing will be accountable and transparent. 
 

We will support the national developments to improve mental health and wellbeing. 
Outcomes:	 How will this be measured:	
 

Identified	key	performance	indicators	both	based	on	data	and	quality.	
	
Clear	governance	and	oversight	of	implementing	the	strategy 

 
Performance  reviewed  through  contract  processes  and  considered 
through identified governance. 
 
Regular  review  and  update  on  actions  reported  to  identified 
governance 
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6A 
Strengthen performance management in this area by working with partners to develop and implement mental health and wellbeing performance measures 
(linked to national and clinical guidance). 
How	does	this	support	Future	in	Mind:	
Developing	the	workforce	
Making	Change	Happen		
To	be	accountable	and	transparent	points;	45	40	36	

	
Current	response Action	needed How	will	this	be		

measured/data	
/KPI	

	
	

Resources	
needed								(i.e.	
service	redesign	
within	current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

	
Already	determined	data	
on	referrals,	case	load	and	
prevalence.	
	
Want	to	develop	waiting	
times		
	
Measure	against	pathways	
aligned	to	NICE	
	
Introduction	of	outcomes	
measure	in	line	with	ROM		

	
	

	
Basic	data	
requirement	s	
formally	agreed	

	
As	part	of	
contract	
negotiation	for	
16/17	develop	
performance	
information	and	
outcome	
measures	
	
Information	to	be	
collected	at	
appropriate	
stages	of	the	care	

KPIS	developed	
agreed	and	
measured	
	
Score	card	
provided	as	part	
of	contract	
management		
	
Assurance	of	
annual	review	of	
pathways	against	
NICE	guidance	
	
Confirmation	of	
outcome	
measurements	

Existing	 All	partners	
commissioners	and	
providers	

Year	2	
implement	

To	be	assessed	
through	Walsall	
CCG	PMO	



Walsall	Children	and	Young	People’s	Mental	Health	and	Wellbeing	Transformation	Plan	2015	‐	2020	
	

75	
	

pathway	and	for	
every	contact	if	
clinically	
appropriate;	to	
ensure	data	
completeness	at	
key	time	points	
during	the	care	
pathway	for	
paired	outcome	
measurement	
and	monitoring	
of	change;	To	
administer	a	
comprehensive	
range	of	Patient	
Reported	
Outcomes	
Measures	
(PROMs),	

routinely	collected	
and	evidence	of	
impact	in	support	
to	the	individual	
patient	based	on	
monitoring.	
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6B		
Ensure all pathways of support are based on national and clinical evidence based support and intervention consider new innovations and participate where 
possible in national pilots	

How	does	this	support	Future	in	Mind:
To	be	accountable	and	transparent	33	
	
	

Current	response Action	
needed	

How	will	this	
be		
measured/da
ta	/KPI	

	
	

Resources	needed								
(i.e.	service	redesign	
within	current	
funding/more	
funding/	new	service)	

Who	
commission
s/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

CCG	commissioner	to	keep	up	to	
date	with	new	pilots	and	initiatives	
and	participate/	bid	as	appropriate	
	
	
Within	CCG	specification	and	
contracts	requirement	laid	out	of	
evidence	based	interventions.		
	
For	tier	2	CCG	provision	all	support	
is	provided	by	appropriately	
qualified	professionals	with	clinical	
supervision	and	support	with	
evidence	based	support.	
	
A	task	and	finish	group	led	by	the	
CCG	with	the	existing	specialist		
secondary	mental	health	provider	
has	started	to	map	the	current	
pathways	within	the	service	and	
map	against	NICE	guidance	

Completion
of	pathways	
within	
specialist	
services		by	
December	
2015	
	
Mapping	
whole	
pathway	is	
covered	in	
action		

Pathways	
available	as	
information	
clearly	
showing	links	
to	evidence	
based	
intervention	

Existing	– will	be	
undertaken	in	
partnership	with	all	
commissioners	and	
providers		

N/A Year	1	then	
review	to	ensure	
new	updated	
revised	
guidance	is	
taken	into	
account	

To	be	assessed	
through	Walsall	
CCG	PMO	
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School	nurses	receive	support	from	
CAMHS		
	
Parent	courses	are	based	on	the	
Triple	P	model	of	evidence	based	
support	
	
	 	



Walsall	Children	and	Young	People’s	Mental	Health	and	Wellbeing	Transformation	Plan	2015	‐	2020	
	

78	
	

6C	
Implement governance to have oversight of the strategy and transformation plan. 	
How	does	this	support	Future	in	Mind:	
To	be	accountable	and	transparent	points	30	31	46	
	
Current	response Action	needed How	will	this	be		

measured/data	
/KPI	

	
	

Resources	needed				
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/wh
o	provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

In 2015, a project group specific 
to Children and Young People’s 
Emotional Wellbeing and 
Mental Health in Walsall 
formed to have oversight of the 
development of an up to date 
needs assessment, strategy and 
production of a transformation 
plan. This project group reports 
to the Walsall Children and 
Young People’s Partnership 
Board. 

 
Three sub groups formed and 
support the remit of the project 
group. A needs assessment 
development group, a strategy 
development group, and a task 
and finish group (specifically 

The	strategy	
development	
group	will	
reconfigure	to	
act	as	the	
strategy	and	
transformation	
action	group;	
meetings	have	
been	scheduled	
during	
2015/16	to	
enable	this.	
Membership	
with	include	
key	
stakeholders	
and	
representation	
from	Youth	of	
Walsall	and	
service	users	of	

Action	plan	
timescales	met	
and	outcomes	
achieved		

None	– existing	
structure	facilitate	
by	both	CCG	and	
Council		

N/A Year	1	to	5	
continuously	

To	be	assessed	
through	Walsall	
CCG	PMO	



Walsall	Children	and	Young	People’s	Mental	Health	and	Wellbeing	Transformation	Plan	2015	‐	2020	
	

79	
	

between Walsall CCG and the 
specialist child and adolescent 
mental health service (CAMHS. 
Each group has specific 
functions and separate terms of 
reference. 

 
Walsall Public Health conducted 
the needs assessment of 
children and young people’s 
emotional wellbeing and 
mental health in Walsall, on 
behalf of all partners and 
facilitated the needs 
assessment development 
group. The key findings and 
recommendations of the needs 
assessment were presented to 
the Walsall Children and Young 
People’s Partnership Board on 
14th October 2015. The needs 
assessment was produced in 
partnership with key 
stakeholders. The 
recommendations within the 
needs assessment are based on 
both evidence of need and the 
feedback from children and 
young people, their families and 
carers and professionals who 

children	and	
young	people’s	
mental	health	
services	
	
The	progress	
on	the	action	
plan	will	be	
reported	to	the	
CCG	Mental	
Health	
Programme	
Board	and	the	
Children	and	
Young	People’s	
Partnership	
Board	with	an	
annual	or	6	
monthly	report	
being	prepared	
for	Walsall	
Health	and	
Wellbeing	
Board.	
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work to support children and 
young people. 

 
The strategy development 
group is led by Walsall CCG and 
facilitated the development of 
the draft Children and Young 
People’s Mental Health and 
Wellbeing Strategy (at version 
12 in January 2015). The final 
priorities of the strategy and 
the actions in this plan were 
presented to the Children and 
Young People’s Partnership 
Board on 14th October 2015. 
The strategy incorporates the 
key recommendations from the 
needs assessment and also 
ensures the priorities identified 
give a strategic direction for all 
partners which encompasses 
the national agenda to 
transform children and young 
people’s mental health and 
wellbeing as set in Future in 
Mind and the subsequent 
Transformation Guidance. The 
group consisted of key 
stakeholders, in addition one to 
ones with all partners were 
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conducted to ensure the 
strategy is based on input from 
all partners. The Transformation 
plan includes the actions arising 
from the strategic priorities. 

 
The task and finish group 
facilitated by Walsall CCG aimed 
to:  fully understand the current 
CAMHS offer, determine 
current pathways and map 
them against evidence based 
guidance, establish capacity and 
workforce, understand waiting 
times from initial appointment 
to partnership to accessing 
specialist, gain comprehensive 
data about referral numbers 
and sources, acceptance and 
take up of service (establishing 
clear DNA – did not attend 
data). A scorecard of regular 
data about the service has been 
developed between the CCG 
and provider, with the view to 
develop key performance 
indicators to measure 
outcomes.  
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With this information the group 
focused on identifying solutions 
to transform the service in 
accordance with the priorities 
identified within the needs 
assessment, strategy and 
transformation plan.  
 
The final needs assessment, 
strategy and plan will be 
considered at future meetings 
during December2015 of the; 
CCG Mental Health Programme 
Board and Improving Outcomes 
Committee and the Walsall 
Health and Wellbeing Board. 
 
The future governance has 
been mapped. The strategy 
development group will 
become the strategy and 
transformation plan 
implementation review group 
and will review the actions on a 
bi monthly basis under the 
oversight of the named 
commissioner for children and 
young people mental health 
from Walsall CCG 
The task and finish group will 
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refocus activity to implement 
revised services. 
These groups will report to the 
mental health programme 
board (which feeds into the 
CCG improving outcomes 
committee). Updates on 
implementing the action plan 
will be recorded monthly 
through the CCG project 
management office process.  
 
Reports to the Children and 
Young People Partnership 
Board and the Health and 
Wellbeing Board will be agreed 
and will probably be 
quarterly/six month intervals. 
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6D	
Develop consultation and engagement plan to ensure continuous involvement and engagement with: children and young people, their families or carers, key 
stakeholder/professionals who work to support children and young people in Walsall and representative from Walsall Healthwatch and Walsall Voluntary 
Action.	
How	does	this	support	Future	in	Mind:	
Making	Change	Happen		
To	be	accountable	and	transparent	
	
Current	response Action	needed How	will	this	be		

measured/data	
/KPI	

	
	

Resources	
needed								(i.e.	
service	redesign	
within	current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

CCG	and	Council	ensure	
consultation	and	
engagement	takes	place	in	
line	with	the	duty	to	
consult	and	existing	policy	
and	procedures	in	place.	
	
Engagement	of	key	
stakeholders,	children	and	
young	people	has	been	
ongoing	as	part	of	the	
development	of	service	
transformation	and	
redesign	with	then	CCG,	the	
development	of	the	needs	
assessment	and	the	
strategy	and	
transformation	plan.		

Add	to	current	
engagement	
activity	by	
producing	a	
formal	plan	to	
confirm	the	CCG	
and	Council	
commitment	to	
involve	and	
engage	and	
include	how	
information	will	
be	shared,	how	
feedback	will	be	
gain	and	
opportunity	to	be	
involved	in	
shaping	services	
is	open	to	key	

Plan	produced	and	
followed,	with	
regular	review	

Existing	resource	
as	a	duty	across	
all	partners	to	
engage	and	
involved	
	
Potential	use	of	
transformation	
funds	to	conduct	
focus	
groups/survey	
work	as	part	of	
redesign	of	
services	

All	partners	but	led	
by	CCG	

Year	1	– 5	
continuously	

To	be	assessed	
through	Walsall	
CCG	PMO	
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stakeholders,	
children	and	
young	people,	
their	families,	
carers	and	
Walsall	
Healthwatch	and	
Walsall	
Voluntary	Action	
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6E	
Review workforce planning and development of universal, targeted and specialist workforce to meet future needs. 
	
How	does	this	support	Future	in	Mind:	
Developing	the	workforce	27,	40,	42	

	
Current	response Action	needed How	will	this	be		

measured/data	
/KPI	

	
	

Resources	
needed								(i.e.	
service	redesign	
within	current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Individual	providers	
conduct	their	own	planning	
and	development	
	
Children’s	services	access	
support	through	learning	
and	development		
	
Haven’t	had	a	co‐
coordinated	approach	to	
consider	all	sectors	and	
levels	of	support	for	
emotional	wellbeing	and	
mental	health	

Work	with	
provider	trust	
has	established	
capacity	in	
service	and	gaps,		
and	have	also	
considered	
future	skill	
base/mix	
	
Feedback	from	
school	nurses,	
health	visitors	
and	education	as	
well	as	other	key	
stakeholders	has	
identified	
training	needs	to	
for	universal	and	
some	targeted.	

Production	of	
review	of	current	
workforce,	
mapped	against	
gaps	in	services	
and	types	of	
interventions	
needed	at	all	
levels	with	
recommendations	
for	future	need	

	
Specifically	for	
specialist	
complete	the	
mapping	of	
current	workforce	
(already	started)	
against	pathways	
linked	to	NICE	
guidance	and	the	

Work	to	be	
completed	in	
partnership	
between	current	
commissioners	
and	providers	
	
Short	term	CCG	
transformation	
funds	to	target	
training	needs	for	
specialist	and	
targeted	
provision	and	
also	support	the	
role	out	of	any	
train	the	trainer	
approach	
whereby	trainers	
from	across	the	
workforce	

All	commissioners	
and	providers	in	
Walsall		

Short	term	will	
link	to	training	
needs	to	enable	
programme	of	
training	in	
partnership	
with	education	
and	public	
health	for	
universal	
workforce	
	
Short	term	will	
link	to	training	
needs	of	
specialist	and	
targeted	
provision	to	
ensure	
workforce	can	
meet	needs	e.g.	

Year	1	– complete	
review	and	CCG	to	
fund	short	term	
for	CCG	provision	

	
Year	2	–		
Clear	picture	of	
future	need	use	of	
transformation	
funds	for	CCG	
provision	

	
Public	
Health/Education	
and	Walsall	
Council	to	
consider	review	
findings	to	reflect	
in	the	in	house	
teams	and	
services,	
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current	staffing/	
resources	
available	to	
identify	the	needs	
in	capacity,	
resource	and	skills

provide	the	
ongoing	training	
once	trained.		

gaps	in	DBT	skill	
set		
	
Short	term	
looking	at	
capacity	of	
specialist	and	
targeted	tier	2	
CCG	funded	
services	to	
direct	funds	to	
reduce	waiting	
times,	increase	
capacity	and	
widen	scope	of	
support	(tier	2)	
(i.e.	coverage	
across	Borough	
and	schools,	
more	outreach	
into	colleges,	
availability	of	
support	for	
under	11’s.	

commissioned	
services	including	
the	voluntary	and	
independent	
sector.	
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6F	
 Confirm current funding and resources for emotional wellbeing and mental health in Walsall. Consider joint commissioning of integrated services and the 
potential and suitability of joint pooling of budgets across health, education and social services, with future scope of regional or sub regional services.	
How	does	this	support	Future	in	Mind:	
To	be	accountable	and	transparent	point	38	

	
	

Current	response Action	
needed	

How	will	this	
be		
measured/data	
/KPI	

	
	

Resources	needed						
(i.e.	service	
redesign	within	
current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

The	needs	assessment	has	
reviewed	the	current	resources.	
	
CCG	Funds:	
	
Online	counselling	provision:	
£60,000.	
Face	to	face	counselling	service:	
£37,000.	
Health	contribution	to	out	of	area	
placements	by	MBC:	£251,000.	
Support	to	out	of	area	
placements	(non	contracted	
activity/spot	purchase)	£60,000.	
D&WMHPT	main	contract	
£2,245,000	
D&WMHPT	LD	Service		
£204,600.	
D&WMHPT	Pilot	of	tier	3	plus:	
£298,000.	

Identify	the	
resource	as	
part	of	the	
overall	school	
nurses,	health	
visitors,	
children’s	
centre,	
parenting	
course	and	
early	help	
model.	
	
Have	2014	
years	tier	4	
data	but	need	
to	confirm	
2015/16	
costs	

Annual	
confirmation	of	
funding	
	
Partnership	
working		

None NA Year	1 To	be	assessed	
through	Walsall	
CCG	PMO	
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Total	CCG	investment:	
£3155,600.	
	
Future	funding:		
	
Transformation	funds:		
	
£149,000.	Towards	community	
based	eating	disorders	service	
	
£372,000.	For	transformation	of	
mental	health	services	based	on	
waiting	time	reduction,	
increasing	capacity	within	
internal	specialist	services,	
introduction	of	single	point	of	
access	and	increasing	the	
capacity	of	the	targeted	tier	2	
provision.	
	
One	off	pilot	funds:	
	
Grant	funding	of	£50,000.	From	
NHSE	for	schools	pilot,	match	
funded	by	schools	forum	
£20,000.	£5,000.	Education,	
£15,000.	Provider	Trust	and	
£10,000.	From	Walsall	CCG.	
	
	
Walsall	Council:	
	
LAC	targeted	service	including	2	
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SW	posts:	£353,351.
	
YOS	practitioner	role:	£15,000.	
	
1	SW	post	within	specialist	
CAMHS	£54,563	
	
To	be	agreed	as	part	of	joint	
commissioning	agreement	to	
enable	CCG	to	manage	on	behalf	
of	MBC	
	
Other	costs	are	embedded	within	
contracts	for	wider	services	for	
parenting	courses,	support	
within	children’s	centres,	school	
nurses	and	health	visitors.	
	
Have	not	established	the	
resources	in	place	from	
individual	schools	–	this	is	being	
collected	through	school	nurses	
during	this	term.	
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6G 
Commitment to complete up to date needs assessment as a minimum every five years.	
How	does	this	support	Future	in	Mind:		
To	be	accountable	and	transparent	point	39	

	
	

Current	response Action	needed How	will	this	be		
measured/data	
/KPI	

	
	

Resources	
needed								(i.e.	
service	redesign	
within	current	
funding/more	
funding/	new	
service)	

Who	
commissions/who	
provides	

Timescale	
Year	1	to	5	

Tracking/RAG	

Up	to	date	needs	
assessment	specific	to	
children	and	young	people	
emotional	wellbeing	and	
mental	health	in	Walsall	
conducted	and	completed.		
	
Intention	to	refresh	within	
a	minimum	of	5	years	

To	inform	JSNA	
H&WBB	
priorities	and	the	
strategy	for	
mental	health	
and	emotional	
wellbeing		

Up	to	date	needs		
assessment	to	be	
undertaken	during	
2020		

Public	Health		
resources		

Commissioned	by	
Walsall	Local	
Children’s	
safeguarding	Board	
and	Walsall	
Children	and	Young	
People’s	
Partnership	Board	

Start	in	year	5 To	be	assessed	
through	Walsall	
CCG	PMO	
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Walsall Mental Health and Emotional Wellbeing
Strategy for Children and Young People 

2015 ‐ 2020

The Vision 
 

We want children and young people in Walsall to enjoy a 
happy, confident, childhood. 

 
We will work to improve the mental health and wellbeing of 
children and young people in Walsall by supporting individuals 

and communities. 
 

We will support children and young people in Walsall to build 
resilience to be able to manage their mental health and 

wellbeing. 
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Foreword 
 
Walsall Clinical Commissioning Group (CCG), Walsall Metropolitan Borough Council (MBC), 
Partners  and  Providers  have  developed  this  Mental  Health  and  Emotional  Wellbeing 
Strategy for Children and Young People, with input from young people who access services. 
The responsibility to oversee this Strategy  lies with Walsall Health and Well Being Board. 
Walsall CCG  and Walsall Council will monitor  the Walsall Children’s  and  Young People’s 
Mental Health and Wellbeing Transformation Plan to implement the strategy. 
 
In  this strategy we set out our commitment  to address  the mental health and emotional 
wellbeing needs of children and young people in Walsall. 
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1.  Introduction  
Supporting  children  and  young  people  to  have  good  mental  health  and  wellbeing  is 
important  in Walsall. We  recognise  the difference  this  can make  in daily  life and how  it 
supports them to achieve a successful future. This strategy has been produced to confirm 
our priorities and actions needed to achieve them. 
 
The  intention of this strategy  is to  identify the advice, and help needed to support mental 
health and wellbeing and how this will be provided by the right people, at the right time, at 
the right place. 
 
2.  Scope of this strategy 
This strategy is for all children and young people who are residents in Walsall from birth to 
18 years and for those who have on going mental health needs up to the age of 25 years.  
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The views of children and young people 
should inform the development of the strategy 
and services. 

Make sure delivery of mental health and 
wellbeing is everybody’s responsibility, with 
people from different organisations and 
sectors working in partnership, to coordinate 
services which ensure mental health and 
wellbeing needs are met, by responding in a 
timely manner, adopting the approach of ‘right 
time, right place and right service/people’.  

Combat stigma by strengthening our focus 
on social inclusion by tackling stigma and 
discrimination with regard to emotional 
wellbeing and mental ill health. 

Develop and support people who work 
with children and young people to have 
awareness and understand mental health and 
wellbeing needs. 

To have a clear pathway in place, 
confirming mental health and wellbeing 
support and services for children and young 
people to access. 

Priority 1: 
Make sure delivery of mental health and 

emotional wellbeing is everybody’s 
responsibility 

Priority 2: 
Improve information and advice 

available for children and young people, 
families and professionals with regard to 
emotional mental health and wellbeing 

Priority 3: 
Prevention and early help, earlier 
recognition and intervention 

Walsall Mental  Health and Wellbeing Strategy for 
Children and Young People 2015 ‐ 2017 

Vision: We want children and young people in Walsall 
to enjoy a happy, confident, childhood. 

 
We will work to improve the mental heaIth and 

wellbeing of children and young people by supporting 
individuals and communities. 

 
We will support children and young people in Walsall to 

build resilience to be able to manage their mental health 
and wellbeing. 

  

World Health Organisation – Mental Health a state of 
well‐being (August 2015) 

 

‘Mental health is defined as a state of well‐being in 
which every individual realizes his or her own potential, can 
cope with the normal stresses of life, can work productively 
and fruitfully, and is able to make a contribution to her or 
his community’. 

National Institute for Clinical Excellence ‐ Public Health 
Guidance Promoting Social and Emotional Wellbeing in 
Education 2009 

 ‘happiness, confidence and not feeling depressed, a 
feeling of autonomy and control over one's life, problem‐
solving skills, resilience, attentiveness and a sense of 
involvement with others, the ability to have good 
relationships with others and to avoid disruptive behaviour, 
delinquency, violence or bullying)’. 

Support children and young people from 
all cultures to develop and have positive and 
accepting  attitudes  to  people  with 
emotional and mental health problems.  

Have  a  focus  on  prevention  and  early 
help by building  resilience,  to help children 
and young people to manage daily life. 

Recognise the need to prevent as well as 
treat emotional and mental health problems 
and promote emotional wellbeing and good 
mental health.  

Ensure  all  the  services  and  type  of 
support  we  provide,  through  all  partners, 
are proven to help (based on evidence), and 
are  high  quality,  safe  and  good  value  for 
money. 

Improve  access  to  services;  remove 
barriers  and make  it  easy  for  children  and 
young people and their families who need a 
service to access one 

A commitment of robust monitoring and 
review, with clear outcomes 

Promote  equality  and  address  health 
inequality 

Priority 4: 
Access to evidenced based, high 

quality services 

Priority 5: 
Make sure we meet the needs of 

vulnerable children and young people  

Priority 6: 
Being accountable and transparent 
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3.  What do we mean by mental health and emotional wellbeing? 
The needs analysis identified the following recommendations:  
 
World Health Organisation – Mental Health a State of Wellbeing (August 2015) 
‘Mental health is defined as a state of wellbeing in which every individual realizes his or her 
own potential, can cope with the normal stresses of life, can work productively and fruitfully, 
and is able to make a contribution to her or his community’. 
 
National  Institute  for Clinical  Excellence – Public Health Guidance Promoting  Social  and 
Emotional Wellbeing in Education 2009 
‘happiness,  confidence and not  feeling depressed, a  feeling of autonomy and  control over 
one's  life, problem‐solving  skills,  resilience, attentiveness and a  sense of  involvement with 
others, the ability to have good relationships with others and to avoid disruptive behaviour, 
delinquency, violence or bullying)’. 
 
4.  Why do we need a strategy for children and young people’s mental 

health and wellbeing? 
 
‘Health is the basis for a good quality of life and mental health is of overriding importance in 
this’ – Article 24 of the United Nations Conversation on the Right of the Child 
 
The most recent UNICEF study (2013) placed the UK at number 16 out of 29 of the world’s 
richest countries in a league table of child wellbeing.  
 
The 2014  report  ‘Health  for  the World’s Adolescents’ by  the World Health Organisation 
highlights mental health in adolescents as an emerging public health priority. 
	
Young Minds Website – September 2015 
	
 Roughly 725,000 people in the UK suffer from Eating Disorders, 86% of these will have shown 

symptoms before the age of 19.[1] 
 One in 10 deliberately harm themselves regularly[2] (and 15,000 of them are hospitalised each 

year because of this[3]) 
 Nearly 80,000 children and young people suffer from severe depression[4] 
 Half of all lifetime cases of mental illness begin by age 14.[5] 
 45% of children in care have a mental health disorder ‐ these are some of the most vulnerable 

people in our society[6] 
 Nearly 300,000 young people in Britain have an anxiety disorder.[7] 
 95% of imprisoned young offenders have a mental health disorder. Many of them are struggling 

with more than one disorder.[8] 
 

[1] The Costs of Eating Disorders, B‐EAT, 2014(http://www.b‐
eat.co.uk/assets/000/000/302/The_costs_of_eating_disorders_Final_original.pdf?1424694814 
[2] Managing self‐harm in young people, Royal College of Psychiatrists (CR192) (http://bit.ly/10REJNK) 
[3] Parliamentary Question (18/11/14) http://bit.ly/1gCRx2e 
[4] Mental Health of Children and Young People in the UK, Office of National Statistics, 
2004(http://www.hscic.gov.uk/catalogue/PUB06116/ment‐heal‐chil‐youn‐peop‐gb‐2004‐rep2.pdf)  
[5] National Comorbidity Survey Replication, NIMH, 2005 (http://1.usa.gov/1hzshe2)  
[[6]  Psychiatric disorder among British children looked after by local authorities: comparison with children living in private 
households, Ford et al.. (2007)British Journal of Psychiatry, 190, 319– 325  [7]  
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RCPSych website http://bit.ly/10PIOlu 
[8] Psychiatric Morbidity of Young Offenders, Lader et al (1997), Office of National Statistics 
	

5.  National and Local Situation: Policies, Guidance, Strategies, Research 
and Initiatives 

National 
 Future  in Mind: Promoting, protecting and  improving our children and young people’s 

mental  health  and  wellbeing;  Department  of  Health  and  NHS  England  guidance  and 
vision (March 2015) 

 Local Transformation Plans for Children and Young People mental health and wellbeing; 
Department of Health  and NHS  England  guidance  and  support  for  local  areas  (August 
2015) 

 Mental Health Concordat; Department of Health, guidance (2014) 
 Closing the gap; Department of Health, policy document (2014) 
 Preventing  Suicide  in  England;  A  cross  government  outcomes  strategy  to  save  lives. 

(September 2012) 
 No health without Mental Health; A cross government mental health outcomes strategy 

for people of all ages (February 2011) 
 Report of the Children and Young People’s Health Outcomes Forum; Mental Health Sub‐ 

Group (2012) 
 Health Visiting  and  School Nurse  Programme;  Supporting  implementation  of  the  new 

service offer; Promoting emotional wellbeing and positive mental health of children and 
young people; Department of Health (2014) 

 Fair Society, Healthy, Lives; The Marmot Review (2010) 
 Healthy People, Healthy Lives: Our Strategy for Public Health in England (2010) 
 From a Distance; looked after children living away from home, Ofsted (2014) 
 Healthy Child Programme; Department of Health (2009) 
 Troubled Families Programme; based on 2010  to 2015 government policy:  support  for 

families 
 National  Institute  for Health and Clinical Excellence  (NICE) guidance, advice,  standards 

and pathways  in relation to supporting children and young people (or where an area  is 
covered for all ages). See Appendix 1. 

 Transforming Care  for People with  Learning Disabilities – Next Steps    (Joint document 
from  Department  of  Health,  NHS  England,  Care  Quality  Review,  Health  Education 
England, Local Government Association ‐ Jan 2015) 
	

Local 
 Walsall Children and Young People Mental Health and Wellbeing 2015 – 2020 

Transformation Plan and action plan; Walsall CCG and Partners October 2015 
 Needs assessment of children and young people in Walsall’s emotional wellbeing and 

mental health; Walsall Public Health October 2015 
 Improving access to out of hours and tier 4 CAMHS in the Black Country November 2013 

by Dr S Jones (Independent Consultant in Public Health Medicine). Commissioned by 
Walsall Public Health 

 Walsall Joint Strategic Needs Assessment; (Refreshed 2013, current refresh in progress); 
Walsall Public Health 

 Walsall Health and Wellbeing Strategy; Transforming Health and Wellbeing for all in 
Walsall 2013–2016  refreshed 2014 

 Walsall Children’s Plan; Walsall Children’s Services (2013 – 2016 refreshed 2014) 
 Walsall Corporate Parenting Strategy; Walsall Children’s Services (2013) 



HWBB	Appendix	B	Walsall	MH	and	Wellbeing	Strategy	Children	and	Young	People	2015‐20.docx	 Page	10	of	25	
	

 Walsall Suicide & Self Harm Prevention Strategy; Walsall Public Health (March 2013) 
 Walsall Early Help Strategy; Children’s Services (2015) 
 Walsall Mental Health Strategy;  Walsall CCG (refreshed 2014) 

		

6.  Walsall Needs Assessment 
 
Walsall has completed an up to date needs assessment which brings together all available 
information about the current and future needs of children and young people in Walsall for 
their mental health and wellbeing. The needs analysis can be found link:  

Local facts and figures about children and young people in Walsall 

• Just under a third of Walsall population is under 25’s (87,995) and this is projected to 
increase by 1.6% over the next 10 years. 

• 21% of the Walsall population is from Black Minority Ethnic groups and is forecasted 
to grow. 

• Walsall is ranked 29th most deprived local authority area in England from the Index of 
multiple  deprivations  (2010).  Child  poverty  variation  in Walsall,  ranging  39.2%  of 
children  living  in  poverty  in North Walsall  area  partnership  to  12%  in  Aldridge & 
Beacon.  

• 54% of children overall have a good  level of development by age 5, compared with 
the national average of 60% at the early years foundation stage. 

•  Children with mental  health  disorders  have  higher  proportion  of  school  absences 
compared with  children with  no  disorders.  School  absences  in Walsall  (5.8%)  are 
slightly lower than national average of 5.9%. 

• In Walsall, 38.7% of fixed period exclusions were for persistent disruptive behaviour. 
This is higher than the national average (38.7%). 

• Young people (aged 11 ‐16), with mental health disorders were more likely to smoke, 
drink and use drugs than other children. The alcohol admission specific rates (under 
18’s)  in  Walsall  have  increased  slightly  over  recent  years  and  are  above  Black 
Country, regional and national averages. 

• In March 2015, there were 612 Looked After Children in Walsall  
• 14.9%  (or  7,442)  of Walsall  children were  considered  to  have  special  educational 

needs (SEN) and 5.8% (or 2,845) of Walsall children are on the disability register. 
• The rates of Walsall young offenders (aged 16‐18)  in the criminal  justice system are 

higher than the West Midlands and England. 
• Children  from  refugee  families  are more  likely  to  be  bullied  and  increased  risk  of 

emotional  health  and  wellbeing  issues.  In  2013‐14  there  were  64  asylum  seeker 
families in Walsall with some dependent children. 

• Teenage  pregnancy  rates  in  Walsall  (36.8  per  1,000  births)  are  above  national 
averages (24.3 per 1,000 births). 

• Women are more likely experience depression (12% of women) and anxiety (13% of 
women) during pregnancy and the year after labour (15 to 20% of women). There are 
about 3800 births in Walsall each year. 

• In  Walsall,  103  families  were  known  to  local  authority  classified  as  homeless. 
Homeless persons are more  likely to suffer with mental health  issues and are often 
unable to access health services. 

• An estimated 6.4% of 16‐18 year olds on average were not in education, employment 
or  training  (NEET = 630)  in May 2012. The proportion of NEET’s has nearly halved 
over the last 6 years. 
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• Children who  live with  domestic  violence  are  at  an  increased  risk  of  behavioural 
problems  and  emotional  trauma  and  mental  health  difficulties.  In  2014/15,  767 
young  people  (aged  14‐24  years)  were  referred  to  the  DART  (Domestic  Abuse 
Response Team) as victims of abuse. 

• In Walsall 2.8% (or 2,428) of children and young people provide some level of unpaid 
care to family members. 

The emotional wellbeing and mental health of children and young people in Walsall 

• The youth of Walsall survey reported that 1 in 10 young people had experience some 
form of bullying and girls were more likely to experience emotional bullying whereas 
boys were more likely to have a physical experience. 

• An  estimated  9.6%  or  around  4,380  children  aged  between  5‐16  overall  are 
estimated  to have an emotional health and wellbeing problem, of which 3.3% are 
likely to have an anxiety disorder; 0.9% depression, 5.8% conduct disorder and 1.5% 
a severe hyperkinetic condition. 

• In  Walsall,  the  estimated  pre‐school  aged  children  likely  to  have  mental  health 
disorder  is  2,970  which  cover  disorders  such  as  Attention  deficit  hyperactivity 
disorders,  oppositional  defiant  and  conduct  disorders,  anxiety  disorders  and 
depressive disorders.  

• Boys are more likely (11.4%) to have experienced or be experiencing a mental health 
problem than girls (7.8%). 

• Hospital admissions as a result of self‐harm in Walsall have increased in recent years, 
especially in young women. 

• Between  2006  and  2011,  there were  10  suicides  in Walsall  residents  (aged  14‐24 
years). 

• In 2014‐15, 1946 referrals were made to child and adolescent mental health services 
(CAMHS) with 80% accepted into the service. 

• In  2014‐15,  there were  61  referrals  to  the  Eating Disorder  service which  is  above 
expected estimates. 

Needs Assessment Recommendations:  

Emotional wellbeing and mental health in younger children  

• Increase support for younger children under 11 
• Set direct 1:1 counselling in place for children under age of 11 

Emotional wellbeing and mental health services for older children and young people  

• Offer support to partners around assessing and referring young people appropriately 
• Ensure alternative provision for support for young people is available both in and out 

of office hours to reduce the number of inappropriate referrals  
• Establish  and  publicise  the  provision  of  talking  therapies  for  young  people 

experiencing mental  health  issues,  particularly  in  groups with  low  uptake  such  as 
males and ethnic minority groups 

Services at the point of transition  

• Develop a  transition  service  for  young people based upon  the expressed needs of 
young people; explore the feasibility of developing a 16‐25 service. 
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• Set joint protocols in place so that young people within the transition age group are 
managed by both CAMHS and AMHS, so they can both provide joint assessment and 
services to young people with depression and other needs. 

• Set a robust transition pathway into place for young people moving into AMHS 

Maternal mental health 

• Ensure that the mental health of women  is assessed at every visit during pregnancy 
and in the postnatal period 

• Develop  a  robust  maternal  mental  health  pathway  for  all  women  experiencing 
mental health issues in pregnancy with services available to meet varying needs 

Services for children in care 

• Assess children who are in care, leaving care and those on the cusp or entering care 
for what support might be required around their emotional health and wellbeing 

• Offer  appropriate  emotional  wellbeing  and mental  health  support  those  children 
who are in care, leaving care and those on the cusp or entering care 

Suicide and self‐harm  

•  Support  for  young  people  who  self‐harm  should  be  set  in  place  to  reduce  the 
number of young people who self‐harm in Walsall  

• Establish  training  for  staff  to  recognise  and  support  young  people who  self‐harm; 
consider widespread STORM training as part of practitioner training  

• Develop out of hours services for young people who self‐harm 

 
The role of schools and other youth settings  in promoting emotional wellbeing and mental 
health 

• To  offer  support  to  schools  and  Early  Help  providers    to  promote  the  emotional 
health and wellbeing of children and young people  

• To provide schools and other settings with support to develop activities  
– to help children develop social and emotional skills and wellbeing, and  
– to help parents develop their parenting skills. 

• Offer support to schools and other venues where young people meet to provide an 
emotionally secure environment  that prevents bullying, encourages young people’s 
sense of self‐worth, promotes positive behaviour, and provides help and support for 
children (and their families) who may have problems.  

• Integrate a programme  in  schools and youth  settings  to help develop all children’s 
emotional wellbeing and mental health into all aspects of the curriculum, tailored to 
the developmental needs of children and young people 

• Consider  the  development  of  school‐based  support  groups  to meet  the  needs  of 
parents, using peer support, underpinned by school professional input.  

• Ensure  school  staff  have  the  knowledge,  understanding  and  skills    they  need  to 
develop young people’s emotional wellbeing and mental health 

• Ensure teachers and other staff are trained to identify when children at school show 
signs  of  anxiety  or  social  and  emotional  problems  and  how  best  to  discuss  the 
problems with parents and carers and develop a plan  to deal with  them,  involving 
specialists where needed.  

• Ensure  that educational establishments   have  access  to  the  specialist  skills,  advice 
and support they require 
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Early intervention for emotional wellbeing and mental health 

• Strengthen early  intervention  services  for  children  and  young people  at  the  tier  1 
level and ensure that awareness of services is raised in the community. 

• Support  workers  in  the  community  and  primary  care  to  assess  and  support 
individuals and their families experiencing conduct disorders and antisocial behaviour 

• To provide early help support around conduct disorders and antisocial behaviour 
• Ensure  consistency  across  schools,  early  years  settings  and  youth  settings  in  the 

support offered to children and young people. 

Specialised services for emotional wellbeing and mental health 

• Investigate  a  single  point  of  access  for  all  emotional wellbeing  and mental  health 
needs 

• Investigate how the delays in reaching assessment stage at tier 3 might be reduced 
• Strengthen  alternatives  to  inpatient  care  on  an  intensive  outreach  basis  –  for 

instance, Tier 3+ support to be investigated outside of the current hours of provision. 
Work with  

• Consider increasing access to consultant support at tier 3. 
• Investigate a pathway at  tier 4  to  reduce need  for  inpatient stay/  reduce  length of 

stay 

Workforce Development 

• Staff  in  the  frontline  children’s  workforce  need  support  to  enable  them  to 
understand their role in promotion, prevention and early intervention (esp. GPs and 
teacher) to support them to recognise problems and know how to support or refer 
onwards. 

• Offer Mental Health first aid training more widely 
• Ensure consistency across schools and early years settings  in the training offered to 

staff in supporting emotional health and wellbeing 

Access to specialist help and referral routes 

• All children should be offered clearly signposted routes to specialist help, and timely 
access to this  

• Frontline  services  need  access  to  information  and  advice  about what  services  are 
available, including the systems in place to access specialist support.  There is a need 
to ensure that advice and information disseminated is both current and appropriate.  

• Provide an up‐to‐date directory of services to support referral; within the proposed 
directory to provide a clearer referral process (to CAMHS and other services) 

• It  is  recommended  that  all  services    make  the  availability  of  services  more 
transparent,  setting  out  their  commitment  in  terms  of  waiting  times  for  initial 
assessments  and  expected  service  standards  with  regard    to  staffing  and 
communication mechanisms 

• Ensure feedback from agencies about referrals once a referral has been made  
• Ensure  referrals  processes  are  clear  to  reduce  children  being  referred  back  and 

forward between different professional groups. In addition referral pathways need to 
take account of feedback from children, young people and their families.  

• Investigate how  long waiting  lists e.g.  in Educational Psychology  team  core  service 
can be reduced 
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• Offer  providers  a  common  understanding  of  different  levels  of  need  and 
categorisation  of  thresholds  in  order  to  support  identification  of  need  and 
appropriate referrals 

Areas for further investigation 

• Identify  the  reasons  for  the  high  referrals  rates  from  the  paediatric  team.  Set 
mechanisms in place to support this team 

• Identify  the  reason  for  the  relatively  low  number  of  referrals  in  15‐17  age  group, 
increasing access to support 

• Identify  reasons  for  low  referrals  from  Asian  communities  to  CAMHS  and  set 
measures in place to reduce barriers to access from these communities 

• Identify reasons for low use of Tier 2 counselling services in BME communities and in 
males and set measures in place to reduce barriers to access from these communities 

• Ensure services at all tiers for 15‐17 year olds are publicised and accessible to this age 
group 

7.  Your views 

	
What we know about young people in Walsall: 
 
From the YOW (Youth of Walsall) survey we know;  

•  positive wellbeing decreases between years 7 and 8 and years 9 to 13.  
• those young people who wished they had a different kind of life were more likely to 

feel; 
•  unsafe at school 
• unsafe at home 
• always or often hungry due to lack of food at home 
• go to bed feeling hungry every or most days 
   

Young people requested help with;  
 
anxiety/stress,  depression, family relationships, self‐worth,  confidence,  friendships, self‐
harm, suicidal thoughts, boyfriend/girlfriend issues, loneliness 
 
Focus Group Consultation 
 
Focus groups were facilitated by an independent consultant to understand which services 
young people might access to maintain their emotional health and wellbeing  
 
The groups included:  

•  Young people in care 
•  Young people previously in care 
•  Students at Walsall College 
•  Members of Youth of Walsall (YOW) Group 
•  Parents of children at Elmwood School 
•  Parents who have attended parenting courses 

 
Those young people consulted said; 

• They are most likely to try “not to panic” if they felt anxious or sad. There was 
recognition that it is normal to feel sad sometimes and bottling things up is not good  
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• Young people would seek support initially from parents, carers and other family 
members or peers who they trusted  

• Phone based services were seen as valued 
• There was a good understanding of CAMHS from those who used this service, but 

delays in diagnosis and long waiting lists for assessments and other appointments 
were identified 

• there was less of a stigma around seeking support 
 

Support in schools 
• Those young people asked said they were aware of advice and support services in 

schools but this is an area that could be developed.  
• Those young people still in school expressed satisfaction with the systems and 

procedures in place to support resilience and wellbeing.  
• Relationships with social workers/teachers were seen as fundamental.  There was a 

concern from parents regarding the inevitable stress of testing and exams. 
• Outside of statutory services, young people appear to be less well‐informed once 

they leave school  
 
Parent Views 

• Parents describe needing good support networks with fellow parents 
• They felt that relationships with school staff are key  
• Parents cope with their children’s health and wellbeing support needs much better if 

there is a good quality of communication between themselves and the range of 
professionals delivering services.  

• Parents thought that schools could do more to support young people with all staff 
being professionally trained to deal with the educational, health and social care 
needs of children and young people.   

 
Young people and parent recommendations 

• More ‘talking therapies’ to support children and young  people before mental health 
issues escalated 

•   A ‘home visiting’ service as a professional office environment was not always seen 
as appropriate for assessments and on‐going support. 

•  A drop in centre that young people could use for many issues and up to date 
information  

•  An out of hours service 
•  Up to date accessible information about services at all levels  
•  A reduction in  the turnover of social workers and mental health professionals  

 
Consultation – Stakeholders 
	
Consultation was also undertaken with stakeholders/ professional who work to support 
children and young people in Walsall to understand: 

•  The confidence in assessing potential mental health problems in children and young 
people,  

•  What is on offer from all professionals 
•  Who they refer to if more support is needed,  
•  How easy they find the referral processes and their thoughts on the services 

provided.   
•  What further support would be useful to help them meet the needs of children and 

young people 
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We asked for feedback from the following groups: 
• Children’s social workers 
• Dudley and Walsall Mental Health Partnership Trust 
• Early years workers 
• General Practitioners 
• Health Visitors and school nurses 
• Kooth and Walsall Psychological Help 
• Occupational therapy, Physiotherapy, Speech and language therapy 
• Schools 
• Youth offending service 
• Paediatric ward 
• Early help practitioners 

 
Findings from Stakeholder Consultation  
 
•  No group (apart from Dudley and Walsall Mental Health Partnership Trust – the 

current NHS provider of specialist secondary mental health services) were more than 
50% confident in their ability to assess the mental health of children and young 
people. 

• The amount of time spent on EHWB varied according to the profession. 
• CAMHS was the most frequently listed between the groups as a ‘used service’.  
• There was a general consensus that CAMHS was difficult to refer into, with long 

waiting times.  However, once the child or young person received help it was 
considered to be very good. 
 

Most stakeholders felt there was a need for: 
•  Improved training, particularly around assessment of younger children and to 

support young people who self‐harm. 
•   A clear, up to date directory to help the referral process and identify what is 

available within each age group and who to contact. 
	
			“simple	user	guide	with	contact	info	of	all	services		offered	in	Walsall”		

	
• A service to support young people at transition 
• A clearer referral process to all services 

	
				“Combined	services‐single	point	of	access”		

	
• Shorter waiting times. It was felt that some children and families were being left too 

long before receiving help.  
		

	“Ability	to	pick‐up	the	phone	and	make	an	appointment	for	the	child	or	adolescent	
to	be	seen	within	a	couple	of	weeks	so	the	crisis	point	is	not	reached”	

	
• The need for earlier support for self‐harm and improved support for younger children 

was also a clear theme in the feedback from stakeholders.   
• Feedback between the different providers was required 

	
	 		“feedback/	communication	from	other	agencies”		

	
Further engagement and feedback 
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A session was held on 15th September 2015 facilitated by Walsall Public and Walsall CCG. 
Over 90 people attended and included children and young people, parents, care‐leavers and 
a wide range of stakeholders/professionals (including the voluntary sector) who work to 
support children and young people in Walsall. 
 
We asked for feedback about the draft needs assessment, mapping exercise and proposed 
actions in the strategy. We committed to reflect feedback in our final needs assessment and 
strategy and that we would continue to engage and consult to ensure involvement in 
implementing the actions.  
 
We confirmed how the recommendations and actions in both the needs assessment and 
strategy will be taken forward as part of the Walsall Children and Young People’s Mental 
Health and Wellbeing Transformation Plan.  
 
Additional one to one sessions were held with key stakeholders who hadn’t given feedback 
in relation to the strategy. 
	
	
8.  Principles 
	
 The views of children and young people should inform the development of the strategy 

and services. 
 Make  sure delivery of mental health and wellbeing  is everybody’s  responsibility, with 

people  from different organisations and  sectors working  in partnership,  to coordinate 
services which ensure mental health and wellbeing needs are met, by responding  in a 
timely  manner,  adopting  the  approach  of  ‘right  time,  right  place  and  right 
service/people’.  

 Combat  stigma by  strengthening our  focus on  social  inclusion by  tackling  stigma  and 
discrimination with regard to emotional wellbeing and mental ill health. 

 Support children and young people from all cultures to develop and have positive and 
accepting attitudes to people with emotional and mental health problems.  

 Promote equality and address health inequality 
 Have a  focus on prevention and early help by building resilience,  to help children and 

young people to manage daily life. 
 Recognise the need to prevent as well as treat emotional and mental health problems 

and promote emotional wellbeing and good mental health.  
 Improve access to services; removing barriers and making it easy for children and young 

people and their families who need a service to access one. 
 To have a clear pathway  in place, confirming mental health and wellbeing support and 

services for children and young people to access. 
 Ensure all the services and type of support we provide, through all partners, are proven 

to help (based on evidence), and are high quality, safe and good value for money. 
 Make sure we meet the needs of vulnerable children and young people.  
 Develop  and  support  people  who  work  with  children  and  young  people  to  have 

awareness and understand mental health and wellbeing needs. 
 A commitment of robust monitoring and review, with clear outcomes. 
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9.  Priorities  
 
1. Make sure delivery of mental health and emotional wellbeing is everybody’s 

responsibility 
 

We want  everyone  to  understand  the  factors  that  influence wellbeing  and  good mental 
health  and  understand who  they  can  help  to  promote  and  support wellbeing  and  good 
mental health.  

 
We want to remove the stigma associated with poor mental health. 

 
We want  to  increase  the  knowledge  and  awareness  about mental  health  and wellbeing 
needs  with  the  people  who  work  with  children  and  young  people  and  to  improve 
understanding of the help and support available and when  it  is necessary to seek specialist 
support. 
 
Outcomes:  How will this be measured: 

 
 Awareness  amongst  professionals  who 

work  with  children  and  young  people  of 
why wellbeing  and  good mental  health  is 
important and the factors that influences it 
in children. 
 

People working with children and young people 
will confirm: 
Increased  and  improved  awareness  of  factors 
which  influence mental health and wellbeing  in 
children and young people. 
Increased and improved awareness of why good 
mental health is important. 
Increased  confidence  to  start  the  conversation 
with  children and young people with additional 
mental health and wellbeing needs. 
 

 That  all  partners/agencies  will  work 
together to: 
‐ Support  engagement  at  a  strategic  and 
operational level. 

‐ Uphold  the  values  of  the  strategy  and 
take  responsibility  for  implementing  it 
within their service area. 

‐ Support  multi‐agency  commissioning/ 
collaboration (working together). 

 

Multi‐  agency  strategies  include  principles, 
priorities  and  action  to  improve mental  health 
and wellbeing in children and young people. 

 Children  and  young  people  will  have  the 
skills they need to stay emotionally healthy.

We will  have  a  population  of  resilient  children 
and young people who can manage their mental 
health and wellbeing  resulting  in a  reduction  in 
demand  for  specialist  treatment  and 
intervention. 
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2.  Improve information and advice available for children and young people, families and 

professionals with regard to emotional mental health and wellbeing 

 
Feedback has confirmed  that  information available about mental health and wellbeing  for 
children  and  young  people  is  limited,  not  all  in  one  place  and  not  easy  to  access. Many 
people, including people who work with children and young people are not aware of all the 
support and services available, or how to access it. 
 
We want to have a clear pathway in place, confirming mental health and wellbeing support 
and services for children and young people to access. 
 
Outcome:  How will this be measured: 

 
 Children/young people, carers, parents and 

professionals  will  be  able  to  access 
information  and  resources  in  relation  to 
mental health and wellbeing. 

The  same  information  will  be  available  across 
Council,  Education  and  Health  web  pages,  in 
directory  of  services,  become  part  of  the  local 
offer and in the Early Help Hub. 
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3.  Prevention and early help, earlier recognition and intervention 

 
We want to ensure all children, young people and families have access to timely, evidence 
based, high quality specialist mental health support when  it  is needed.   Feedback confirms 
that: 
 
‐ There  isn’t enough support  to help with significant behavioural  issues and  there  is  the 

perception  that many  children  are not  able  to  access  the  secondary  specialist mental 
health services. 

 

‐ Awareness of  the online counselling  service and  the  face  to  face counselling  service  is 
inconsistent. 

 

‐ Walsall GP’s  fed  back  they want  a  single  point  of  access  to  refer  children  and  young 
people to when they have mental health and wellbeing needs.  

 

‐ GP’s,  Schools  and  other  professionals  fed  back  they  feel  there  is  a  gap  in  support 
between the help they offer, school nurses and health visitors offer and CAMHS.  

 
Maternal mental health  is also  important,  if expectant mothers and  those with new born 
babies (up to a year old) are supported with their mental health this has a direct impact to 
their  child/children. Although  support  to  the parent  is  from  adult  services  this  requires  a 
joined up approach with children’s services.  In Walsall the current community based adult 
maternal mental health services do not include access to a specialist perinatal mental health 
consultant offered through the birth unit.   
 
Outcome:  How will this be measured: 

 
 Identification  of  mental  health  and 

wellbeing needs at earliest point. 
Reduction in mental health crisis/urgent or 
emergency referrals into the specialist secondary 
mental health service (CAMHS). 
 

 Services provided at an earlier stage.	 Reduction in inappropriate referrals to CAMHS. 
 
Increase  of  appropriate  referrals  to  the  right 
service, the first time. 
 

 Services developed based on the feedback 
of  children  and  young  people  and  those 
who work  to  support  children  and  young 
people. 

Children and young people feedback that 
services are based on what they wanted to see in 
place. 
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4.  Access to evidenced based, high quality services 
 
Targeted and specialist mental health services should have appropriate professionals in the 
team and should provide evidence based support.  
 
Specialist mental health services (CAMHS) are supporting children and young people with 
more complex mental health needs.  
 
Many GP’s felt they cannot access the specialist secondary mental health services CAMHS 
for their patients. 
 
Children and young people who meet the criteria to access the secondary specialist mental 
health  service and who are not  in crisis, experience  long waiting  times  for  the  follow on 
appointment, after their first initial assessment appointment. 
 
Children and young people  in emergency crisis are admitted to the paediatric ward of the 
local acute hospital. 
 
Outcome:  How will this be measured: 

 
  Children  and  young  people,  who  require 

them, have timely, access to evidence based 
interventions. 

Improving  Access  to  Psychological  Therapies  in 
place (IAPT). 
 
Monitor and improve waiting times. 
 
Reduction  in  admissions  and  length  of  stay  into 
the paediatric ward due to deliberate self‐harm. 
 
Reduction  in  admissions  and  length  of  stay  into 
specialist inpatient CAMHS. 
 
Prevent  admission  of  under  18  year  olds  into 
adult mental health wards. 
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5.  Make sure we meet the needs of vulnerable children and young people 
 

There  are  some  children  and  young  people  who  may  be  considered  at  more  risk  of 
developing mental health and wellbeing needs and could include those who: 
 

 live away from home (including those known as looked after children or in care)  
 have been adopted 
 are Care Leavers (moving into adulthood after they have lived away from home and been 

considered a looked after child).  
 have a special educational need 
 have a physical or learning disability 
 are within autistic spectrum (AS) 
 are in contact with the youth justice system including those in prison  
 are in alternative educational settings 
 are young carers 
 are  part  of  communities  considered  vulnerable;  such  as  gypsies,  Roma  and  travelling 

communities, recent migrants, and those with higher deprivation factors etc 
 have parents with a mental health need and its affects them 
 live in a household where there is domestic abuse  
 live in a household where there is substance misuse  
 are at risk of significant harm from emotional abuse and neglect 
 who have been sexually exploited and/or abused 
 

(This  list does not  include all possible vulnerable groups; it  is the overall aim of all partners 
to support children and young people from all possible vulnerable groups).  
 

The  impact  of  parental mental  health,  domestic  abuse  and  substance misuse  is  a  factor 
which affects a child or young person’s mental health and wellbeing, commonly known as 
the toxic trio and should be considered although support to the parent is from adult services 
and requires a joined up approach with children’s services. 
 

Outcome:  How will this be measured: 
 

 Vulnerable  children  and  young people, who 
require  specialist  mental  health  services 
have access and in a timely way. 
 

 Develop  identified  efficient  pathways  of 
support  to  provide  therapeutic  services  for 
vulnerable  children  and  young  people with 
mental  health  and  emotional  wellbeing 
issues. 

Data collection. Feedback from professionals. 
 
Reduction  in  placement  in  being  placed  in  a 
specialist residential service outside of Walsall. 
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6.  Be accountable and transparent 
 

We want to show that how we meet the needs of children and young people’s mental health 
and wellbeing will be accountable and transparent. 
 

We will support the national developments to improve mental health and wellbeing. 
 

Outcomes:  How will this be measured: 
 

 Identified  key  performance  indicators  both 
based on data and quality. 

Performance  reviewed  through  contract 
processes  and  considered  through  identified 
governance. 
 

 Clear  governance  and  oversight  of 
implementing the strategy 

Regular  review  and  update  on  actions  reported 
to identified governance 
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10.  Making it happen: Walsall Children and Young People’s Mental Health 
and Wellbeing Transformation Plan 

 

Walsall CCG has led on the development of the Walsall Children and Young People’s Mental 
Health and Wellbeing Transformation Plan 2015‐2020. This is in the form of an action plan 
and  includes  actions  to  support  the  6  priorities  identified  in  the  strategy  to  ensure we 
achieve  the  outcomes  needed  to  transform mental  health  and  emotional wellbeing  for 
children and young people in Walsall. 
 

The Walsall Children and Young People’s Mental Health and Wellbeing Transformation Plan 
meets the recommendations for future commissioning and provision of mental health and 
wellbeing services for children and young people, as laid out in ‘Future in Mind, Promoting, 
protecting  and  improving our  children  and  young people’s mental health  and wellbeing’ 
2015. 
 

The Walsall Children and Young People’s Mental Health and Wellbeing Transformation Plan 
has  been  produced  in  partnership  with Walsall  Council,  Children’s  Services,  Education, 
Public Health and current Providers.  It  reflects  feedback  from children and young people 
about what  they would  like  to  see  in  place  to  help  them with  their mental  health  and 
wellbeing needs. 
 

Walsall Children and Young People’s Mental Health and Wellbeing Transformation Plan  is 
based on a  five year plan of  improvement and  include timescales to work to. This will be 
reviewed  regularly  both  locally,  regionally  and  nationally  to  give  assurance  that we  are 
putting the actions in place. 
 

This  strategy will  be  delivered within  current  financial  resources  available, we will work 
with partners to develop jointly funded and joined up commissioning plans. 
 

This  strategy and  the Walsall Children and Young People’s Mental Health and Wellbeing 
Transformation  Plan  and  Action  Plan will  be  accountable  to  the  Board  of Walsall  CCG, 
Walsall Children and Young People’s Partnership Board and Walsall Health and Wellbeing 
Board.  Progress  against  the  delivery  and  implementation  of  the  plans will  be  reported 
regularly to these boards and annually shared with children, young people, parents/carers 
and stakeholders. 
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Appendix 1 
 

National Institute for Health and Clinical Excellence (NICE) Guidance, advice, standards and pathways 
in relation to supporting children and young people (or where an area is covered for all ages) 

 

Pathways 

 Antisocial behaviour 
and conduct 
disorders in children 
and young people 

 Attention deficit 
hyperactivity 
disorder 

 Autism 
 Depression 
 Looked‐after babies 

children and young 
people 

 Psychosis and 
schizophrenia 

 Reducing substance 
misuse among 
vulnerable children 
and young people 

 Social and 
emotional wellbeing 
for children and 
young people 

Technology Appraisal Guidance 
 Aripiprazole for the treatment of schizophrenia in people aged 

15 to 17 years (TA213) January 2011  
 Aripiprazole for treating moderate to severe manic episodes in 

adolescents with bipolar I disorder (TA292) July 2013  
 

NICE Quality Standard 
 Antisocial behaviour and conduct disorders in children and young 

people (QS59) April 2014 
 Depression in children and young people (QS48) September 2013  
 The health and wellbeing of looked‐after children and young 

people (QS31) April 2013  
In Development 

 Attention deficit hyperactivity disorder (update) (GID‐
CGWAVE0798) January 2018 NICE guidelines 

 Psychosis and schizophrenia in children and young people 
(update) (GID‐CGWAVE0797) May 2016 NICE guidelines 

 Attention deficit hyperactivity disorder (standing committee B 
update) (GID‐CGWAVE0775) February 2016 NICE guidelines 

 Children's attachment (GID‐CGWAVE0675) November 2015 NICE 
guidelines 

 Child abuse and neglect (GID‐SCWave0708) September 2017 NICE 
guidelines 

 Early years ‐ promoting health and wellbeing (GID‐QSD130) 
August 2016 Quality standards 

 October 2015 Quality standards 
 Social and emotional wellbeing in primary and secondary 

education (update) (GID‐PHG82)   
 Harmful sexual behaviour among children and young people (GID‐

PHG66) September 2016 NICE guidelines 

Guidance 

 Antisocial behaviour and conduct disorders in children and young people: recognition, 
intervention and management (CG158) March 2013 

 Attention deficit hyperactivity disorder (CG72) September 2008  
 Autism (CG170) August 2013 
 Autism diagnosis in children and young people (CG128) September 2011 
 Depression in children and young people: Identification and management in primary, 

community and secondary care (CG28) September 2005 
 Interventions to reduce substance misuse among vulnerable young people (PH4) March 2007 
 Looked‐after children and young people (PH28) October 2010  
 Psychosis and schizophrenia in children and young people (CG155) January 2013 
 Social and emotional wellbeing in secondary education (PH20) September 2009  
 Social and emotional wellbeing: early years (PH40) October 2012 

 



 

 

 

 

  Public Health 
Walsall 
2015 
Children and 
Young People 
Emotional 
Wellbeing and 
Mental Health 
Needs Assessment 

      
This needs assessment is part of the Walsall Joint Strategic Needs Assessment 
process 

 



2   
 

Table of Contents 

Acknowledgements .................................................................................................................................... 5 

Executive summary .................................................................................................................................... 6 

Consultation ................................................................................................................................................. 7 

Recommendations ..................................................................................................................................... 8 

Introduction ................................................................................................................................................. 11 

Background Information ....................................................................................................................... 12 

Local demographics ................................................................................................................................ 12 

Factors impacting on mental health ................................................................................................. 14 

Prevalence of mental health problems .......................................................................................... 29 

Pre-school children ................................................................................................................................. 29 

School-age children ................................................................................................................................. 29 

Autistic Spectrum Disorder ................................................................................................................. 30 

Psychosis and schizophrenia .............................................................................................................. 32 

Eating Disorders....................................................................................................................................... 33 

Suicide .......................................................................................................................................................... 34 

Self-Harm .................................................................................................................................................... 35 

What works - Summary of national guidance ............................................................................ 39 

Emotional wellbeing ............................................................................................................................... 39 

Depression .................................................................................................................................................. 39 

Psychosis and Schizophrenia .............................................................................................................. 41 

Eating disorders ....................................................................................................................................... 41 

Autism .......................................................................................................................................................... 42 

Conduct disorders ................................................................................................................................... 42 

Self harm ..................................................................................................................................................... 43 

At Risk groups ............................................................................................................................................. 45 

Children in Need ...................................................................................................................................... 46 

Special Educational Need and Learning Disability ..................................................................... 52 

Young offenders ....................................................................................................................................... 57 

Transition phase ...................................................................................................................................... 61 

Lesbian, Gay, Bisexual and Trans community .............................................................................. 63 

Refugees/travellers ................................................................................................................................ 64 

Teenage pregnancy ................................................................................................................................. 66 



3   
 

Maternal Mental Health......................................................................................................................... 69 

Homelessness ............................................................................................................................................ 71 

Not in Education, Employment or Training .................................................................................. 73 

Domestic Abuse ........................................................................................................................................ 75 

Young Carers ............................................................................................................................................. 77 

Emotional Wellbeing and Mental Health Services ................................................................... 78 

Definitions .................................................................................................................................................. 78 

Children and Adolescent Mental Health Service Provision ..................................................... 81 

Referrals to the CAMHS service ......................................................................................................... 93 

Admissions to hospital .......................................................................................................................... 97 

Manor Hospital Paediatric ward ........................................................................................................ 98 

Referrals to Tier 4 services .................................................................................................................. 99 

Behaviour Support Service in Schools ............................................................................................. 99 

Commissioning and Finance ............................................................................................................. 100 

Commissioning responsibilities ...................................................................................................... 100 

Governance structures ....................................................................................................................... 100 

Finance ...................................................................................................................................................... 100 

Consultation with children, young people and their parents ......................................... 101 

Finding from national surveys – including stigma .................................................................. 101 

Patient and family thoughts on service ........................................................................................ 102 

Service user feedback ......................................................................................................................... 107 

Consultation with Key Stakeholders ............................................................................................. 107 

Dudley and Walsall Mental Health Partnership Trust ........................................................... 115 

The Beacon Integrated Substance Misuse Service (CRI) ....................................................... 115 

Glossary ....................................................................................................................................................... 117 

Typical behaviour patterns of children with some mental health disorders ........ 119 

Emotional Disorders ............................................................................................................................ 119 

Conduct Disorders ................................................................................................................................ 120 

Hyperkinetic disorder ......................................................................................................................... 120 

Autistic spectrum disorder ............................................................................................................... 120 

Appendix 1: Summary Local Facts and Figures ...................................................................... 121 

Appendix 2: Prevalence of any mental disorder by ethnicity ......................................... 123 

Appendix 3: Autistic Spectrum Pathway .................................................................................... 124 



4   
 

Appendix 4: Commissioning responsibility matrix .............................................................. 125 

Appendix 5: Parenting Support Services in Walsall ............................................................ 126 

Appendix 6: Services offered in Schools to support Young Person Emotional 

Health and wellbeing ............................................................................................................................ 129 

References .................................................................................................................................................. 131 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



5   
 

Acknowledgements 
This needs assessment has been produced by the joint efforts of the following people, who 
either contributed to the writing, design or provided data and information. 

 

Dr Uma Viswanathan  
Consultant in Public Health 
Esther Higdon 
Senior Commissioning Development and Commissioning Manger Children & Young People  
Dr Teresa Maillard 
GP Trainee 
Sarbjit Uppal 
Public Health Intelligence Technical Officer 
Martin Ewin  
Public Health Intelligence Manager 
Alicia Wood 
Mental Health Commissioner for Children & Young People 
 
 
 

 

 
  



6   
 

Executive summary  
This needs assessment was requested by Walsall’s safeguarding board and completed by 

Walsall Public health team with close collaboration and support by key colleagues from 

Walsall Clinical Commissioning Group (CCG), Dudley and Walsall Mental Health Trust and 

Walsall Childrens Services.  

From national understanding we know that;  

 The consequences of untreated mental health problems can be long lasting and far 

reaching, so early intervention is essential 

• Many children and young people do not receive timely, accessible and high quality 
support 

• We need to improve how children and young people’s mental health services are 
organised, commissioned and provided 

The needs assessment set out to identify patterns and trends in young people’s emotional 
health and wellbeing in order to understand the needs of children and young people in 
Walsall.  It identifies risks and protective factors and the interventions which will help 
children and young people build strengths and skills, which can help develop coping 
strategies and help young people manage adversity. It also highlights nationally recognised 
good practice and assesses unmet need to inform commissioning and service model 
development. 

We learnt that; 

 Based on national modelling we estimated that in Walsall, approximately 2,970 
preschool children are likely to have a mental health disorder and 4,380 school-age 
children (5-16 years). 

 Boys are more likely (11.4%) to have experienced or be experiencing a mental health 
problem than girls (7.8%) but young men 15-17 years and young people from black 
and minority ethnic groups were least likely to access mental health support 
services. 

 Between 2006 and 2011 there were 10 suicides in Walsall residents aged 14 to 24 
years: roughly about 2 per year.   

  Hospital admissions as a result of self harm in Walsall have increased in recent 
years, especially in young women.  

  Higher number of girls were referred to CAMHS for deliberate self harm compared 
with boys in the last two years (2013/14 – 2014/15). 

The groups identified as at particular risk in Walsall were: 

- Children in Need (Looked After Children), 

- Children with Special Educational Needs and Learning Disability, 
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- Youth Offenders, 

- Young people at transition to adult services (age 17/18), 

- Lesbian, Gay, Bisexual and Transgender Community, 

- Travellers and Refugees, 

- Teenage Parents and young people who are pregnant, 

- Homeless Young People, 

- Young people who are Not in Employment Education or Training, 

- Young people experiencing domestic abuse or in a home where domestic abuse 
takes place, 

- Young Carers. 

The particular issues relating to emotional wellbeing and mental health for these groups are 
highlighted within the needs assessment 

Consultation 
Consultation was undertaken with young people and their parents. This showed that; 

• Young people are most likely to try “not to panic” if they felt anxious or sad. There 
was recognition that it is normal to feel sad sometimes and bottling things up is not 
good. 

• Young people would seek support initially from parents, carers and other family 
members or peers who they trusted  

• Phone based services were seen as valued 

• There was a good understanding of CAMHS from those who used this service, but 
delays in diagnosis and long waiting lists for assessments and other appointments 
were identified 

• Those young people asked said they were aware of advice and support services in 
schools but this is an area that could be developed.  

• A relationship with social workers/teachers was seen as fundamental.  There was a 
concern from parents regarding the inevitable stress of testing and exams. 

• Outside of statutory services, young people appear to be less well-informed once 
they leave school  

• Parents cope with their children’s health and wellbeing support needs much better if 
there is a good quality of communication between themselves and the range of 
professionals delivering services and fellow parents. 
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We also consulted with stakeholders and discovered; 

• No group (apart from DWMPHT) were more than 50% confident in their ability to 
assess the mental health of children and young people 

• CAMHS was the most frequently listed between the groups as a ‘used service’. There 
was a general consensus that CAMHS was difficult to refer into, with long waiting 
times.  However, once the child or young person received help it was considered to 
be very good. 

Most stakeholders felt there was a need for: 

• Improved training, particularly around assessment of younger children and to 
support young people who self harm. 

• A clear, up to date directory to help the referral process and identify what is 
available within each age group and who to contact. 

• A service to support young people at transition 

• A clearer referral process to all services 

Recommendations 
Recommendations based on this needs assessment included: 

Emotional wellbeing and mental health in younger children  

• Increase the provision of age appropriate support services in place for children under 
age of 11 

• Ensure alternative provision for support for young people is available both in and out 
of office hours to reduce the number of inappropriate referrals to specialist services  

• Establish and publicise the provision of talking therapies for young people 
experiencing mental health issues, particularly in groups with low uptake such as 
males and ethnic minority groups 

Services at the point of transition  

• Develop a transition service for young people based upon the expressed needs of 
young people; exploring the feasibility of developing a 16-25 service. 

• Set joint protocols in place so that young people within the transition age group are 
managed by both CAMHS and AMHS, so they can both provide joint assessment. 

Services for children in care 

• Assess children who are in care, leaving care and those on the cusp or entering care 
for what support might be required around their emotional health and wellbeing and 
offer appropriate emotional wellbeing and mental health support for this group  
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Self harm  

• Set support for young people who self harm in place to reduce the number of young 
people who self harm in Walsall  

• Establish training for staff to recognise and support young people who self harm. 

• Develop out of hours services for young people who self harm  

In Schools and other youth settings  

 Offer support to schools and Early Help providers  to promote the emotional health 
and wellbeing of children and young people  

• Provide schools and other settings with support; 

• to help children develop social and emotional skills and wellbeing, 

• to help parents develop their parenting skills. 

• Work with schools and youth settings to help integrate children’s emotional 
wellbeing and mental health into all aspects of the curriculum, tailored to the 
developmental needs of children and young people 

• Ensure teachers and other staff are trained to identify when children at school show 
signs of anxiety or social and emotional problems and how best to discuss the 
problems with parents and carers and develop a plan to deal with them, involving 
specialists where needed.  

• Ensure that educational establishments have access to the specialist skills, advice 
and support they require. 

Early intervention for emotional wellbeing and mental health 

• Strengthen early intervention services for children and young people at the tier 1 
level and ensure that awareness of services is raised in the community. 

• Provide early help support around conduct disorders and antisocial behaviour  and 
support workers in the community and primary care to assess and support 
individuals and their families  

Specialised services for emotional wellbeing and mental health 

• Investigate a single point of access  

• Investigate how the delays in reaching assessment stage at tier 3 might be reduced 

• Strengthen alternatives to inpatient care on an intensive outreach basis. Work with 
Tier 4 services on pathways to reduce need for inpatient stay/ reduce length of stay.  

• Consider increasing access to consultant support at tier 3. 

Workforce Development 

• Support for frontline children’s workforce to enable them to understand their role in 
promotion, prevention and early intervention 
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• Develop a common understanding of different levels of need and categorisation of 
thresholds in order to support identification of need and appropriate referrals 

• Ensure frontline services have access to information and advice about what services 
are available. Provide an up-to-date directory of services to support referral; within 
the proposed directory to provide a clearer referral process  

• Ensure referrals processes are clear to reduce children being referred back and 
forward between different professional groups.  

Areas for further investigation 

 Identify why the diagnosed prevalence of ASD in children 5-9 years is low in 
comparison with expected prevalence as set out by ONS 

• Identify why referrals to CAMHS are lower than might be expected from the 15 -17 
age group and BME communities and reduce barriers to access from these 
communities 

• Further explore the issue of stigma  

Access to services 

• Ensure that the mental health of women is assessed at every visit during pregnancy 
and in the postnatal period 

• Develop a robust maternal mental health pathway 

 

Next Steps  

This needs assessment will be presented to the Health and Wellbeing Board and has been 

presented to Walsall Children’s and Young People Partnership Board. It is being used to 

inform the Children and Young People’s Emotional Wellbeing and Mental Health Strategy 

2016-2018 and has formed the basis of the bid for NHSE transformation funding 
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Introduction 
The Walsall Joint Strategic Needs Assessment in December 2013 identified the emotional 
health and wellbeing of children and young people as being a priority for the Health and 
Wellbeing Board.  The Walsall Children’s Safeguarding Board and Walsall Children and 
Young People’s Board have also identified this as an priority.   

 

The Children and young people Emotional Health and Wellbeing in Walsall Needs 
Assessment provides a universal population needs based approach to emotional health and 
wellbeing for all children and young people in Walsall.  The data and analysis aims to 
identify patterns and trends in order to understand the emotional wellbeing and mental 
health needs of children and young people in Walsall.  

 

The focus in this report is on promoting good mental health: identifying risks, protective 
factors and interventions which will help children and young people build strengths and 
skills, especially resilience skills, which can be help to help develop coping strategies and 
manage adversity. 

 

The overall aim of this health needs assessment is to present a profile of emotional health 
and wellbeing of children, young people, families and the communities in which they live in 
Walsall.  The needs assessment seeks to inform the Emotional Health and Wellbeing in 
Walsall Strategy that is currently being developed alongside this report. 

 

Many factors influence the emotional health and wellbeing of children and young people. 
This needs assessment aims to: - 

 Describe the levels of need within the Walsall Population 

 Describe the service provision for children and young people with emotional 
wellbeing and mental health issues 

 Review the evidence base of good practice 

 Assess unmet need to inform commissioning and service model development 

 Make recommendations for system wide development 
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Background Information  

Local demographics  
The information in this section provides some background information to the children and 
young people that live in Walsall. 

0-24 population 
Just under one-third of Walsall’s population is under 25 years old (32.3%).  Table 1 below 
shows variation between the six area partnerships (AP) populations, with Darlaston & 
Bentley (AP5) and Walsall South (AP4) having the highest proportion (36.2%) and Aldridge & 
Beacon (AP2) the lowest (27%). 

Table 1: Population aged 0-24 years in Walsall by area partnership. 

 

Source: (ONS), 2013 Mid-year population estimates – Rounded to nearest 100. 

Figure 1: Distribution of 0-24 year’s population across Walsall by area partnership. 

 

Source: ONS, 2013 mid-year population estimates. 



13   
 

Population projections 
Nationally by 2022 there will be a projected 3% increase in the 0-24 year’s age group, with a 
lower increase projected for Walsall (1.6%). 

Figure 2: Walsall population projections from 2012 to 2037 by age groups. 

 

Source: ONS, 2012 based sub national population projections.  

Figure 3 below shows how the child population in Walsall is forecast to change between 
2011 and 2021. The largest projected population changes in 2021 are expected to be in the 
5-9 year age group and reduction in 15-19 age group. 

Figure 3: Projected population percentage change between 2011 and 2021. 

 

Source: Child and Maternal Health Observatory (CHIMAT), Office of National Statistics (ONS).  
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Factors impacting on mental health  

Ethnicity  
In Walsall 21% of the population 0-24 are from BME community, this compares similarly to 
the England population of 21.1%.  Walsall South AP has the highest proportion, 52%, of 
children and young people from a BME background (see Table 2 below): Brownhills AP has 
the smallest proportion. 

Table 2: Ethnicity populations (0-24 years) by area partnerships. 

 

Source: ONS, Census 2011 

Nationally nearly 10% of white children and 12% of black children were assessed as having 
mental health problem whereas the prevalence rates among Asian children were 8% of 
Pakistani and Bangladeshi and 4% of the Indian samples1 (see Appendix 2 for detailed 
breakdown).  

Figure 4: Prevalence of any mental disorder by ethnicity 

 

Source: Mental health of children and adolescents in Great Britain. 
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Educational achievement  

Early years 
The overall early year’s attainment of good level of development within Walsall (54%) is 
below national average (60%), with lowest achievement experienced within Darlaston & 
Bentley AP (38.4%).   

Table 3: Achievement of a good level of development at early year’s foundation stage, 2013/14 

 

Source: Walsall Council Children’s Service (WCCS) and Department of Education (DfE). 

Key Stage 2 
The level of key stage 2 (KS2) pupils attaining level 4 or more in reading test, writing TA and 
mathematics test in Walsall (73%) is below all black country comparators, regional (77%) 
and national (79%) averages.  

Figure 5: Attainment of key stage 2 in reading test, writing TA and mathematics test by local authorities, 
2014. 

 

Source: DfE, 2014 
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Key Stage 4 
The key stage 4 (KS4) achievement of 5 or more A*-C grades at GCSE (or equivalent) in 
Walsall (48.7%) was below the national average (53.4%) in 2013/14.  Within the area 
partnerships there is large variation from Darlaston & Bentley (43.9%) achieving lowest 
figures to Aldridge & Beacon (71.8%) which is above national averages.  

Table 4: Education achievement by key stage 4 by area partnership, 2013/14. 

 

Source: WCCS and DfE, 2013-14. 

School Absence 
Children with emotional disorders had more time off school than other children:  
43 per cent had had more than 5 days absence and 17 per cent had had more than 15 days 
absence in the previous term. Among those with no disorder, these proportions were much 
lower (21 per cent and 4 per cent)2.  
 
Children with generalised anxiety disorder and those with depression had the most days 
away from school – a quarter had had more than 15 days absence in the previous term. 
These groups were much more likely than other children to be considered definite or 
possible truants (26 per cent and 33 per cent compared with 3 per cent among those with 
no disorder).  
 
The overall school absence percentages in Walsall (5.8%) is slightly lower than the national 
average (5.9%).However there are three area partnerships (see Table 5) above the Walsall 
average with North Walsall being the highest at 8%.  
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Table 5: Proportion of pupils (primary/secondary and special schools) with persistent absence by area 
partnership, 2012/13. 

 

Source: WCCS and DfE, 2012/13. 

School Exclusion 
In Walsall permanent exclusions for primary and secondary schools are above national 
levels whereas the proportion of fixed term exclusions are higher for primary schools and 
lower for secondary schools compared with regional and national levels. (See Table 6).  

Table 6: Exclusions from primary and secondary schools, 2013/14. 

 

Source: DfE, 2013/14 

The Department of Education reported3 that the most common reason for fixed period 
exclusions was persistent disruptive behaviour in 2013/14 (33%*). Local provisional data for 
2014/15 indicates that this reason accounted for higher proportion of exclusions (38.7%) 
(See Table 7). 

Table 7: Fixed term and permanent exclusions in Walsall, 2014/15 

Fixed Term and Permanent Exclusions in Walsall 2014/15 
No. of 

Exclusions 
% 

Bullying 25 1.37 

Drug/ Alcohol Abuse 37 2.03 

Persistent Disruptive Behaviour 707 38.70 

Damage 64 3.50 

                                                           
*
 Persistent disruptive behaviour included challenging behaviour, disobedience and persistent violation of 

school rules. 
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Other 141 7.72 

Physical Abuse against an Adult 159 8.70 

Physical Abuse against a Pupil 291 15.93 

Racist Abuse 36 1.97 

Sexual Misconduct 7 0.38 

Theft 22 1.20 

Verbal Abuse/ Threatening Behaviour against an Adult 253 13.85 
Verbal Abuse/ Threatening Behaviour against a Pupil 85 4.65 

Source: unverified figure from Capita One (Walsall Children Services). 

Child deprivation/poverty 

Low-income families 
In Walsall, 27.9% of children were living in families whose income fell below 60% of the 
median national income in 2012 which translates to almost 15,490 children aged under 16 
years living in poverty (see Table 8). These rates are higher than the regional (21.9% in the 
West Midlands) and national rates (19.2%). 

Table 8: Children in low-income families under 16 by area partnership, 2012. 

 

Source: Department of Work and Pensions (DWP) 

Caveat: Figures for area partnerships are a sum of rounded ward figures, so are indicative only. 

The geographical variation in Walsall is substantial, ranging from 39.2% of children living in 
poverty in North Walsall AP to 12% in Aldridge & Beacon. 

Table 9: Number of children living in all out-of-work benefit claimant households in Walsall, by age at May 
2013. 

 

Source: DWP and HMRC Child Benefit administrative data. 
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Indices of multiple deprivations 2010 
The figure details that 114,800 (44.6%) of Walsall’s total population (2010 mid-year 
estimates) live within the most deprived quintiles compared to 30,400 (11.8%) living in the 
least. Looking specifically by age, 28,100 (52.3%) of 0 to 15 year olds live within the most 
deprived quintiles in Walsall compared to 5,000 (9.2%) of 0 to 15 year olds living within the 
least deprived quintiles. 
 
Figure 6: Indices of Multiple Deprivation local quintiles by lower super output area, 2010. 

 

Source: English Indices of Deprivation, Department for Communities and Local Government (DCLG). 

The most deprived communities are concentrated in North and South Walsall area 
partnerships followed by Darlaston & Bentley (see Figure 6 and Figure 7).  
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Figure 7: English Indices of deprivation and Department for communities and local government. 

 

Source: English Indices of Deprivation, DCLG. 

The IMD data is presented at lower super output area (LSOA) level. The community level 
figures for Walsall have been calculated using best fit of LSOAs for each community. A 
Population-weighted average score for these LSOAs was then calculated and the 
communities ranked. 

Free school meals uptake 
Eligibility for free school meals (FSM) is an important indicator of family income levels. The 
uptake of FSM in Walsall (82%) is very similar to national averages (82.7%). 

The latest school census data has been used to estimate the FSM uptake across the APs and 
Table 10 below shows that pupils attending schools in APs with highest eligibility for FSM 
are not taking up the offer particularly schools in Darlaston & Bentley and North Walsall.  
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Table 10: Free school meals eligibility and uptake across area partnerships. 

 

Source: Walsall School Census, January 2015 

* Number of pupils includes any pupil that has had at least one period of Free School Meal Eligibility since the 
last School Census. Pupils who have had more than one period of FSM eligibility are only counted once. 

** Excludes schools: Meadow View JMI, Pheasey Park Farm Primary, St. Thomas More Catholic Business & 
Enterprise College & St. Thomas of Canterbury Catholic 

Smoking, drinking and drug use 
Among young people (aged 11-16), those with either an emotional, conduct or hyperkinetic 
disorder were more likely to smoke, drink and use drugs than other children. The largest 
differences were for smoking and drug use amongst young people with mental health 
disorders (see Figure 8). 

Figure 8: Children and young people Smoking, drinking and drug use by whether has mental disorder, 1999 
and 2004 

 

Source: ONS 2004
4
 

Smoking 
It’s estimated that every year more than 200,000 children in the UK start smoking 
(Childhood smokers, Cancer Research UK, 2013). Regular smoking is defined as at least one 
cigarette a week. By the age of 15, approximately 8% of children in England report being 
regular smokers.  



22   
 

Figure 9: Percentage of children smoking regularly by age and gender, England 2013. 

 

Source: Health and social care information centre (HSCIC); Smoking, Drinking and Drug Use among Young 
People in England in 2013. 

In 2013 Walsall Council developed and launched the YOW survey, anonymised online survey 
for secondary school children in Walsall. The YOW survey showed that over seven in ten 
young people they do not or never smoked, however just under one fifth claimed they do or 
have smoked cigarettes or roll ups and e-cigarettes or e-shisha (18% and 17% respectively) 
which shows higher prevalence of smokers than national averages†. Of those young people 
who smoked, the majority claimed they have either stopped smoking or only tried it once or 
twice (see Figure 10). 

                                                           
†
 Based on YOW survey and base of 2176 young people. 
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Figure 10: Smoking frequency, YOW survey 

 

Source: Youth of Walsall Survey (YOW)
5
. 

Alcohol 
The YOW survey reported that 24% of young people claim to have had a proper alcoholic 
drink, either with or without knowledge of or permission for this from their parent/carer. 

Of those young people who have had an alcoholic drink in the last four weeks, almost half 
(48%) claim they have been drunk. Significantly more young people who have been drunk in 
the last four weeks also claim to smoke or have smoked cigarettes/rollups or e-cigarettes/e-
shisha. 

Figure 11: Frequency of alcohol consumption 

 

Source: YOW survey 

Note: based on claim to have had an alcoholic drink without permission. 
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From the YOW sample it was reported that around 12-13 years old children and young 
people first tried an alcoholic drink (see 

Figure 12). 

Figure 12: Age distribution of CYP first trying alcoholic drink 

 

Source: YOW survey 

The local alcohol profiles for England shown in Figure 13 below suggests that the number of 
under 18’s admitted to hospital with an alcohol specific condition in Walsall seems to be 
increasing in recent years whereas regional and national averages are showing a decline. 

Figure 13: Under 18's admission to hospital with alcohol specific conditions, 2006/07 - 2012/13. 

 
Source: Local Alcohol Profiles for England (LAPE). 

Caveat: Alcohol-specific outcomes include those conditions where alcohol is causally implicated in all cases of 
the condition; for example, alcohol-induced behavioural disorders and alcohol-related liver cirrhosis. The 
alcohol-attributable fraction is 1.0 because all cases (100%) are caused by alcohol. Does not include attendance 
at Accident and Emergency departments. 

Figure 14 shows three area partnerships with higher rate than Walsall average with Aldridge 
& Beacon being highest rate followed by North Walsall. 
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Figure 14: Alcohol specific hospital admissions by Walsall area partnership, 2011/12 - 2013/14. 

 

Source: Secondary Use Service (SUS), 2011/12 – 2013/14. 

Caveat: Accident and emergency admission not included and the following ICD10 codes used in data extract : 
E244, F10, G312, G621, G721, I426, K292, K70, K860, Q860, R780, T510, T519, X45, X65, Y15, Y90 and Y91. 

Substance Misuse 
Nationally, the prevalence of drug taking by young people aged 11 to 15 is estimated to be 
16% in 2013 and has similar recorded levels in 2011 and 20126. Although between 2003 and 
2011 drug use amongst this group did show a decline.   

Cannabis was the most widely used drug amongst young people, with 7% reporting to have 
taken it in the last year. In the past 12 months, over eight in ten young people claimed to 
have been offered it. 

Young people using cannabis by the age of 15 are 3 times more likely to develop serious 
mental health conditions including schizophrenia. Of those aged 11-15 who use cannabis at 
least once a month, around half (49%) are likely to have mental health condition7. 

Local information on prevalence in Walsall is limited, however the YOW survey showed that 
11% of respondents claimed they were offered or had taken illegal drugs (see Figure 15).  
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Figure 15: Offered or have taken illegal drugs? 

 

Source: YOW survey 

Caveat: The results from survey were not weighted and are not representative of the wider Walsall CYP 
population. 

In Walsall the rate of hospital admissions related to substance misuse is below the regional 
and national averages at 42.7 per 100,000 (see Figure 16). 

Figure 16: Hospital admissions for substance misuse 

 

Source: Hospital Episode Statistics (HES) and ONS 

Bullying 
The Department of Education defines bullying as “behaviour by an individual or group, often 
repeated over time, that intentionally hurts another individual or group. Bullying can 
produce feelings of powerlessness, isolation, damage the sense of self-worth, and 
sometimes lead to victims feeling that they are at fault. It can lead to serious and prolonged 
damage for an individual and indeed their family8. 
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The relationship between bullying and mental health has bi-directional nature (see Figure 
17) with both affecting and causing the other. 

Figure 17: Link between Bullying and Mental Health 

 

Source: Anti-bullying alliance
9
 

There is limited data available locally on bullying however the YOW survey reported that 
over one in ten young people (see Figure 18) claimed to have experienced physical bullying 
(16%) and damage to their belongings by someone else on purpose (15%)10. 

Figure 18: Bullying/Safeguarding response from YOW survey. 

 

Source: YOW survey 
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Significantly more girls compared with boys claim they have: 

- Been verbally bullied (40% ♀ , 28% ♂) 
- Had rumours spread about them (32% ♀ , 22% ♂) 
- Been cyber bullied (14% ♀ , 6% ♂) 

However significantly more boys compared with girls claim they have: 

- Been physically bullied (21% ♂,12% ♀) 
- Had belongings damaged (17% ♂,13% ♀) 
- Been involved in a gang (8% ♂,3% ♀) 

This suggests that girls are more likely to experience emotional bullying whereas boys are 
more likely to have a physical experience. 

In January 2015, the CYP partnership board identified an opportunity for a second phase of 
YOW survey analysis looking to identify lead indicators for ‘At risk’ groups and their 
behaviours using a driver analysis approach (see Figure 19). 

Figure 19: YOW survey phase 2 driver analysis methodology 

 

Source: YOW, phase 2 

The phase 2 analysis used Low Well-being as one the indicators to examine under the driver 
analysis approach and the results suggested that there was inverse association (R2 = 0.14) 
between wellbeing and those individuals supported by a social worker and bullied (see 
Figure 20 ). 
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Figure 20: YOW survey driver analysis result for well-being 

 

Source: YOW, phase 2 

Prevalence of mental health problems  
Around 9.6% of all CYP aged 16 and under are likely to experience some level of mental 
disorder (4,380)11,12. The most prevalent appears to be conduct disorders, affecting 6% of 
under 16’s which could represent about 2,720 children in Walsall. 

Pre-school children 

There are relatively little data about prevalence rates for mental health disorders in pre-
school age children. The Report of the Children and Young People’s Health Outcomes Forum 
"recommends a new survey to support measurement of outcomes for children with mental 
health problems13 

A literature review of four studies looking at 1,021 children aged 2 to 5 years inclusive, 
found that the average prevalence rate of any mental health disorder was 19.6% (Egger, H 
et al, 2006)14. Applying this average prevalence rate to the estimated population within the 
area, gives a figure of 2,970 children aged 2 to 5 years inclusive living in Walsall who have a 
mental health disorder (attention deficit hyperactivity disorders, oppositional defiant and 
conduct disorders, anxiety disorders and depressive disorders). 

School-age children 

Prevalence estimates for mental health disorders in children aged 5 to 16 years have been 
estimated in a report by Green et al (2004)15. Prevalence rates are based on the ICD-10 
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Classification of Mental and Behavioural Disorders with strict impairment criteria – the 
disorder causing distress to the child or having a considerable impact on the child’s day to 
day life.  

Prevalence varies by age and gender, with boys more likely (11.4%) to have experienced or 
be experiencing a mental health problem than girls (7.8%).  

Children aged 11 to 16 years olds are also more likely (11.5%) than 5 to 10 year olds (7.7%) 
to experience mental health problems. Using these rates, Table 11 below shows the 
estimated prevalence of mental health disorder by age group and gender in Walsall. Note 
that the numbers in the age groups 5-10 years and 11-16 years do not add up to those in the 
5-16 year age group as the rates are different within each age group. 

Table 11: Estimated prevalence of mental health conditions in children and young people. 

 

Source: CHIMAT; ONS 2014 mid-year Walsall population estimate. Green,H et al (2004) and Singleton et al 
(2001)

16,17
. 

Caveats: The numbers are calculated based on the estimated rates of mental health disorders in the relevant 
group, applied to the population of Walsall. Therefore boys, girls and children will all be calculated separately, 
and because of the complexity of rounding, estimating the rates for children will not simply be an addition of 
boys and girls. These shouldn’t be treated as absolute numbers, but estimates based on likely outcomes for 
the population groups (Source: West Midlands Knowledge and Information Team, personal communication: 
Nicola Dennis on 31

st
 July 2015) 

*Conduct disorders characterised by awkward, troublesome, aggressive and antisocial behaviours 
**Emotional disorders such as anxiety, depression and obsessions 
***Hyperactivity disorders involving inattention and overactivity. 
****Less common disorders such as Autistic spectrum disorder and those with multiple disorders. 

Autistic Spectrum Disorder 
Autistic spectrum disorder (ASD) is a condition that affects social interaction, 
communication, interest and behaviour. It includes Asperger syndrome and childhood 
autism18.  
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Table 12 below shows that the number of children with ASD in Walsall has been increasing 
over time and since 2009 the number of children known between health and education 
services (Walsall Council’s Education Service Schools and Walsall Healthcare NHS Trust 
Disability database) has almost doubled. 

Table 12: Number of CYP with Autistic spectrum disorder in Walsall 

Autistic spectrum disorder 2009 2010 2011 2012 2013 2014 

Walsall Council Education services database 259 304 336 407 420  324 

Walsall Healthcare NHS Trust disability 
database   453* 507** 

*data relates to July 2013 

**data related to December 2014 

Prevalence of ASD 

A study of 56,946 children in South East London by Baird et al (2006) estimated the 
prevalence of autism in children aged 9 to 10 years at 38.9 per 10,000 and that of other 
ASDs at 77.2 per 10,000, making the total prevalence of all ASDs 116.1 per 10,00019. 

A survey by Baron-Cohen et al (2009) of autism-spectrum conditions using the Special 
Educational Needs (SEN) register alongside a survey of children in schools aged 5 to 9 years 
produced prevalence estimates of autism-spectrum conditions of 94 per 10,000 and 99 per 
10,000 respectively20. The ratio of known to unknown cases is about 3:2. Taken together, a 
prevalence of 157 per 10,000 has been estimated, including previously undiagnosed cases. 

The next table shows the numbers of children with autistic spectrum disorders if the 
prevalence rates found by Baird et al (2006) and Baron-Cohen et al (2009) were applied to 
the population of Walsall. In comparison to the figures from WHNT disability database in 
July 2013 the 9-10 year estimate is identical, however the 5-9 years age group shows only 
half the estimated numbers of children are known to health services. 

Table 13: Estimated prevalence of autistic spectrum disorders in Walsall. 

 

Source: CHIMAT; ONS 2012 mid-year population estimate. Baird, G et al (2006). Baron-Cohen, S et al 
(2009)

21,22
. 
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Age 

ASD can be reliably diagnosed between the ages of 2-3 years although there’s evidence that 

indicates that parents are able to detect change in their children as early as 18 months23. 

Gender  

Recent studies continue to report that there is male bias in ASD prevalence, with some 
suggesting that 4 times as many males as females on average have the condition24. Brugha 
(2009) surveyed adults living in households throughout England, and found that 1.8% of 
males surveyed had an ASD, compared to 0.2% of females25. The odds of identification for 
boys over six times the odds for girls26 

Ethnicity 

There’s conflicting evidence on the association ethnic background and the prevalence of 

ASD. Studies in the U.S have shown that non-Hispanic white children when compared to 

non-Hispanic black children were likely to have a diagnosis of ASD27. Whereas cohort studies 

in the UK indicate that the incidence of ASD in children of Afro-Caribbean who were born 

outside the U.K was higher when compared to children of white UK-born mothers and even 

white non-uk mothers28. Another study shows that the incidence of ASD remain even in 

children of 2nd generation Afro-Caribbean mothers29. Although most studies show that 

incidence of ASD is higher in children of mothers emigrate outside Europe and North 

America one Australian study showed that the incidence of ASD was high in children of 

immigrants from Europe as well30. It would therefore be seen the risk of ASD then is 

associated with immigration rather than ethnic background.  

A department of Education report evaluated data from school census done between 2005-
2011 indicate that For ASD, Black Other and Black Caribbean groups were over-represented 
while there was an under-representation of Indian, Pakistani, Bangladeshi, and Other Asian 
pupils. On average the odds of identified ASD for these four Asian groups are about half the 
odds for the White British group31. 

 

Psychosis and schizophrenia 
The prevalence of psychotic disorders in children aged 5-18 is 0.4%.  Schizophrenia 
represents 24.5% of all psychiatric admissions aged 10-18 (admission rate 0.46 per 1000) 
with an exponential rise across adolescents from the age of 1532. 
 
The Early intervention Psychosis service received 41 referrals in 2014/15 with 80.5% from 
the transition cohort and remaining to young cohort (see Table 14). The waiting times are 
higher for the transition cohort compared with 14-16 year old age group possibly due to 
higher volume of individuals accessing the service. 
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Table 14: Referrals and waiting times to Early Intervention in Psychosis service, 2014-15. 

  
  
Source: DWMPHT 

Eating Disorders 
Eating disorders can manifest themselves in a variety of ways; the most serious are anorexia 
and bulimia nervosa.   

Anorexia Nervosa 

Anorexia nervous: is determined food avoidance resulting in weight loss, or failure to 
maintain a steady weight gain related to increasing age. 

Gender & Ethnicity 

The incidence of anorexia nervosa in the general population is 19 per 100,000 per year in 
females and 2 per 100,000 per year in males. Although not uncommon in ethnic minorities 
the prevalence still remains low33. 

Bulimia Nervosa 

Bulimia nervosa: young person experiencing recurrent food binges followed by 
compensatory behaviour, such as vomiting, laxative use, excessive exercise and fasting. 

Gender & Ethnicity 

About 90 per cent of people diagnosed with bulimia nervosa are female. In Britain, young 
Muslim Asian women may be at particular high-risk of developing bulimia nervosa34. 

Age onset for Eating Disorders 

A surveillance study over 14 months done through the British Paediatric Surveillance System 
in 2011 showed an increasing incidence of eating disorders with increasing age. Their study 
looked at children from the age of 6-13 years and found the highest incidence was in those 
age 12-13 years35. 

A GP Register study looking at data from 2000-09 found that incidence of diagnosis for 
eating disorders ED was highest for girls aged 15-19 years and for boys aged 10-14 years36. 
By applying these rates to the Walsall population, it is estimated that about 21 eating 
disorder referrals per year. 

Referrals and Waiting times 

There were 61 referrals to eating disorder service (DWMPHT) in 2014/15; the transition 
cohort (17-25 years) had the highest proportion of the referrals in comparison to younger 
cohort (Under 17’s) (see Table 15).  
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Table 15: Referrals and waiting times to Eating Disorder Service, 2014-15 

 

Source: Dudley and Walsall Mental Health Trust 

Caveat: The referrals to Eating Disorder Service categorises ‘Eating Issues’ which includes both difficulties and 
disorders. 

The waiting times for the under 12’s age group are reported to be upto 2 weeks and it is 
similar for the transition cohort (upto 2-3 weeks) whereas the 12-16 years cohort could have 
double the waiting time (within 5-6 weeks). This could indicate that those service users in 
12-16 years age group may have had higher proportion of referred related to eating 
difficulties rather than eating disorder which would take priority. 

 

Suicide  

Suicide is a complex issue and one which requires further research to understand better the 
specific risk factors associated with it. Looking at suicides in the UK between 1997 and 2003, 
one study has made the following observations (Windfuhr, K., 2008)37: 

 Three times as many young men as young women aged between 15 and 19 
committed suicide 

 Only 14% of young people who committed suicide were in contact with mental 
health services in the year prior to their death, compared with 26% in adults. 

 Looking at the difference between sexes, 20% of young women were in contact with 
mental health services compared to only 12% of young men. 

According to ONS, in 2014 there were 476 deaths of 15 to 24 year olds from intentional self-
harm or undetermined intent in England and Wales. This is a rate of 6.6 deaths per 100,000 
population aged 15 to 24 years. 

The suicide age in Walsall, between 2006 and 2011, varied from 14 to 75+, with average age 
at 45 and median age 43. The highest suicide rates in Walsall were among those aged 35 - 
44 for males and 65 - 74 females, whereas the young people cohort (14-24 years) had 
lowest number of suicides (see Figure 21). 
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Figure 21: Number of Suicides and injury undetermined by age, 2006-11. 

 

Source:  Public Health Mortality File (PHMF), 2006-2011. 

Self-Harm 
Hospital admissions for self-harm in children have increased in recent years, with 
admissions for young women being much higher than admissions for young men. With links 
to other mental health conditions such as depression, the emotional causes of self-harm 
may require psychological assessment and treatment.  Self-harm is a related issue: 

 Levels of self-harm are higher among young women than young men. The rates of 
self-harm in young women averaged 302 per 100,000 in 10 to 14 year olds and 1,423 
per 100,000 in 15 to 18 year olds. Whereas for young men the rates of self-harm 
averaged 67 per 100,000 in 10-14 year olds and 466 per 100,000 in 15 to 18 year 
olds (Hawton, K., 2012)38.  

 Self-poisoning was the most common method, involving paracetamol in 58.2 % of 
episodes (Hawton, K., 2012)  

 Presentations, especially those involving alcohol, peaked at night.  

 Repetition of self-harm was frequent (53.3 % had a history of prior self-harm and 
17.7 % repeated within a year) (Hawton, K., 2012). As many as 30% of adolescents 
who self-harm report previous episodes, many of which have not come to medical 
attention. At least 10% repeat self-harm during the following year, with repeats 
being especially likely in the first two or three months (Hawton, K., 2005)  

 Common characteristics of adolescents who self-harm are similar to the 
characteristics of those who commit suicide (Hawton, K., 2005)  
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 Young South Asian women in the United Kingdom seem to have a raised risk of self-
harm. Intercultural stresses and consequent family conflicts may be relevant factors 
(Hawton, K., 2005)  

 The risk of suicide after deliberate self-harm varies between 0.24% and 4.30%. Our 
knowledge of risk factors is limited and can be used only as an adjunct to careful 
clinical assessment when making decisions about after care. However, the following 
factors seem to indicate a risk: being an older teenage boy; violent method of self-
harm; multiple previous episodes of self-harm; apathy, hopelessness, and insomnia; 
substance misuse; and previous admission to a psychiatric hospital (Hawton, K., 
2005) 

Walsall had been below the regional and national rates over the years; however the most 
recent data (2010/11-2012/13) indicates that the gap has narrowed between Walsall (352.5 
per 100,000) and regional, national averages (see Figure 22) 

Figure 22: Hospital admissions for self harm, 2007/08 - 2012/13 

 

Source: Local authority child health profiles 

There are two area partnerships; Aldridge & beacon and Brownhills APs which were 
significantly higher than Walsall average over 3 year period (see Figure 23). 



37   
 

 

Figure 23: Rate per 100,000 (aged 10-24) for hospital admissions for self-harm, 2011/12 - 2013/14. 

 

Source: Secondary uses service dataset (SUS) and ONS; census 2011. 

 
Figure 24 shows the highest percentages of admissions for self harm are young people from 
local IMD quintiles 2 and 3. There was twice the proportion of young people admitted to 
hospital for self harm from the most deprived population compared with least deprived. 
 

Figure 24: Proportion of hospital admission self harm in Walsall by deprivation (local quintiles), 2011/12 - 
2013/14. 

 

Source: SUS 2011/12 – 2013/14. 
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The largest numbers of self harm related inpatient spells were CYP from 15-19 year age 
group (see Table 16). Information from DWMPHT (see Figure 25) shows that referrals 
related to self harm has been decreasing over the last couple of years whereas inpatient 
spell seems to be increasing. There is much higher number of girls referred to CAMHS for 
deliberate self harm compared with boys. 

Table 16: Walsall CCG self harm related Inpatient spells 

 

Source: Walsall CCG 

Notes: Walsall CCG registered inpatient spells with a diagnosis of Y10 to Y34 and X60 to X84 in any diagnosis 
position. 

Figure 25: Deliberate self harm referrals to Walsall CAMHS, 2013/14 - 2015/16 

 

Source: DWMPHT 

*2015/16 data represents information between 1
st

 April 2015 and 17
th

 August 2015. 
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What works - Summary of national guidance 
 

Emotional wellbeing  
Good emotional health, including social and psychological health will help protect our 
children and young people against emotional and behavioural problems, violence and crime, 
teenage pregnancy and drug and alcohol misuse39.  NICE define this as; 

happiness, confidence and not feeling depressed (emotional wellbeing) a feeling of 
autonomy and control over one's life, problem-solving skills, resilience, attentiveness and a 
sense of involvement with others (psychological wellbeing) the ability to have good 
relationships with others and to avoid disruptive behaviour, delinquency, violence or bullying 
(social wellbeing40)  

Promoting social and emotional wellbeing in education41,39,  

 Local authorities should ensure schools provide an emotionally secure environment 
that prevents bullying , encourages young people’s sense of self-worth, promotes 
positive behaviour, and provides help and support for children (and their families) who 
may have problems.  

 Schools should have a programme to help develop all children’s emotional and social 
wellbeing. It should be integrated it into all aspects of the curriculum and tailored to the 
developmental needs of children and young people. Staff should be trained to deliver it 
effectively. Practitioners should have the knowledge, understanding and skills they 
need to develop young people’s social and emotional wellbeing. 

 Schools should also plan activities to help children develop social and emotional skills 
and wellbeing, and to help parents develop their parenting skills.  

 Schools and local authorities should make sure teachers and other staff are trained to 
identify when children at school show signs of anxiety or social and emotional 
problems. They should be able to discuss the problems with parents and carers and 
develop a plan to deal with them, involving specialists where needed. Those at higher 
risk of these problems include looked after children, those in families where there is 
instability or conflict and those who have had a bereavement. 

 Education establishments should have access to the specialist skills, advice and support 
they require. 

 

Depression 
NICE Guidelines Depression in children and young people: Identification and management in 
primary, community and secondary care issued in March 2015 set out how to manage 
depression for any professional in contact with Children aged 5 to 18.  It clearly identifies 
the 10 symptoms, split into the 4 categories (not depressed to sever depression) and how to 
manage them.  It also states that with children you must assess how they are function in 
different environments (school, with peers and family) alongside their depressive symptoms  
All professionals should be aware that abuse can be a contributing factor to their mood. 

The Stepped Care model below is to help professionals identify the most appropriate service 
for the patient’s level of depression.   
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Table 17: Stepped Care Model 

FOCUS ACTION RESPONSIBILITY 

Detection  Risk profiling Tier 1 

Recognition Identification in presenting 
children or young people 

Tiers 2-4 

Mild depression (including 
dysthymia) 

Watchful waiting 
Non-directive supportive 
therapy/ 
group cognitive behavioural 
therapy/ 
guided self-help 

Tier 1 
Tier 1 or 2 

Moderate to severe 
depression 

Brief psychological therapy 
+/– fluoxetine 

Tier 2 or 3 
 

Depression unresponsive 
to 
treatment/recurrent 
depression/ 
psychotic depression 

Intensive psychological 
therapy 
+/– fluoxetine, sertraline, 
citalopram, 
augmentation with an 
antipsychotic 

Tier 3 or 4 

 
Another important recommendation notes that young people within the transition age 
group should be managed by both CAMHS and AMHS so they can both provide joint 
“assessment and services to young people with depression. Diagnosis and management 
should be reviewed throughout the transition process, and there should be clarity about 
who is the lead clinician to ensure continuity of care.”  
Step 1: Detection and risk profiling 
Healthcare professionals in primary care, schools and other relevant community settings 
should be trained to detect symptoms of depression, and to assess children and young 
people who may be at risk of depression. Child and Adolescent Mental Health Services 
(CAMHS) tier 2 or 3 should work with health and social care professionals in primary care, 
schools and other relevant community settings to provide training and develop ethnically 
and culturally sensitive systems for detecting, assessing, supporting and referring children 
and young people who are either depressed or at significant risk of becoming depressed. 
Step 2: Recognition 
Training opportunities should be made available to improve the accuracy of CAMHS 
professionals in diagnosing depressive conditions.  
Step 3: Mild depression 
Antidepressant medication should not be used for the initial treatment of children and 
young people with mild depression.  
Steps 4 and 5: Moderate to severe depression 
Offer children and young people with moderate to severe depression a specific 
psychological therapy (individual CBT, interpersonal therapy, family therapy, or 
psychodynamic psychotherapy) that runs for at least 3 months. [Do not offer antidepressant 
medication to a child or young person with moderate to severe depression except in 
combination with a concurrent psychological therapy. Specific arrangements must be made 
for careful monitoring of adverse drug reactions, as well as for reviewing mental state and 
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general progress; for example, weekly contact with the child or young person and their 
parent(s) or carer(s) for the first 4 weeks of treatment. The precise frequency will need to be 
decided on an individual basis, and recorded in the notes. In the event that psychological 
therapies are declined, medication may still be given, but as the young person will not be 
reviewed at psychological therapy sessions, the prescribing doctor should closely monitor 
the child or young person's progress 
 

Psychosis and Schizophrenia 
The NICE guidelines for psychosis and schizophrenia in children and young people covers 
recognition and management of children to the age of 18yrs  
The guidelines are for professionals in primary, secondary, tertiary and community health 
and social care and cover treatment options for first and subsequent episodes of psychosis 
and schizophrenia. They recommend consideration of care within the community where 
possible prior to referral for hospital care42. 

Some of the general principles of care state that professionals working with children and 
young people suffering with psychosis or schizophrenia should be able to work with all 
levels of learning ability, cognitive capacity, emotional maturity and development.  They 
should be able to assess capacity and competence in children (Gillick Competence) and use 
local safeguarding procedures if concerned25. 

 

Eating disorders 
NICE produced guidelines in 2004 which covers “identification, treatment and management 
of anorexia nervosa, bulimia nervosa and atypical eating disorders (including binge eating 
disorder) in primary, secondary and tertiary care.”   It applies to children aged 8 and over up 
to and including adults.  
All people with eating disorders should have their physical, social and psychological needs 
assessed together.   
If the patient presents in primary care “GPs should take responsibility for the initial 
assessment and the initial coordination of care. This includes the determination of the need 
for emergency medical or psychiatric assessment.”43 (Pg 5) 
However, “Where management is shared between primary and secondary care, there 
should be clear agreement among individual healthcare professionals on the responsibility 
for monitoring patients with eating disorders. This agreement should be in writing (where 
appropriate using the care programme approach) and should be shared with the patient 
and, where appropriate, his or her family and carers.”  
 
Specific advice is listed below:   
 
Anorexia nervosa 

 Most should be managed on an outpatient basis with psychological treatment 

 People requiring admission should be admitted to a setting that’s provides skilled 
implementation of re-feeding with careful physical monitoring in combination with 
psychosocial interventions 

 Family interventions 
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Bulimia nervosa 

 Self help programme 

 May be offered trial of anti depressant as an alternative or addition 

 CBT –BN  - adapted as needed to suit their age/level of development , including 
family as appropriate 

 
Atypical eating disorder 

 Follow guidance on eating disorder that most resembles individuals presentation 
 
For all eating disorders 

 Family members and siblings should be included in treatment – sharing of 
information, advice on behavioural management and facilitating communication. 

 

Autism 
NICE has produced guidelines which covers the signs and symptoms that should prompt 
professionals working with children, young people, and their parents or carers to consider 
autism; information requirements from other agencies; components of diagnostic 
assessment after referral; appropriate information and day-to-day support for children, 
young people and their parents or carers during referral, assessment and diagnosis; and 
ineffective diagnostic interventions and approaches44. 

Conduct disorders  
The guidance covers conduct disorders and antisocial behaviour which are the most 
common mental and behavioural problems in children (pg 4).  The disorders will almost 
always have a “significant impact on functioning and quality of life” for the child or young 
person. 

NICE classifies these disorders as 

“repetitive and persistent patterns of antisocial, aggressive or defiant behaviour that 
amounts to significant and persistent violations of age appropriate social expectations.” 

The child or young person will usually have another mental health problem alongside the 
conduct disorder.  NICE state that “40% of children and young people with a diagnosis of 
conduct disorder also have a diagnosis of ADHD”45

 

The initial assessment should entail: 
1. Considering using the Strengths and Difficulties Questionnaire (completed by a 

parent, carer or teacher). 
  

2. Assess for the presence of the following significant complicating factors: 
 

a. coexisting mental health problem (for example, depression, post-traumatic 
stress disorder)  

b. a neuro-developmental condition (in particular ADHD and autism)  
c. a learning disability or difficulty  
d. substance misuse in young people 
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Self harm 
NICE separates the acute treatment of children and young people who have recently self 
harmed and their long term management.  

The key priorities for a patient’s initial assessment within the first 48 hrs are: 

 Respect, understanding and choice 

 Staff training 

 Activated charcoal (within 1 hour of ingested poison)  

 Triage 

 Treatment 

 Assessment of needs 

 Assessment of risk 

 Psychological, psychosocial and pharmacological interventions46 
 
The longer term guideline is relevant to children and adults aged 8 and over.  Again, NICE 
broke it down into key areas: 

 Working with people who self-harm 
o Professionals working with people who self harm should aim to establish 

trust with their patients and encourage the patient to be fully involved with 
their treatment plans. 
Regarding children aged 8-17 (scope of this guidance), local safeguarding 
procedures should be followed along with multi agency approaches (schools 
and social services). “CAMHS professionals who work with young people who 
self-harm should balance the developing autonomy and capacity of the young 
person with perceived risks and the responsibilities and views of parents or 
carers.”47 

 Psychosocial assessment 

 Risk assessment 

 Risk assessment tools and scales 
o   advice given is not to use them 

 Care plans 

 Interventions for self-harm 

 Treating associated mental health conditions 
o Bipolar disorder, depression etc... 

 

 

Antenatal and postnatal mental health  

NICE recognises that depression and anxiety are the most common mental health problems 
during pregnancy, with around 12% of women experiencing depression and 
13% experiencing anxiety at some point. It also notes that many women may experience 
both. Depression and anxiety also affect 15-20% of women in the first year after childbirth. 

NICE have produced guidance (2014) for 3 groups of women, as follows: 

Women of childbearing potential 
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Discuss with all women of childbearing potential who have a new, existing or past mental 
health problem: 

 The use of contraception and any plans for a pregnancy 

 How pregnancy and childbirth might affect a mental health problem, including the 
risk of relapse 

 How a mental health problem and its treatment might affect the woman, the fetus 
and baby 

 How a mental health problem and its treatment might affect parenting 

Women who are pregnant and in the postnatal period 

Recognising mental health problems in pregnancy and the postnatal period and referral: 

 At a first contact with primary care or booking visit and during early postnatal 
period, asking depression identification question as a part of women mental health 
and wellbeing. 

 Effective communication of any past or present mental health problems between all 
healthcare professionals referring to maternity services. 

Coordinated care 

Develop an integrated care plan for a woman with mental health problems in pregnancy and 
in postnatal period which sets out: 

 Care and treatment 

 Roles of all health professionals (including those responsible for; care plan, 
monitoring and providing intervention and agreeing outcomes). 
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At Risk groups 
The reasons why a child or young person experiences mental health problems are likely to 
be complex. However, certain factors are known to influence the likelihood of someone 
experiencing problems. The next sections explore the particular vulnerable groups in greater 
detail. 

The following at risk groups have been described in this document 

- Children in need 
- Children with special education needs and learning disabilities 
- Youth offenders 
- Transitional age groups 
- LGBT 
- Refugees and Travellers 
- Teenage Pregnancy 
- Maternal Mental Health 
- Homeless young people 
- Not in education, employment or training 
- Domestic Abuse 
- Young carers 

 

While children and young people in these groups may be at higher risk, this does not mean 

that as individuals they are all equally vulnerable to mental health problems. A range of 

protective factors in the individual, in the family and in the community influence whether a 

child or young person will either not experience problems or not be significantly affected by 

them, particularly if receiving consistent support from an adult whom they trust.  
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Children in Need 
The Children Act 1989 made provision for a specific group of vulnerable children described 
as ‘children in need’. These children were defined as those whose vulnerability was such 
that they were unlikely to reach or maintain a satisfactory level of health and development, 
their health and development would be significantly impaired without the provision of 
services, or they were disabled48. 

The Children in Need (CIN) category encompasses children and young people on children 
protection plans, CIN plans and looked after children which accounted for 2,481 children as 
of 31st March 2015 (see Figure 26).  

There is strong evidence that child maltreatment is leading cause of poor mental health in 
childhood and throughout later life49,50. As of 31st March 215, 442 CIN had experienced 
some form of emotional abuse which represented 17.8% of all CINs. 

Figure 26: Diagram showing relationship of different severity of children in need 

 

Source: Walsall Children Services 

Child Protection Plan 

Demographics 
In Walsall as of 31st March 2015, there were 360 children on CPP. This equates to rate of 
51.2 per 10,000 0-18 year olds. The number of children entering care since 2013 has 
increased at fast rate than regional and national averages (see Figure 27). 
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Figure 27: Rate per 10,000 Child Protection Plan in Walsall, 2006-2014 

 

Source: DfE, LAIT (Accessed: 3
rd

 June 2015). 

Looked After Children 
All local authorities have a statutory duty to protect children and young people from harm. 
Following a comprehensive assessment carried out by Children’s Social Care Services, if the 
child or young person (CYP) is considered unsafe in their present environment, following a 
court decision (or voluntary agreement with parents) Local Authorities take on the role of  
‘corporate parent’ which involves placing the CYP in suitable safe placement – usually with a 
foster carer – and the CYP is then known as child in care51. 

 

Demographics  
In Walsall as of 31st March 2015, there were 612 looked after children. This equates to rate 
of 90.4 per 10,000 0-18 year olds. The number of children entering care since 2012 has 
increased at faster rate than regional and national averages (see Figure 28). 
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Figure 28: Rate per 10,000 looked after children under 18, 2005-14. 

 
Source: DfE. 
Caveat: Number of children looked after as 31

st
 March express as rate per 10,000 using 2009 mid-year ONS 

population estimates. 
 

The rate of LAC varies across the borough (see Figure 29) with North Walsall AP having 
highest prevalence wards (Blakenall and Birchills Leamore). 

Figure 29: Rate per 10,000 looked after children in Walsall, 2013/14. 

 

Source: WCCS. 

 

The CAMHS service in Walsall have received 93 LAC referrals in last two years (2013/14 – 
2014/15) which represented 89 patients‡. 

                                                           
‡
 Dudley and Walsall Mental Health NHS Trust information  
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Links with emotional wellbeing and mental health 
Looked after children are a particularly vulnerable group.  They are more likely to suffer with 
mental health problems compared to children in private households52 .  Current NICE 
guidelines state that early intervention to promote emotional and mental wellbeing should 
improve rates of placement breakdown and long term mental wellbeing.  The service needs 
to be flexible, accessible and able to manage groups such as BME children as well as asylum 
seeking children who will have specific needs57.   
It is estimated that 45% of looked after children suffer with mental health issues, rising to 
72% in residential settings53. They are more likely to have difficulty at school and with the 
police, “26% of young people with mental health problems had been in trouble with the 
police compared to 5% with no such problem”54. 
NICE also note that children and young people placed out of their local authority area are 
less likely to receive services from CAMHS in their new location55  
 
Table 18: The Mental Health of young people looked after by LA in England 

Disorder  5-10 yrs (%)  11-15 yrs (%) 

 LAC Private 
household 

LAC Private 
household 

Emotional 
disorder 

11 3 12 6 

Conduct 
disorder 

36 5 40 6 

Hyperkinetic 
disorder 

11 2 7 1 

Any disorder 42 8 49 11 

Source: ONS 2003 

 

Statutory guidance states that “all vulnerable children will have their mental health needs 
assessed along with their physical health and that short or unplanned placements are not a 
reason to delay a referral to mental health services.  And, that the referral pathway should 
be clear and easy to use for all involved.”56,57 

CAMHS provision aims to support looked after children through multiple avenues.   
They will reduce psychological distress by improving placement support and stability, by 
promoting psychologically minded care plans aimed at improving positive emotional health 
and wellbeing.  

Their therapeutic intervention will be based on current NICE recommendations.  They will 
support carers more to understand the needs and behaviours of the children in their care. 

Walsall Council does not currently commission any specific emotional health and wellbeing 
support for looked after children.  However, this should change in September 2015 as 
funding will be redistributed specifically to support looked after children, children subject  of 
an SGO and children who have been adopted 
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Care leavers 
The Children (Leaving Care) Act 2000 specifically stated that Local Authorities would need to 
keep in touch with care leavers until they were at least 21, and they should continue to 
provide assistance with education, employment and training as they were regarded as a 
vulnerable group. In general it can be said that a vulnerable child is one who is unable to 
keep him or herself from harm or who is at risk of not reaching their potential and achieving 
their outcomes. 

There were 165 young people (18-24 years) known to Walsall Children Services and eligible 
under the care leavers classification (as of 30th June 2015)§.  

The latest quarter data (2014/15 Q4) shows for aged 19-21: 

- 56 CYP out of 120 eligible cases were engaged in suitable employment or training 
(58.2%), 

- 106 CYP out of 120 are in suitable accommodation (88.3%). 

Strengths and Difficulties Questionnaires  

From April 2008 all local authorities in England were required to provide information on the 
emotional and behavioural health of children and young people in their care. This data is 
collected using Strengths and Difficulties Questionnaires (SDQs) which is a behavioural 
screening tool58.  They provide an opportunity to establish and review emotional and 
behavioural well-being of children and young people.  Questionnaires can be completed by 
young people, parents or carers and teachers.  The higher the score, the more likely there 
could be a mental health concern.  SDQs are used as a proxy for emotional well-being for 
looked after children and this information is benchmarked to enable us to look at 
comparisons between local authorities.  These are completed each year by the carers of 
children and young people who have been looked after for longer than a year.  Recent 
information shows the most recent SDQ scores benchmarked against Walsall’s statistical 
neighbour group.  Based on returns for 2013/14, 39% of this cohort in Walsall had SDQ 
scores which were cause for concern, compared to 37% in the statistical neighbour group.   
 

The proportion of SDQ completed for LAC in Walsall is lower than statistical neighbours and 
national averages (see Figure 30). 

                                                           
§
 Data received from Walsall Council Children Services 
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Figure 30: Looked after children completed SDQ by local authorities 

 

Source: DfE LAIT 2015 and Walsall 2015 
Note: The above data only includes a proportion of LAC; those in care for 12 month period. 

Service provision for children in need  
There are no specific services commissioned to meet the needs of children who have a Child 
in Need Plan. These children’s needs will be met using the general array of services from 
universal through targeted to Tier 3, 3plus and 4. 

Currently there are no specific services commissioned to meet the emotional health needs 
of looked after children; but it is hoped that the funding currently provided by Children’s 
Services which is currently being used to support the general Tier 3 CAMH Service will be 
reshaped to provide a specific service to support the emotional health needs of looked after 
children, children subject of an SGO and children who have been adopted. These children 
will have emotional health needs that sit below Tier 3 ~  if they have Tier 3 needs then they 
will access CAMHS; they will also access, if required and appropriate, all the other Tier 1 & 2 
emotional health and well being services currently in place across Walsall ~ school nurse 
provision, KOOTH etc 

Social care teams have skills to deal with lower level need. Universal services available e.g. 
School nursing service, Kooth 

Service provision for care leavers 

Once a young person leaves care there is no dedicated service provision to address their 
emotional wellbeing and mental health needs 
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Special Educational Need and Learning Disability 
The Education Act 1996 defined children with SEN if they have learning difficulty which calls 
for special educational provision to be made for them. The learning difficulty is further 
classified as: 

a. Have a significantly greater difficulty in learning than the majority of children of the 
same age; or 

b. Have a disability which prevents or hinders them from making use of educational 
facilities of a kind generally provided for children of the same age in schools within 
the area of the local education authority 

c. Are under compulsory school age and fall within the definition at (a) or (b) above or 
would so do if special education provision was not made for them59. 

Demographics 

Disability 
According to the ONS there are an estimated 0.7 million disabled children in the UK; Boys 
are more likely than girls to be disabled and children under five are less likely to be counted. 
ONS estimates 42.3 per 1,000 children who are disabled. The Thomas Coram Research Unit 
(TCRU) estimate is slightly lower, at 40.3 per 1,000.  Using these figures the 2013 mid-year 
population estimates the prevalence of under-18 disability in Walsall is estimated to be 
between 2716 and 2851. 

Table 19: Estimated disability prevalence under 18s by area partnerships. 

 

Source: Thomas Coram Research Unit (TRCU) and ONS 2013 mid-year population estimates. 

Special Educational Needs  
Within Walsall we had 48,920 children on schools rolls in January 2014.  14.9% of these 
children (7,442) were classed as having special educational needs.   5.8% (2,845) of children 
are on the disability register, 1,240 at primary school, 1,015 at secondary school and 590 in 
specialist schools60. 

Primary schools 
For primary school pupils with statement of SEN or School Action Plus by type of need (see 
Table 20), Walsall is above the regional and national average for the below: 

- Moderate and Severe Learning difficulties (32.4% and 2.7% respectively), 
- Profound & Multiple learning difficulty (0.60%), 
- Hearing and visual impairment (3.30% and 3.60% respectively), 
- Multi-Sensory Impairment (0.40%), 
- Autistic Spectrum Disorder (9%). 
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Secondary schools 
For secondary school pupils with a statement of SEN or School Action Plus by type of need 
(see Table 20), Walsall is above the regional and national average for the below: 

- Moderate and Severe Learning difficulties (38.6% and 0.9% respectively), 
- Visual impairment (2.9%), 
- Multi-Sensory Impairment (0.3%), 
- Autistic Spectrum Disorder (11.3%) 

Table 20: Pupils with statements of SEN or at School Action Plus by their primary type of needs as at 31st 
January 2014. 

 

Source: WCCS (31
st

 January 2014). 

Learning disorders 
 

Figure 31: Young people (aged 18-25) with learning, physical and autism spectrum disorders, November 
2014. 

 

LD – Learning Disability, AUT – Autism Spectrum Disorders and PD - Physical disability. 

Source: WCCS (November 2014). 

The total number of pupils on Walsall’s schools rolls was 48,920 as at 31st January 2014.  
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 14.9% of children (7,442) were classed as have special educational needs (SEN). 

 9% who receiving School Action Support (4,493), 3.5% receiving School Action Plus 
support (1,727). 

 2.3% who have a statement (EHC Plan) of SEN (1,166). 

 0.2% children (94) in Walsall have a statement and attend schools outside of the 
borough. 

 5.8% of children (2,845) on the disability register. 

The Speech Language Therapy Occupational and Physiotherapy Service in Walsall see 
approximately 955 children (birth to 19 years) with recognised physical diagnosis 
conditions: 

- Physical disability = 357 
- Profound and multiple learning difficulty = 47 
- Autism spectrum = 551** 

 

Learning Disabilities and Special Educational Needs- links with emotional 
wellbeing and mental health 
One in ten children in the general population is likely to have a mental health condition: in 
those with SEN around quarter are likely to suffer poor mental health.  

Applying these proportions to the Walsall population shows an estimated 1861 children 
with SEN who are likely to have a mental health condition (see Table 21).  Of those with SEN 
statement approximately 292 would be likely to have mental health condition61,62. 

Table 21: Total Number of Children with SEN and Estimated mental health conditions 

 
Source: WCCS 

Children and adolescents with learning difficulties and disabilities are at a much higher risk 
of developing mental health problems than those without. These children are also much 
more likely to suffer with more than one mental health illness. 

Children with learning disabilities are 6 times more likely to have a mental health problem 
than those without, 40% will suffer with some form of mental health disorder, rates are 
higher with sever learning disabilities63.  Information from the national autistic society state 
that ‘more than 7 in 10 children with autism have a co-morbid mental health problem’, and 
that many of these could be prevented with the correct support64. 

A paper written in 2007, The Mental Health of Children and Adolescents with Learning 
Disabilities in Britain looked into rates of mental health problems and associated risk factors 
for children with learning difficulties and disabilities.    

                                                           
**

 Data received from Walsall Healthcare NHS Trust  
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They found that children with learning disabilities are more likely to be boys, have poor 
general health and will have been exposed to a greater variety of adverse life events (abuse, 
domestic violence, bereavement).   These children are also more likely to be brought up by a 
single parent (usually a mother) who suffers with poor physical health or who has mental 
health needs.  If they do live in a family unit it will usually be a poorly functioning family.  
They are likely to live in poverty and in a family with lower educational attainments and 
higher rates of unemployment65. 

 
They also compared the social situation of children in Britain who have learning disabilities 
and mental health problems. These rates compare children with and without learning 
disabilities:  

• 53% are living in poverty (compared with 30% of all British children)  
• 48% have been exposed to two or more adverse life events (compared with 24% of 

all British children)  
• 45% are supported by a primary carer with no educational qualifications (compared 

with 20% of all British children)  
• 44% are supported by a mother who is likely to have mental health needs herself 

(compared with 24% of all British children)  
• 38% are living in families in which no adult is in paid employment (compared with 

15% of all British children)  
• 38% are supported by a single parent (compared with 23% of all British children)  
• 34% are living in ‘unhealthily’ functioning families (compared with 18% of all British 

children)  
• 25% are supported by a mother who is in less than good physical health (compared 

with 7% of all British children)  
• 92% are facing at least one of the above adversities (compared with 65% of all British 

children)  
• 38% are facing four or more of the above adversities (compared with 14% of all 

British children)  
 

Service Provision 

Within Walsall all schools have a local offer, this aims to monitor for and support children 
who may have LD and SEN’s. Special Education Need is covered by educational psychology 
and children with disabilities. Children and young people with Learning Disabilities and a 
mental health need are supported by specific CAMHS service including a psychiatrist and 
psychology service. 

In the period April 2014 - March 2015 there were 116 referrals to the CAMHS learning 
disability service with 87% of these accepted after screening. On average each accepted 
referral received 6 sessions of support 

Table 22: Walsall CAMHS referrals to Learning Disability, 2014/15 

F2F contacts 612 

DNA’s 35 (5.4% 

Referrals 116 

Referrals accepted (after screening) 101 (87%) 
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Source: DWMPHT 

ADHD 

There are currently no ADHD patients on waiting lists as they are all included within the 
ADHD clinic.  Waits to see a clinician vary between 1 and 4 weeks and waits to see a medic 
vary between 1 and 8 weeks unless there is a cancellation. 

  

Discharges 45 
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Young offenders 
Those aged 17 or under, who have committed an offence, are classified as ‘young 
offenders’. A wide range of sentences is available to the youth justice system for young 
offenders, and imprisonment is last resort66. 

Children under the age of ten are not considered to have reached an age where they can be 
held responsible for their crimes because they under the age of ‘criminal responsibility’.  
Children aged 10-14 can be convicted of a criminal offence it can be proven they were 
aware of serious wrong doing. After the age of 14, young people are considered to be fully 
responsible for their own actions (as an adult would). However there are differences in 
sentencing young offenders. 

Demographics 
In 2009/10 there were 389 Sentences passed on Walsall young people. In 2014/15 this 
reduced to 215, a reduction of 44.7% over 5 years. In 2014/15 a greater percentage of youth 
justice assessments identified substance misuse (6.7% increase) and mental and emotional 
health concerns (a 9.1% increase) than in the previous year.  

The rates per 1,000 of CYP formally in the youth justice system aged 16-18 are higher than 
regional and national averages.  

Figure 32: Rate per 1,000 populations CYP (aged 16-18) who have formally entered the youth justice system. 

 

Source: CHIMAT, Ministry of Justice (MOJ) and ONS. 

Almost 1 in every 5 young people known to Youth Justice Services showed self harm risks, 
compared to the wider population of young people; this makes young people who offend in 
Walsall twice as likely to be at risk of self harm. 
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When first in contact with the Youth Justice Service, young people undergo an initial 
assessment (as known as Asset) to assess their risk of future offending and/or self harm. A 
score of 4 indicates a very high risk of self harm and offending, 3 an increasing risk of 
offending and self harm and 2 a lesser risk.  These Asset scores inform court reports so that 
appropriate intervention programmes can be drawn up on individual needs67. 

Table 23: Young offender’s assessment risk of future offending and/or self harm 

 

Source: Youth Justice Service 

Even though the number of Assets carried out has reduced, the actual number of young 
people that these refer to has also reduced from 277 in 2012-13, to 233 in 2013-14, a 
reduction of 44 young people (15.8%).  

The actual numbers of young people who have scored 2+ and 3 have roughly remained the 
same due to the smaller number of young people in 2013-14; the percentage is higher at 
42.1% compared to 34.3% in 2012-13. 

Figure 33: Emotional & Mental Health Assessment 

 

Source: Walsall Youth Justice Service 2014 

Youth offending and links with emotional wellbeing and mental health 
Youth offenders and children in the criminal justice system are more likely to experience 
mental health problems than those who are not, 40% have a diagnosable disorder.  Within 
secure settings rates of psychosis, self harm and suicide are raised with multiple factors 
contributing to these68.    In 2003, 13 young people killed themselves while in prison.  There 
is a positive correlation between time lost from education and crime, with half of all male 
prisoners having been excluded from school69.   One in five offenders have some form of 
learning disability. 
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The prevalence of mental health disorders range from 25% in young people in contact with 
the justice system to 81% for those in custody70.  They make up 5% of the CAMHS work 
load. 

Adults from BME communities are more likely to enter mental health services via criminal 
justice referral routes and there is evidence that young people from BME communities are 
less likely to access primary care for help when they first experience mental health 
problems, leading to the need for increased crisis intervention71. 

To understand how these children develop mental health problems or suffer with worsening 
mental health it helps to know some back ground information; 

 two in five young females and one in four young males in custody report violence in 
the home (Social Exclusion Unit, 2002)72  

 three quarters of children and young people in custody have lived with someone 
other than a parent (Healthcare Commission, 2007)73  

 40% of children and young people in the youth justice system were homeless in the 
six months before they entered custody (Prison Reform Trust, 2009a)74  

 84% of 12−18 year olds in custody have problematic drug use and a further 64% have 
concurrent mental health difficulties (Galahad SMS Ltd, 2009)75  

 86% of young men and 79% of young women in the youth justice system aged 15–18 
years have been excluded from school (Parke, 2009)76  

 one in three girls and one in 20 boys in custody have disclosed sexual abuse (Social 
Exclusion Unit, 2002)  

 one in ten young women in custody have been paid for sex (Douglas & Plugge, 
2006)77.  

 

The Sainsbury Centre for mental health produced a report in 2009 looking at conduct 
disorders in children and risk of progression to offending.  It found that approximately “80% 
of all criminal activity is attributable to people who had conduct problems in childhood and 
adolescence”78. And that prevention and intervention in young children (pre-school 
children) can reduce offending rates by 50%. 
 

Service Provision  
When a young person enters the youth justice service they are all allocated a youth 
offending worker.  The youth offending worker will compile an Assets report on each young 
person, which looks at their housing and emotional wellbeing needs (including any previous 
involvement with CAMHS).  If, after completing the report there are concerns about the 
child the screening tool SQUIFA is used to assess their mental health.   From there (with the 
young person’s consent) the lead consultant for youth offenders in CAMHS is contacted to 
discuss the case.  They will then be seen by this consultant or referred on to the most 
appropriate service.  CAMHS will see a youth offender up to the age of 18.   

Lead consultant for youth offenders in CAMHS 
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This service is currently being provided by DWMHPT through a practitioner who is employed 
to work across Youth Justice Service and CAMHS 0.5wte in each locality since December 
2014. The aim of this service is to maximise opportunities for individuals and their families 
by enabling them to look beyond their limitations and to achieve their goals and aspirations 
whilst being supported in this area.  This service offers tier 2 talking therapy support to this 
group. If a need is identified through “asset identification” the CAMHS worker working with 
this group can refer to CAMHS for diagnosis and intensive support. 

Table 24: Youth Offenders in CAMHS Caseload, April-June 2015 

Month Number 

April 11 

May 9 

June 8 
Source: DWMPHT 

In CAMHS, the same practitioner provides support to the ADHD clinic which is linked to the 
clientele within the Youth Justice Service in order to alleviate any difficulties early  in 
anticipation  that it will not escalate to need the support of the Youth Justice Service. 

The outreach CAMHS worker based with the YOS provides training consultation and liaison 
to YOS workers to develop skills and knowledge about emotional and mental health and 
wellbeing In the Youth Justice Service and to help them understand any mental health issues 
that are impacting on the presenting problems. This service also  offers individual work, 
youth justice behaviour support group work and Targeted Youth Support (TYSP) as well as a 
social skills group which includes parents and young people and a Positive Parenting 
programme to support the parents in managing the difficult behaviours that are being 
displayed. 

If a young person, or youth offending worker doesn’t feel that CAMHS is the best option as 
there can be huge stigma associated with attending CAMHS they will also  refer to another 
service provider like Barnardo’s or Samaritans. 
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Transition phase 
The transition phase is between the ages of 16 to 18 up to age 24 when specific needs have 
been identified.  These are young people who may have been involved with CAMHS and still 
need support or who have newly emerging mental health problems79.   
 

Demographics 
The transition phase represents the transition between CAMHS service and adult mental 
health for young people in Walsall, in 2014/15 there were 158 young people (16-17 year 
olds) awaiting transition to AMHS††.  

Table 25 shows the proportion of 17-24 year olds in each AP to illustrate where the 
population resides in Walsall, Walsall South AP has the highest proportion (11.4%).  

Table 25: Proportion of 17-24 (years) population estimates by area partnership. 

 

Source: ONS, 2013 mid-year population estimates. 

The total numbers of young people accessing primary and secondary mental health services 
in Walsall has increased between 2013/14 and 2014/15 (see Table 26). 

Table 26: Number of 17-24 year old service users known to Primary and secondary mental health services in 
Walsall. 

 

Source: DWMHPT 

Links with emotional wellbeing and mental health 
 
The House of Commons did a review of CAMHS in 2014 and from their investigations they 
found that all the young people who had transitioned to Adult Services reported needing 
more information on the differences between CAMHS and Adult Services, especially 
surrounding the different thresholds for support.  They also gathered information from NHS 
England that stated “transition from child centred to adult services is currently poorly 
planned, poorly executed, and poorly experienced. This can lead to the "cliff edge" where 
support falls away; the young person disengages, and may present as their first episode of 
transition acutely in crisis to an adult Emergency Department.”80 
 

                                                           
††

 Data received from Dudley and Walsall Mental Health Partnership Trust 
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Young Minds gathered information from service users to compile SOS: stressed out and 
struggling, looking at service provision for 16 to 25 yr olds. They found that CAMHS and 
AMHS commissioners need to make sure that they are working together to “support young 
people in transition, rather than allowing age related commissioning to exacerbate 
fragmentation of care.”81  This means that young people and their families can find 
themselves in limbo, as AMHS, CAMHS and commissioners argue about whose budget or 
service takes responsibility34 (2 pg 12) 
The report also highlighted that if 16-25 year-olds are struggling to make transitions it may 
stem from delayed emotional and psychological development, and it is therefore all the 
more appropriate – and necessary – “that these young people are seen ‘in the round’ in 
terms of their emotional and social networks”  
 
The Department of Health’s recent report, Future in Mind, found that adult mental health 
services are not universally equipped to meet the needs of young people with conditions 
such as ADHD, mild to moderate learning difficulties or autistic spectrum disorder. 
The report   recommends “flexibility around age boundaries, in which transition is based on 
individual circumstances rather than absolute age, with joint working and shared practice 
between services to promote continuity of care.”82 

Service provision  
It is recognised that it will take multiple meetings, involving both child and adult services 
and should be started up to 6 months before the young person is due to move on to adult 
services.  The CAMHS consultant will be responsible for initiating the transition into AMHS 
and for all clinical records until the transition is complete.  There is a specific care plan for 
each individual which outlines what will happen during the transition and any specific 
interventions that will continue on from CAMHS into AMHS.  Eating disorders will be 
managed in the same way but with the addition of the CAMHS eating disorder worker 
informing the adult eating disorder worker about the patient, usually after their 17th 
birthday.  Young people with severe and profound LD will referred to the Adult Learning 
Disabilities Service via the transition pathway. 

There is a need for CAMHS offer a post 17 years service but until age 18. There is no CAMHS 
service for young people 18+, as the mental health services are commissioned from the 
same trust the process is transition rather than referral to different organisation. 
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Lesbian, Gay, Bisexual and Trans community 
Lesbian, gay, bisexual and transgender (LGBT) people experience a number of health 
inequalities which are often unrecognised in health and social care setting, in the area  of 
mental health and wellbeing during sexual orientation information is not always captured to 
identify this community83. 

Demographics 
A national based survey (see Table 27) estimated that 2.9% of 16-24 years identified 
themselves as Gay/Lesbian, bisexual or other, which is slightly higher than the overall 
percentage of 2%.  Using these estimates on Walsall population, there could be potentially 
around 909 of young people from this community. 

Table 27: Sexual identity prevalence result from integrated household survey by age group, UK 2013. 

 

Source: ONS Integrated Household Survey: 2013. 

Caveat: In 2013 there were 178,820 eligible respondents (aged 16 and over) to the sexual identity questions 
and 169,102 valid responses. 

Links with emotional wellbeing and mental health 
 
A survey in 2012 of young LGBT people found 55% had experienced homophobic bullying, 
and of those, 44% reported deliberately missing school as a consequence84.  “They are more 
likely to be exposed to higher levels of isolation, school bullying, and conflict around sexual 
identity, parental non-acceptance and homelessness.85 
One study found that “62% of LGB homeless youth had attempted suicide, compared to 29% 
of non-LGB homeless youth”  
As a result LGTB young people are subsequently more likely to develop mental health 
problems than their peers.   Among LGBT youth in the UK, one in two reported self-harming 
at some point in their life and 44% reported having thought about suicide.86 
 

Service Provision 
Walsall’s sexual health service does offer psycho-sexual counselling which will encompass 
young people who are LGTB.  Young people can access it via the sexual health service team. 
Currently, a new sexual health contract is being commissioned and it is hoped that specific 
LGTB services will be incorporated. No specific CAMHS service available for this group unless 
there is specific mental health need but there are universal services available such as school 
nursing and kooth. 
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Refugees/travellers 

Refugees  
The definition of a refugee as stated by United Nations is “A person who owing to well 
founded fear of being persecuted for reasons of race, religion, nationality, membership of a 
particular social group or political opinion in outside of the country of his nationality”. In the 
UK the classification is someone who has applied for refugee status and is still waiting for 
decision on that application, so incorporates asylum seekers and refugees87. 

Demographic 
In 2013/14 there were 64 asylum seeker families in Walsall; some may have dependent 
children‡‡. 

Links with emotional wellbeing and mental health 
‘Asylum seekers, refugees and their families are known to be at high risk of mental health 
problems (Ehntholt & Yule, 2006)88. Services and support for these groups need to be 
flexible and responsive to the different cultural understandings of and ways of managing 
mental health issues (Montgomery & Foldspang, 2005)’  

Within the refugee community cultural differences, language barriers and mental health 
stigma play a huge role in parents and children’s poor access to services. 

Mind produced a report in 2009 looking into the overall health of refugees.  Children were 
at an increased risk of ongoing emotional health and wellbeing issues because they were 
more likely to be bullied at school, and struggle due to language, cultural and curriculum 
differences89  

Travellers 
The definition of traveller community can be collective term used to describe a wide variety 
of cultural and ethnic groups (Gypsy, Roma and Traveller). Defining a person as a Gypsy, 
Roma or Traveller is a matter of self-ascription and does not exclude those who are living in 
houses90.  Gypsy or Irish travellers are recognised under the Equality Act 2010 and are 
widely considered by government (national and local) and charities to be vulnerable 
marginalised group who suffer from poor outcomes91. 

Demographic 
The 2011 census reports that 0.21% of Walsall 0-24 year’s population were from the GRT 
community (184), however more up to date information indicates that there were 226 
school aged children (5-16 years) known to the local authority in Spring 2015 (see Table 28). 

Table 28: GRT community pupils in Walsall School (Spring 2015). 

 

Source: Walsall Council Children Services, Capita One database (Spring 2015)  

                                                           
‡‡

 West Midlands Strategic Migration Partnership  
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Caveats: 17 Walsall secondary schools (including 10 academies) and 37 primary schools (including 7 
academies). 

Links with emotional wellbeing and mental health 
Traveller communities have one of the lowest life expectancies and the highest child 
mortality rates in England92.  They are amongst the lowest achieving ethnic group within 
schools...”are more likely to have SEN, and are four times more likely than any other group 
to be excluded from school as a result of behaviour”93.   

Service provision 
The Refugee and Traveller communities are small in Walsall but the needs of their children 
can be great. 

The Walsall Health Visiting team provides comprehensive care to new refuges and migrants 
with a lead Health Visitor, a ‘movement in’ assessment which is completed for all children 
and kept in the red book.  There is also a monthly meeting attended by the HV team 
regarding asylum seekers/refugees where they can voice concerns.  The Travelling 
community isn’t offered a specific service but pregnant mothers are reviewed at home, like 
all pregnant mothers, at 28 and 32 weeks.  There is no specific mental health provision for 
refuges or traveller children and young people unless there is specific mental health need 
however the universal services are available such as school nursing service and Kooth. 
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Teenage pregnancy 
Teenage mothers are a unique group (under 18) and they can be particularly vulnerable to 
experiencing postpartum depression, stress and feelings of isolation94. In 2013, Walsall had 
192 teenage conceptions (under 18)§§. 

The rates of teenage conception across the borough varied (see Figure 34) with Walsall 
North and Darlaston & Bentley AP having the highest rates (56 – 67.7 per 1,000). 

Figure 34: Teenage conception rate per 1,000 populations by area partnership by area partnerships, 2010/11 
- 2013/14. 

 

Source: WHNT and ONS 2013 mid-year population estimates.  

Under 16 Conceptions 
The under-16 conception rate per 1,000 for Walsall is shown in Figure 35 below. With a rate 
of 9.3 per 1,000 Walsall is above the regional and national averages (6.9 and 5.5 per 1,000 
respectively). 

                                                           
§§

 ONS 2013 Teenage Conception  
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Figure 35: Under 16 conception rate per 1,000, 2011-2013. 

 

Source: ONS Conception Statistics, 2013 

Under 18 Conceptions 
Figure 36 below shows the under-18 conception rate per 1,000, with a rate of 36.8 per 1,000 
Walsall is above the regional and national averages (30.3 and 24.3 per 1,000 respectively).  

Figure 36: Under 18 conception rate per 1,000, 2013. 

 

Source: ONS Conception Statistics, 2013 

Links between teenage pregnancy and emotional wellbeing and mental 
health 
There are a range of risk factors associated with early pregnancy, most notably with higher 
rates of depressive illness95. 
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A study has reported that 53% of teenage mothers experienced post-partum depression 
(reference). Depressive illness in young mothers is associated with feelings of loneliness and 
low self-esteem, which indicates that support programmes for young parents should focus 
on reducing isolation and providing parenting support96. 

The effects of unchecked post-partum depression can have long term impact on the child’s 
cognitive and psychological development (reference), however programmes focused on 
mediating risk factors common to adolescent mothers such as lower level of education, low 
employment rates, lone parenting and isolation, have shown to reduce the rates of post-
partum depression97. 

Service Provision 
Teen parents are offered additional support beyond the universal health visiting service for 
pregnant women through the  Family Nurse Partnership (FNP) service who will visit weekly 
for the first month after  recruitment and then fortnightly thereafter. Once the baby is born, 
parents are visited 1 per week first 6 weeks after delivery and after this every other week 
until 21 months. These visits can be used to assess and support the mental health of the 
parents and reduce stress. If additional support is needed, the FNP team will refer to 
appropriate support 

If parents do not accept the FNP service or the FNP caseload is full, they are offered help 
through the teenage pregnancy service who will also refer to appropriate support if 
required. 
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Maternal Mental Health 

Demographics 
The Joint Commissioning Panel for Mental Health (JCPMH) has suggested that rates of 
perinatal mental illness (PMI) can range from 2 to 300 per 1,000 depending on the severity 
of PMI.  Table 29 below shows estimated numbers of women in Walsall that may fall into 
the different PMI categories using national rates.  

Table 29: Estimated Prevalence of women affected by perinatal mental illness 

 

Source: Estimated using prevalence figures in guidance produced by the Joint Commissioning Panel for Mental 
Health in 2012 and ONS data on live births in England in 2011. 

Caveat: There may be some women who experience more than one of these conditions 

Links with emotional wellbeing and mental health 
Maternal mental health during pregnancy and after birth can have lasting effects on the 
emotional health and development of the child.  NICE guidance produced in 2014 found that  
 “Depression and anxiety are the most common mental health problems during pregnancy, 
with around 12% of women experiencing depression and 13% experiencing anxiety at some 
point; many women will experience both. Depression and anxiety also affect 15-20% of 
women in the first year after childbirth.”98.   
Young mothers are at an even greater risk.  They can face social isolation, increased levels of 
poverty and are more likely to become lone parents.   
“Teenage mothers have three times the rate of post-natal depression of older mothers and 
a higher risk of poor mental health for three years after the birth.”99 
Young mothers need support throughout pregnancy and afterwards to help improve the 
outcomes for themselves and their children. 
“The infant mortality rate for babies born to teenage mothers is 60% higher than for babies 
born to older mothers; children born to teenage mothers have higher mortality rates under 
8 years and are more likely to have accidents and behavioural problems”100  
 
In 2015 the department of Health found that the lack of support for mother with mental 
health disorders contributes to a long term cost to society and to their children. 
“According to a recent study, maternal peri-natal depression, anxiety and psychosis 
together carry a long-term cost to society of about £8.1 billion for each one-year cohort of 
births in the UK... Nearly three-quarters of this cost (72%) relates to adverse impacts on the 
child rather than the mother”101 
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Service Provision 
The midwifery service assesses women for mental health issues when women attend their 
booking appointment and will also note issues that might cause additional stress such as 
experiencing domestic abuse. If an issue is identified, they will refer to the CAMHS service or 
to Walsall Psychology Help but these are felt to not meet the needs of women 

DWMHT offer a service called Primary Mental Health and Talking Therapies that the women 
can self refer into or request a referral from her GP if she is feeling low. 

Health Visitors assess women for mental health issues when they visit at 28 weeks and after 
birth and are able to offer low level support. If a referral to CAMHS is required, they will 
refer the woman to her GP for onward referral. 
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Homelessness 
 
A household is legally homeless if, either, they do not have accommodation that they are 
entitled to occupy, which is accessible and physically available to them102. 
 
Homeless households – a family or individual who has applied for LA housing support and 
been judged to be homeless.  
 
Homeless families – people with dependent children 
 

Demographics 
There were 103 families which were known to local authority under the homeless legislation 
statutory return (P1E) in 2014/15 ***. 

In a study by Quilgars et al (2011), the estimated number of young people aged 16 to 24 
sleeping rough in England in 2008/9 was 3200, giving a rate of 51.3 per 100,000103. In a 
study of 16 to 25 year olds who were sleeping rough in London, Vasiliou (2006) found that 
67% had mental health problems104. Applying these rates to the population in Walsall 
provides an estimate of 15 young people with mental health problems who are sleeping 
rough. 

The following table shows the rate of family homeless in Walsall and how it compared to the 
regional average.  Walsall shows an increase in rate between 2011/12 and 2012/13; 
however it remains below the regionally average (see Table 30). 

 Table 30: Rate of Family homelessness 

 

Source: CHIMAT; Department for Communities and Local Government. 

Caveat: This is only a measure of those homeless children and families who are known to local authorities and 
accepted as being unintentionally homeless and in priority need. 

Links with emotional wellbeing and mental health 
Homelessness Link’s National Health Audit found that eight- in-ten have one or more 
physical health needs, and seven-in-ten have at least one mental health problem. Being 
homeless means you are more likely to suffer from mental and physical ill-health and at the 
same time unable to access the health services you need105. 

Vonstanis, P. (2002) states that homeless adolescents and street youth are likely to present 
with depression and attempted suicide, alcohol and drug misuse, and are vulnerable to 
sexually transmitted diseases, including acquired immune deficiency syndrome (AIDS)106. 
Two major studies of this group in London (Craig, T. et al, 1996)107 and Edinburgh (Wrate, R. 

                                                           
***

 Walsall Council Housing Department 
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et al, 1999)108 found significant histories of residential care, family breakdown, poor 
educational attainment and instability of accommodation. These were associated with 
sexually risky behaviours, substance misuse and co morbid psychiatric disorders, particularly 
depression. 

Homelessness is something no child or young person should have to think about let alone 
experience.  However, it is a problem that is on the rise in 16 to 17 year olds109.  Causes of 
homelessness are often complex, including mental health problems, drug problems and 
financial issues.  Research by Homeless Link published in 2014 showed that over half of new 
people seeking help with homelessness are under 25 (1). And the majority of youth 
homelessness (62%) happens when family relationships breakdown and the young person is 
no longer allowed to stay.   Children and young people are also more at risk of becoming 
homeless if they are youth offenders (13%) or care leavers (11%).   

A lot has been done over the last few years to improve access to children’s services for 
young people at risk of homelessness and the overall rate is improving.  Unfortunately, 
Councils are still only preventing homelessness in 19% (1) to 41% (2) of cases110. 

It was recommended in the No Excuses, preventing homelessness for the next generation 
report (2013) that “Statutory agencies such as Child and Adolescent Mental Health Services 
(CAMHS), youth offending teams, and drug and alcohol teams should have strong links with 
local homeless agencies. This should include agreed referral routes and other partnership 
agreements to ensure that young people with more complex needs receive the support they 
require.” 
 

Service provision 
Children’s service within Walsall Council provides all young people who come into contact 
with them or homeless service a child and family assessment.  Within this assessment the 
young person’s EHWB will be assessed and if concerns are raised the children’s service team 
are able to make direct referrals to CAMHS. 
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Not in Education, Employment or Training 
Young people aged 16-24 are described as NEET’S if they are not in employment, education 
or training.     

Demographics 
Walsall currently has around 630 16-18 year olds who are not in education, employment or 
training (NEET)111. The proportion of young people classed as NEET has fallen every year in 
the Borough from 10.3% in 2005/06 to 6.4% in 2011/12. However, despite this achievement, 
this still remains slightly above the average for England (5.8%) and the West Midlands 
(6.2%). 

There are certain parts of the borough with particularly high numbers in the West and 
North; in Brownhills AP, North and South Walsall and Darlaston & Bentley (see Figure 37). 

Figure 37: Walsall NEET 'hotspots' November 2010 

 

Source: Walsall Joint Strategic Needs Assessment 2013-Prospects 2010. 

Note: Area 1: Brownhills/Pelsall/Rushall/Shelfield, Area 2: Aldridge & Beacon, Area 3: North Walsall, Area 4: 
Walsall South, Area 5: Darlaston & Bentley and Area 6: Willenhall & Short Heath. 

Links with emotional wellbeing and mental health 
There are multiple effects on young people’s health when they are unemployed or not in 
training, and these increase as the length of time increases.    

 Association between youth unemployment and increased alcohol consumption: 
evidence suggests that reducing the number of those who are NEET would reduce 
harm from alcohol. In one survey, 11% of 16-25 year-olds who had been 
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unemployed said that they had “turned to drugs or alcohol” as a result of their 
unemployment112 

 Young men who are NEET are 3 times more likely to suffer with depression then 
their peers.  

“Evidence shows that almost half of those who are NEET at age 17-18 are still NEET one year 
later, and those who are NEET at age 18-19 are 28% more likely than others to be 
unemployed five years later and 20% more likely to be so ten years later”. 

However, if we can encourage young people to stay in some form of education or training, 
the report found that four more years of schooling (in total, up to age 25) on average relates 
to a 16% reduction in mortality rates.  The report found a clear association, people who 
have lower levels of education or fewer qualifications tend to have lower life expectancy 
and poorer health outcomes than those who are more qualified or stayed in education 

Service Provision 
There is an integrated Young People’s Support Service in Walsall which is targeted on those 
aged 9-19 (25) in need.  If a mental health need becomes apparent then referral through 
general CAMHS or AMHS is appropriate.  

The Walsall Works programme who’s primary aim is to help NEET’s into training or 
employment has also recently started a pilot programme with one of its providers to use the 
WEBMEBS (Warwick-Edinburgh mental well being scale) mental health assessment tool.  
This will be used at the beginning and end of the programme to see if there has been an 
improvement in mental wellbeing associated with being in training or employment. Walsall 
Public Health transformation funding is being used to enhance the Works programme to 
increase access to health support. This will subsequently improve access to employment as 
well as resident’s fitness for work as they get older. Currently, there is no provision to refer 
onto another service if concerns are raised.  However, at the end of the pilot this is likely to 
be reviewed.   There is no specific CAMHS provision; however services available where 
needed through traded services in schools to support this group. 
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Domestic Abuse 
The cross-government definition of domestic violence and abuse is113: 

“any incident or pattern of incidents of controlling, coercive, threatening behaviour, 
violence or abuse between those aged 16 or over who are, or have been, intimate partners 
or family members regardless of gender or sexuality. The abuse can encompass, but is not 
limited to: 

- Psychological  
- Physical, 
- Sexual, 
- Financial, 
- Emotional. 

Demographics 
In 2014/15, 767 young people aged 14-24yrs were referred to Domestic Assault Response 
Team (DART) as victims of abuse. This age group represents almost 28% of all referrals in 
this year. 

Table 31: Referral to Walsall DART service, 2013/14 -2014/15 

 

Source: Domestic Assault Response Team 

Figure 38: Walsall domestic violence offences November 2013 - October 2014. 
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Source: Community safety Strategic Assessment (CSSA). 

Figure 38  shows the intensity of Domestic Violence across the Borough (boundaries show 
Area Partnerships, AP). The highest intensity occurred within Chuckery and Caldmore 
(Walsall South AP), and Birchills, Leamore and Blakenall (North Walsall AP).   See Table 32 
above for further information on the scale of the increase.  

Table 32: Number of domestic violence by area partnership, Nov/12 - Oct/13 and Nov/13 - Oct/14. 

 

Source: CSSA. 

Links with emotional wellbeing and mental health 
Children who live with domestic violence are at increased risk of behavioural problems and 
emotional trauma, and mental health difficulties in adult life114

 

The government’s definition of domestic abuse is “any incident or pattern of incidents of 
controlling, coercive, threatening behaviour, violence or abuse between those aged 16 or 
over who are, or have been, intimate partners or family members regardless of gender or 
sexuality. The abuse can encompass, but is not limited to: psychological, physical, sexual, 
financial and emotional”115 
 

Children of abused parents will see about 3/4 of the incidents and about half of these 
children will have been abused themselves.  They are also more likely to be sexually and 
emotionally abused. 
Children of any age (including those still in the womb) are affected by domestic abuse.  A 
child at any age may go on to develop post traumatic stress disorder.  They may show 
changes in behaviour like becoming anxious, start bed wetting and show problems 
separating from the abused parent.  Older Girls are more likely to become withdrawn, may 
develop eating disorders, may self harm and are more likely to choose abusive partners 
themselves. Older boys are more likely to become aggressive and start using alcohol and 
drugs as coping strategies116.    
 

NICE state that safeguarding services and commissioners are responsible for ensuring 
children and young people affected by domestic violence are managed appropriately.  They 
must “Address the emotional, psychological and physical harms arising from a child or 
young person being affected by domestic violence and abuse, as well as their safety. This 
includes the wider educational, behavioural and social effects” 117  
 

Area Partnership

Nov 2013 - 

Oct 2014

Nov 2012 - 

Oct  2013 Difference

% 

Difference

Aldridge/Streetly/Pheasey/Walsall Wood 130 91 39 42.9%

Brownhills/Pelsall/Rushall/Shelfield 189 134 55 41.0%

North Walsall 454 308 146 47.4%

Walsall South 400 314 86 27.4%

Willenhall/Short Heath 240 183 57 31.1%

Darlaston/Bentley 191 137 54 39.4%

Total 1604 1167 437 37.4%
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Service Provision 
Walsall Councils service provision for children affected by domestic violence requires that an 
initial referral be made to children’s services.  From there, the referral is passed onto MASH 
(multi-agency safeguarding hub), previously DART, who then assesses the children using a 
screening tool to look for any mental health needs.  If concerns are raised then the team are 
able to refer directly to CAMHS. 

Young Carers 
“The term young carer should be taken to include children and young people under 18 who 
provide regular or ongoing care and emotional support to a family member who is physically 
or mentally ill, disabled or misuses substance”118 

Demographics 
The 2011 census indicated that 2.8% children and young people (0-24 years old) provide 
some level of unpaid care which represents 2,428 people. 

Youth Support Services provide a service for young carers, at its Myplace centre having 
ended its commissioning arrangements. The youth population within Walsall from 6 to 18 
years at midyear 2010 was 39,437. Guidance from NSPCC research estimates that 4% of the 
youth population have a caring role be it from 1 to 9 hours or over, this would identify 
Walsall as having approximately 1327 children and young people that are undertaking this 
role. The Youth of Walsall Survey (2014) which reached around 3482 children and young 
people identified that 911 children and young people claimed to be a young carer, with a 
range of time spent undertaking the caring role. The young carers were significantly more 
like to have support from a social worker, frequently drink alcohol and claimed they were 
always hungry due to lack of food at home. 

Links with emotional wellbeing and mental health 

The mental health foundation trust commissioned the MyCare report in 2010 which looked 
specifically at the lack of support for young carers and how it affects their mental health.  
The report highlighted that young carers are ‘frequently overlooked and poorly-served’ and 
the “Pressures on young carers can lead to feeling of anger, anxiety, frustration, guilt, 
resentment and stress”119. 

Key findings showed that young carers  ‘often miss out on opportunities to play and learn... 
and become isolated with no relief from pressures at home’.  This is re-iterated by other 
organisations such as the Carers Trust who found that “Many experience traumatic life 
changes such as bereavement, family break-up, losing income or housing, and seeing the 
effects of an illness or addiction on the person they care for. All these things alongside the 
pressures of school or college and the social isolation experienced by many, can lead to 
stress, anxiety and depression”120 

Research conducted by the university of Nottingham found that “...almost a third of young 
carers surveyed (29%), reported that their own physical health was ‘just OK’, and 38% 
reported having a mental health problem.”121 
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Service provision 

Walsall Young Support Services run a support group for young carers in Walsall.  When a 
young carer attends the group they are assessed according to their needs and appropriate 
support is given.  If support is required the group will see what they can offer but will also 
refer to Early Help, suggest support from a Youth Worker or sign post them to on-line 
counselling services.  The support service will also look to see if there is any support via 
adult social services that they can access because of the adult they are supporting. 

Emotional Wellbeing and Mental Health Services  
The Figure 39 below describes emotional wellbeing and mental health services for children 
and young people at different levels of need or by tier. Mental health services and 
Children’s Services categorise by tier whereas Healthy Child Programme services are 
categorised from community through to Universal Partnership +. It is important to gain a 
common understanding of different levels of need and categorisation of thresh holds. 

Definitions 
Community Services available that all can access to support their emotional health such as 
physical activity, parenting courses, PHSE in schools or Childrens Centre services 

Tier 1 Services for young people when an issue is first identified requiring more support 
than is available in the community for all. This might be provided by school nurses, health 
visitors, GPs or parenting practitioners. The Healthy Child Programme would categorise this 
as Universal 

Tier 2 targeted services commissioned by JCU, CCG and WBC 

Description: Practitioners at this level tend to be CAMHS specialists working in community 
and primary care settings in a uni-disciplinary way (although many will also work as part of 
Tier 3 services) with vulnerable groups. This can include primary mental health workers, 
psychologists and counsellors. Practitioners offer consultation to families and other 
practitioners, outreach to identify severe or complex needs which require more specialist 
interventions, assessment (which may lead to treatment at a different tier), and training to 
practitioners at Tier 1. The Healthy Child Programme would categorise this as Universal + 

Tier 3 Specialist services commissioned by the CCG 

Description; a multi-disciplinary team or service, providing a specialised service for children 
and young people with more severe, complex and persistent disorders made up of child and 
adolescent psychiatrists, social workers, clinical psychologists, community psychiatric 
nurses, child psychotherapists, occupational therapists, art, music and drama therapists. The 
Healthy Child Programme would categorise this as Universal Partnership + 

Tier 4; Commissioned nationally by NHS England and more locally by CCG 

Description; tertiary level services for children and young people with the most serious 
problems, such as day units, highly specialised outpatient teams and in-patient units. These 
can include secure forensic adolescent units, eating disorders units, specialist neuro-
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psychiatric teams, and other specialist teams (e.g. for children who have been sexually 
abused), usually serving more than one district or region. 
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Figure 39: Levels of Emotional wellbeing and mental health service for CYP in Walsall 
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Children and Adolescent Mental Health Service Provision 
Figure 40 summarises the services in each tier and who commissions the services. From this 
it can be seen that there is a need for an out of hours service at tiers 4 and 3 and that there 
are minimal services for children under the age of 11 at all tier levels. While there are many 
services offered at tier 2, some do not have the capacity for referrals by large numbers of 
young people requiring support and the level of support, where available, may not be 
consistent from service to service even in the same tier. 

Stakeholders have identified that they are not aware of all the different services that are 
available to support young people’s emotional wellbeing and mental health. The ability of 
each service to cope with an increased client group should awareness be raised would need 
to be investigated.  

Figure 40: Summary of services available to support the Emotional Wellbeing and Mental Health of Children 
and Young People in Walsall. 

Service Provided 
 

Tier 4; Commissioned nationally by NHS England and more locally by CCG 
 
Description; tertiary level services for children and young people with the most serious problems, 
such as day units, highly specialised outpatient teams and in-patient units. These can include secure 
forensic adolescent units, eating disorders units, specialist neuro-psychiatric teams, and other 
specialist teams (e.g. for children who have been sexually abused), usually serving more than one 
district or region. 
 
General Gaps; Need for a local service  
Need for a pathway to reduce need for inpatient stay/ reduce length of stay 

 

Service Provided by Commissione
d by 

Available to Comments 

Out of area tertiary level services Various out 
of Walsall 
providers  

NHSE Young people 
diagnosed as 
having a need 
at this level 

Out of area 
inpatient bed 
offered 
where 
possible 
within region 
but often 
further away 
based on 
availability of 
beds 

Crisis level response in paediatric 
ward The Manor 

DWMHT CCG Young people 
diagnosed as 
having a need 
at this level in 
response to a 
crisis involving 
the act or 
significant risk 
of self harm 

No CAMHS 
out of hours 
service 
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and/or suicide 

Tier 3 plus 
Description; Intermediary service established to meet the local need 
 
General Gaps; Access to consultant support required. Not available after 8pm 

Service Description Provided by Commissione
d by 

Available to Comments 

Nurse led crisis 
service at home 
and to 
paediatric ward 

Nurse led 
CAMHS crisis 
support 
service, 
including daily 
support to the 
acute trust 
children’s 
ward, 
treatment at 
home and 
support to 
enable 
discharge into 
community 
setting from 
specialist 
inpatient. 
Available every 
day 8am to 
8pm 

DWMHT CCG Young people 
diagnosed as 
having a need at 
this level in 
response to a 
crisis 

No access 
to 
consultant 
support 
when 
needed 

Tier 3  
Description; a multi-disciplinary team or service, providing a specialised service for children and 
young people with more severe, complex and persistent disorders made up of child and adolescent 
psychiatrists, social workers, clinical psychologists, community psychiatric nurses, child 
psychotherapists, occupational therapists, art, music and drama therapists 
 
General Gaps; No out of hours provision.  
Eligibility for service based on assessment and diagnosis that a treatable mental health condition 
exists. Delays in reaching assessment stage 
Approx 9 month waiting list for specialist psychology due to small staff team 

Service Description Provided by Commissione
d by 

Available to Comments 

Community 
mental health 
clinic or child 
psychiatry 
outpatient 
service.  

Multi 
disciplinary 
team for CYP 
with more 
severe, 
persistent and 
complex 
disorders. 
Community 
mental health 
or child 

DWMHT CCG Young people 
diagnosed as 
having a need at 
this level.  

No out of 
hours 
provision 
Referral to 
diagnosis 
may  take 
up to 
8 weeks for 
this 
service.   
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psychiatry 
outpatient 
service.  

Learning 
Disability 
CAMHS 

Multi 
disciplinary 
team 
supporting 
young people 
with SEN, 
learning 
disability and 
attending 
specialist 
education 
provision 

DWMHT 
Child and 
family 
psychology 
service 

CCG Young people 
with learning 
difficulties and 
mental health 
issues 

No out of 
hours 
provision 
 

Specialist 
Psychology 
service 

 DWMHT CCG  9 month 
waiting list 

Complex 
Communication 
Clinic 

Multidsciplinar
y team 
supporting 
young people 
with SEN. 
Learning 
disability and 
attending 
specialist 
education 
provision 

WHT and 
Walsall 
Education 
services 

CCG 
Local 
Authority  

Youing people 
with social and 
communication 
difficulties 

Need to 
continue to 
clarify the 
interface  
and embed 
joint 
working 
with 
CAMHS 

Tier 2 
Tier 2 targeted services commissioned by JCU, CCG and WBC 
 
Description: Practitioners at this level tend to be CAMHS specialists working in community and 
primary care settings in a uni-disciplinary way (although many will also work as part of Tier 3 
services) with vulnerable groups. This can include primary mental health workers, psychologists and 
counsellors. Practitioners offer consultation to families and other practitioners, outreach to identify 
severe or complex needs which require more specialist interventions, assessment (which may lead 
to treatment at a different tier), and training to practitioners at Tier 1. 
 
General Gaps: No direct 1:1 counselling for children under age of 11 - this is a specialist area and 
unless the needs are met through family therapy or parenting courses the child would need to be 
referred through to the tier 3 CAMHS - where they would need to meet the eligibility criteria to 
access the service.                                                                                                                                                                                  
No single point of access for all emotional wellbeing and mental health needs - pathway needs to be 
clarified and confirmed  No primary mental health worker in position to advise of most appropriate 
approach and/or to make decision for referral through to CAMHS when recognising other 
approaches will not meet need due to emerging mental health condition. Children can be referred 
back and forward between SN’s and GPs if referral not clear 
Long waiting lists esp in Educational Psychology team core service 
Traded services rely on investment schools chose to allocate to this issue so may be disinvested. 

Service Description Provided by Commissione Available to Comments 
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d by 

CAMHS 
specialists 
working in 
community and 
primary care 

 DWMHT CCG Young people 
diagnosed as 
requiring support 

No direct 
counselling 
for children 
under 11 
years in 
this tier 
No single 
point 
access 
Long 
waiting 
lists. 
Children 
can be 
referred 
back and 
forward 
between 
SN’s and 
GPs if 
referral not 
clear 
 

Educational 
Psychology 2-
19 (core service 
available for all 
schools - up to 
age 25) 

 DWMHT CCG Available in 
schools 

9 month 
waiting list 
A less 
robust 
service 
since 
becoming a 
traded 
service 
 

Educational 
Psychology 
(traded 
service)  

Applied 
psychologists 
working with 
school staff 
parents and 
pupils to 
achieve 
positive 
outcomes for 
children 

DWMHT Schools Young people at 
school and to age 
25 

Traded 
services  
rely on 
investment 
schools 
chose to 
allocate to 
this issue 
On average 
primary 
schools 
offer 2 
hours 
support 
per week 
and 
secondary 



85   
 

buy in 
between 8-
20 hours 
support 
 

LAC support 
(Edge of Care, 
Troubled 
Families, 
CAMHS team) 

Support to LAC 
presenting with 
mental health 
issues 

 WBC Available to LAC 
group only 

 

Semi supported 
accommodatio
n for care 
leavers with 
support for 
EHWb as part 
of housing 
support 

 Supported 
housing 
providers 

WBC Available to care 
leavers 

 

Behavioural 
support in 
primary schools 
and link to 
CAMHS (traded 
service) 

CAMHS 
workers in 
primary schools 
offering 
support to 
school staff 
around 
behaviour 
issues 
Work directly 
with children 
and can refer 
directly to 
CAMHS if need 
emerges 

DWMHT schools Available to 
primary school 
age children  

72 primary 
schools 4 
days per 
week 
service for 
whole of 
Walsall. 
More 
practitione
rs required. 
Traded 
services  
rely on 
investment 
schools 
chose to 
allocate to 
this issue 
 

Primary Care 
CAMHS clinical 
Psychology + 
SNS 
collaboration 

School nurse 
led service 
based on ASQ 
referral. 
Support by 
school nurses 
for those young 
people with 
lower scores. 
Support from 
specialist 
school nurses 
for those young 
people with 

WHT WBC  High 
referral 
rates with 
longer than 
desired 
waiting 
times  
Schools, 
parents 
and young 
people can 
refer 
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higher scores 

Corner House 
for young 
children 

    Long 
waiting list 
but parents 
can self 
refer 

Aspire 
Counselling 
(YSS) 

 Youth  
Support 
Services 
(YSS) 

   

Substance 
misuse services 

Offering 
assessment 
core planning 
and 1:1 
psychosocial 
interventions 
to young 
people aged 10 
to 19 who are 
using or 
misusing drugs 
or alcohol. All 
appointments 
conducted in a 
community 
setting or the 
home 

The Beacon 
(CRI) Adult 
and Young 
people 
integrated 
substance 
misuse 
service 

WBC Support for 
young people 
receiving support 
for substance use 
All young people 
10-19 or up to 25 
years if they have 
a learning 
disability 
Direct supported 
transition into 
adult provision 
for those over 18 
when 
appropriate 

Outreach 
appointme
nts in the 
community
, therefore 
flexible and 
no waiting 
lists 
Also have 
specialist 
substance 
misuse 
worker 
based in 
Edge of 
Care and 
Youth 
offending 
teams 

Crisis Point – 
Blakenhall 
Village Centre 

CSE specialist 
service 

Street 
Teams 

WBC   

Walsall 
Psychology 
Help family 
counselling  
 
 

for families 
with children 
under 11,  
Once a child is 
over 11 years 
WPH offer 1:1 
work 
Also funded by 
the Children’s 
Society to work 
specifically 
with ethnic 
groups around 
radicalisation 
and honour 
based married 

WPH CCG Available to 
families and 
children over 11 
years 

 

Bereavement 
Services  

   For young people 
having been 
bereaved 
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Kooth online 
11-25 years 

An online 
service for 
young people 
for initial 
support 

Kooth CCG  Not 
available 
for children 
under 11 
 

Family Work 
self referral  

 Street teams WBC  All return 
home 
interviews 
for missing 
children 
under 18 

YOS Mental 
Health Worker 

Able to support 
young people 
who score as 
high risk of 
emotional 
wellbeing and 
mental health 
issues 
Referral 
directly to 
CAMHS should 
need emerge 

DWMHT WBC For young people 
in the Youth 
Offending 
Service only 

 

Think Family 
team  

Peer mentoring 
scheme where 
vulnerable 
young people 
are partnered 
with another 
young person 
leading to 
development 
of skills and CV 
for mentor and 
stability for 
mentee 

    

Community 
Paediatrician 

0-19 service  
Children with 
medical needs 

WHT CCG Children with 
medical needs 0-
19 via TAC and 
community 
Paediatrician 
referral panel  

Interface 
with 
CAMHS 
under 
discussion. 
Looking to 
revise 
criteria 

Social 
Care/Health 
Team for 
children with 
disabilities 

 WHT    

School 
Attendance 

Sourcing 
alternative 

 schools  In 24 
primary 
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officer (traded 
service)  

support for 
children at risk 
of exclusion. 
Support for 
children, 
families and 
schools in 
managing the 
move between 
schools 
Offering 
training to 
school staff 
around 
exclusion 
legislation 

schools for 
on average 
2 hours 
pw. 8-20 
hours in 
secondary 
schools. 
Special 
schools 
buy in 1-2 
hours pw 
 

Education 
Welfare Staff 
(traded 
service) 

Investigate 
irregular school 
attendance. 
Offer direct 
support to 
children, 
families and 
schools 

 Schools  In primary 
schools on 
average 2 
hours per 
week 

Group Friends 
Programme 
(School Nurses) 
for primary and 
secondary ages 

 School 
Nurses 

WBC   

Anger 
management 
courses via 
school nursing 

 School 
Nurses 

WBC   

“Wishes and 
feeling” course  
delivered by 
school nurses 

 School 
Nurses 

WBC   

Family support 
advisors, 
learning 
mentors and 
teachers with 
EHWb as part 
of role 

  Schools  25% of 
schools do 
not identify 
that this 
resource 
exists in 
their 
school 

Sensory 
processing (OT) 
3-19 

Advice and 
support offered 
by 
occupational 
therapy 

Occupationa
l Therapy -
WHT 

CCG  Not trained 
in sensory 
integration
. Need 
clarity of 
interface 
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with 
CAMHS OT 

Living with 
autism training 
SLT (pre school 
to 19) 

Multiagency 
delivery Link 
with training 
pathway 

Speech and 
Language 
Therapy 
Service 

CCG  Need more 
support for 
parents of 
young 
children 
with ASD 
including 
parenting 
programm
es aimed at 
newly 
diagnosed 
children 

Understanding 
your child with 
autism (pre 
school) 

     

Post AS 
diagnosis 
support – to 
individual 
children (up to 
19 years) 

     

Acorns      

Team around 
the child u 5s 
(Walsall Child 
Development 
Service) 

     

Homeless 
Services 

 WBC    

Team around 
the child u5s 
(Walsall Child 
Development 
Service 

Birth to 5 years 
 

  For children who 
require 3 or 
more services 

 

Speech and 
language 
therapy service 

2-18 years 
Communicatio
n needs 

WHT CCG Open referral Bercow 
report 
identify 
this as a 
particularly 
vulnerable 
group 

Tier 1  
Tier 1 Commissioned by a variety of providers inc. NHS England, Public Health, WBC (some services 
offered in Tier 2 also provide services at this level) 
 
Description; Provided by practitioners who are not mental health specialists working in universal 
services; this includes GPs, health visitors, school nurses, teachers, social workers, youth justice 
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workers and voluntary agencies. Behaviour support team. Practitioners will be able to offer general 
advice and treatment for less severe problems, contribute towards mental health promotion, 
identify problems early in their development, and refer to more specialist services. 
 
General Gaps: STORM training  - identification of young people at risk of self harming. Consistency 
across practitioner training (esp. GPs and teachers)  to recognise problems and know how to support 
or refer onwards. Mental Health first aid training available 

Service Description Provided by Commissio
ned by 

Available to Comments 

Parenting 
programmes 

Support to 
parents 
universally but 
also to those 
experiencing 
difficulties 

various Various Parents of 
children from pre 
birth to teenage 

Cygnet 
parenting 
course 
available 
for parents 
of children 
with 
autism 

GP services  Individual GPs   Need for 
support 
identified 

School Nurse 
Service 

A universal 
service offering 
support to 
children 5-19 
and their 
families  

WHT WBC Children and 
their families 5-
19 

 

Health Visiting  A universal 
service offering 
support to 
children 0-5 
and their 
families. Skills 
available to 
identify 
emotional and 
mental health 
issues in young 
children and 
offer support 

WHT WBC Children and 
their families 0-5 

 

FNP service Support 
offered to teen 
parents under 
19 years and 
their children 
0-2. Skills 
available to 
identify 
emotional and 
mental health 
issues in young 
children and 

WHT WBC Teen parents and 
their first child 
up to 2 years of 
age  
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offer support 

MindEd e 
based learning 
for school staff 
and youth 
workers 

    Training 
not offered 
consistentl
y across 
Walsall 

Everybodys 
Business 
Training 

     

Mental Health 
1st Aid training 

     

Young Carers 
support 

Young carers 
group meeting 
weekly to offer 
suport 

IYPSS WBC Young people 
who have a 
caring 
responsibility 

 

Anti bullying 
support in 
schools 

Anti bullying 
strategy and 
support to 
implement is 
available across 
Walsall 

schools    

Asylum seeker 
support 

Support for 
asylum seekers 
through health 
visiting and 
Council 
services 

WBC 
WHT 

WBC   

Sport and 
Recreation 
behaviour and 
Inclusion officer 
(traded 
service) 

1 member of 
staff offering 
support to 
young people 
with behaviour 
difficulties and 
at risk of 
exclusion 
through sport 
and physical 
activity 

WBC WBC young people 
with behaviour 
difficulties and at 
risk of exclusion 

Traded 
services  
rely on 
investment 
schools 
chose to 
allocate to 
this issue 

Early Help 
services 

Various 
according to 
need 

WBC WBC To all young 
people identified 
as requiring Early 
Help multiagency 
support  

 

Mental health 
resources 
offered to 
schools from 
school nursing 
service – key 
stage teaching 
resource 1-4  

 WHT WBC   
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“Getting the 
lowdown” 
5 Ways to 
wellbeing 
Voice Notes to 
self (docu 
drama) 

Universal 
Description: Provided in the community (schools, youth clubs and in families) to promote emotional 
health and wellbeing for all young people to promote self respect, problem solving and resilience. 
Begins with support for parent/baby bonding 
 
General Gaps: TAMHS, SEAL, Consistency across schools and early years settings in support offered 
and training for staff in supporting emotional health and wellbeing, Mental Health 1st Aid not 
offered consistently across Walsall 

Service Description Provided by Commisiso
ned by 

Available to Commen
ts 

PHSE in schools 
and Healthy 
Schools 

Curriculum 
based 
education 
around keeping 
well physically 
and 
emotionally 

Schools Schools All children  The 
profile of 
PHSE in 
schools 
is lower 
than 
core 
subjects 

Parenting 
course 

Support to 
parents around 
behaviour and 
increasing child 
and family 
resilience 

Variety of 
providers 

Variety Parents of children 
prebirth to teen 

 

Physical activity 
opportunities 

 Variety    

Children’s 
Centre services 

Support to 
families of 
young children 
through 
support, 
information 
and child care 

WBC WBC  Outreac
h 
support 
available 
to work 
with 
families 

Early Years 
Education 
provision 

Education for 
40% of 2 year 
olds whose 
families are 
eligible 
3 -4 year old 
provision 

Nursery 
schools 

Schools Those children 
eligible to receive 
early years 
education 

 

SLT Talk 
Together 
groups (pre 
school) Early 

Universal 
signposting 
Referral to Talk 
Together 

WHT CCG Those children 
identified as 
requiring this 
support aimed at  
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identification 
intervention 
and signposting 

groups 
Open access 
with parental 
consent 

2-4 years with 
delayed speech  
and language 

HomeStart 
Walsall 

Volunteer 
support for 
families with at 
least one child 
under 5 
Support for 2 
hours per week 
in the family 
home 

HomeStart  Children under 5  

 

Referrals to the CAMHS service 
Appropriate numbers of young people who may experience mental health problems 
needing a response from CAMHS at Tier 1, 2, 3 and 4 have been extrapolated from Kurtz 
(1996)122. According to the ONS midyear estimates for 2013, there were 60,407 children and 
young people aged 0-16 in Walsall and Table 33 below shows estimated demand by each 
CAMHS tier: 

Table 33: CAMHS service estimate prevalence and numbers of CYP by tier 

CAMHS  
Estimate prevalence 
(%) 

Expected number of 
CYP CAMHS referrals  

Tier 1 15% 9690  - 
Tier 2 7% 4525  - 
Tier 3 1.85% 1195  1557* 

Tier 4 0.08% 50 24** 
 
Source: Chimat, Dudley & Walsall Mental Health Partnership Trust (DWMHPT) and NHS England. 
*All accepted referrals in 2014/15. 
**24 referrals between December 2013 and April 2015, with 3 patients referred more than once. The ages of 
the patients ranged from 8-17, of which 15 were female and 9 male. 

 
There were 1,946 referrals to CAMHS during 2014/15 which was slightly higher than 
previous year (see Table 34), with 80% of referrals accepted by the service (1,557).  

Table 34: Referrals to CAMHS, 2013/14 - 2014/15 

 

Source: DWPMHT 

*All referrals with more than one seen appointment 
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The CAMHS service had 10,591 face to face contacts in 2014/15 with 9.5% of young people 
not attending appointments (see Table 35). 

Table 35: Walsall CAMHS referral & contact data, 2014-15 

F2F contacts 10,591 

DNA’s 1,117 (9.5%) 

Referrals 1941 

Referrals accepted (after screening) 1532 (79%) 

Discharges 1092 

Note: Not including Learning Disabilities or Tier 3.5. 

CAMHS referral sources 

Over half of all referrals received by CAMHS come from general practitioners in the past two 
years (see Figure 41), however there has been an fivefold increase in the referrals from 
paediatric teams (acute and community) in the last two years (61 to 304 referrals). 
DWMPHT service believe that paediatric departments may feel that they have more 
children and young people presenting with mental health issues and therefore are referring 
more patients to CAMHS (Source: DWMPHT; Personal communication from Zoe Gilbert on 
20th August 2015). 

Figure 41: Source of CAMHS referrals, 2013/14 - 2014/15 

 

Source: DWPMHT 

Note: The data above represents all referrals received by DWMPHT. 
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CAMHS Service User Demographics 

Over the last two years more male service users were referred to CAMHS (approximately 
55%) and this trend seems to be continuing at the first quarter of 2015/16 (see Figure 42).   

Figure 42: Referrals to Walsall CAMHS including Learning disabilities by gender, 2013/14 - 2015 to date 

 

Source: DWMPHT 

Caveat: Data for 2015 to date comprises of referrals between 1
st

 April 2015 and 17
th

 August 2015. 

The largest proportion of services users referred to CAMHS was from the 10-14 age bands in 
the last two years (see Figure 43).  

Figure 43: CAMHS referrals by age, 2013/14 - 2014/15 

 

Source: DWMPHT 
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The vast majority of CAMHS service users were white with 12.3% from black minority ethnic 
group†††.  

Figure 44 shows the highest rates of Walsall CAMHS referrals come from the White ethnic 
group followed by Mixed/multiple ethic group. The lowest rate was observed in the 
Asian/Asian British group, however all groups have seen an increase in rate between 
2013/14 and 2014/15. 

Figure 44: Walsall CAMHS referral rate per 1,000 by ethnicity, 2013/14 -2015/16 

 

Source: DWMPHT 

Caveat: Approximately 5% of all CAMHS referrals were out of borough residents which were included in the 
numerator as data could not be distinguished. So the above figure should be used as indicator rather than 
based on absolute values. 

Waiting times for Walsall CAMHS 

The waiting times for Walsall CAMHS are very much dependent on the team/specialty, it can 
range from no waiting lists (CBT and Eating Disorder) to occasions where waiting times have 
reach a year and over (as seen in Speech & Language and Psychology).  

Below the internal waiting times have been reported as of July 2015, no trend data was 
available at that point. 

CBT 
There is currently no waiting list to receive CBT as appointments are given as soon as a 
patient is referred. 

Eating Disorders 
There is currently no waiting list for Eating Disorder patients as they receive an appointment 
as soon as a patient is referred due to them being extremely high risk. 

                                                           
†††

 Those referrals which had ethnic group recorded as Not stated/Not Recorded/Unknown were 

removed from calculations but represented 31.5% of total number of referrals between 2013/14 and 
2014/15. 
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Medics 
There are currently 51 patients on the medic waiting list.  The shortest wait is 1 day 
however the longest waiting time is currently 52 weeks to be seen. 

Speech & Language 
There are currently 65 patients on the SaLT waiting list.  The shortest wait is up to 4 weeks 
however the longest wait is 52 weeks to be assessed. 

Psychology 
There are currently 66 patients on the psychology waiting list.  The shortest wait is 1 day 
however the longest wait is 66 weeks to be seen. 

Psychotherapy 
There are currently 5 patients on the individual Psychotherapy waiting list.  The shortest 
wait is 8 weeks for this service.  There are currently 2 patients on the Under 5’s 
Psychotherapy waiting list. The shortest wait is 8 weeks for this service. 

Family Therapy 
There are currently 10 patients on the family therapy waiting list.  The shortest wait is 1 day 
however the longest wait is 12 weeks to be seen. 

ADHD 
There are currently no ADHD patients on waiting lists as they are all included within the 
ADHD clinic.  Waits to see a clinician vary between 1 and 4 weeks and waits to see a medic 
vary between 1 and 8 weeks unless there is a cancellation. 

Admissions to hospital 
A report commissioned by Walsall Public Health (Improving access to out of hours and Tier 4 
Child and Adolescent Mental Health Services in The Black Country) identified an increasing 
trend in numbers of children and young people admitted to hospital with self-harm and 
delays in discharges due to lack of out of hours services and difficulty in accessing Tier 4 
beds.  Data from the report shows that Walsall PCT had 597 admissions where the primary 
diagnosis was mental health disorder or secondary diagnosis of self-harm between 2009 and 
2013.  

Current data shows that number of child and young people in Walsall have shown greater 
increase than other Black Country counterparts (Dudley and Wolverhampton) in last two 
years (See Figure 45). 
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Figure 45: Number of patients with primary mental health disorder or secondary diagnosis of self-harm by 
Clinical Commissioning Group 

 

Source: Central Midlands CSU 

Manor Hospital Paediatric ward 
There were approximately 148 CYP admitted to Children & Adolescent inpatient ward at 
manor hospital (ward 21) between April 2014 and March 2015 presenting with either self-
harm or other mental health behaviour issues, the vast majority were admitted via Accident 
& Emergency (A&E). 

Two thirds of all CYP admitted in 14/15 were girls and the highest numbers of patients were 
seen from the 15-16 age groups (see Figure 46). 

Figure 46: Children and young people admitted to paediatric ward in Walsall presenting with self-harm or 
mental health behaviour issues, 2014/15 

 

Source: WHNT 
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Referrals to Tier 4 services 
There were 24 referrals between December 2013 and April 2015 with 3 patients referred 
more than once and patient’s age ranging from 8 to 17 years‡‡‡. 

Behaviour Support Service in Schools 
There is a service level agreement in place for 0.8wte (4 days per week)/52 weeks per year 
for this service to be provided. This service commenced in February 2015 and since that 
time they have provided the following therapeutic interventions: 

Therapeutic Intervention 

Consultation to teachers, Lead Behaviour Professionals and SENCO’s 

Consultations to Behaviour Support clinicians and Behaviour support workers – 
signposting to alternative resources 

School meetings which involve planning or consultation.  There is discussion about pupils 
or consulting on teachers approach 

School observations : Direct observations of pupils from a CAMHS perspective so impact 
on learning, social relationships and concentration or hyperactivity 

Face to face meetings with parents 
Initial assessment 
Completing of specialist forms, i.e. Connors, ASD screening, SDQ scoring 
F2F with Staff: 
Completion of specialist forms, i.e. Connors, SDQ complex communication Q’s 

Links to exclusions team: 
Identifying high risk pupils who may be involved with CAMHS 
Support and signposting or formal assessments 

Referral request to CAMHS: 
Following assessments with parents and school being completed it is decided if a CAMHS 
referral would be appropriate.  This is currently requested by writing to the GP.  A direct 
pathway is now being developed so clinicians can refer to most appropriate pathway in 
CAMHS by cc to GP in referral letter. 
 

Cluster meetings 

These will involve clinicians providing workshops with the Lead Behaviour Professionals 
from schools regarding CAMHS with the view to aiding communication and working 
collaboratively.  There are currently feedback evaluation and a pathway policy regarding 
referral to CAMHS in development. The aim is to also support advisory teachers in training 
schools and parents. 

Primary Care CAMHS 

The current emotional health pathway is an open referral system. So any professional or self 
referral can be accepted. They referral is accompanied by SDQ's and the scores dictate 
where the CYP is seen. Those with high risk SDQ scores are seen on PCC by either me or 
Gary. Low and medium are seen within school nurse service.  
 

                                                           
‡‡‡ NHS England Freedom Of Information request # 007224 
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The ones in PCC have a CHOICE appt the same as if they are seen in specialist CAMHS. They 
are then offered short term intervention, self help or sign posting, stepped down for 
management by SNS or put into spec CAMHS partnership if further assessment is required. 
At the moment all PCC referrals are recorded on CAMHS Oasis system so none of my 
contacts are attributed to SNS (an issue in new commissioning world I think) CAMHS 
manage Oasis system and can give you data. In addition my time and Gary's is also given to 
training across partnership and consultation groups for SNS. 
 
Those seen by SNS have an EHWB assessment and can be offered a range of tier 1/tier 2 
support or if necessary referred to spec CAMHS for CHOICE appt. 

Commissioning and Finance 

Commissioning responsibilities 
The commissioning responsibilities for CAMHS tiers are shared across several key partners; 
NHS England, Walsall CCG, Walsall Council (see appendix 4 for detailed breakdown). 

Governance structures 
Governance structures for emotional wellbeing and mental health services for children and 
young people have been through the CAMHS Service Transformation and Redesign Group 
led by Walsall CCG. This has been accountable to the Mental Health Programme Board 
chaired by the CCG. 

Finance 
There has been significant investment nationally in the emotional health and wellbeing of 
children and young people: 

 
 
In Walsall a total of £3,155mill is allocated to mental health core services from the CCG. This 
is divided as follows;  

••£60m into the Children and Young People’s Improving Access to Psychological 
Therapies (CYP IAPT) programme over 2011-15/16; 

••£7m in an extra 50 CAMHS specialised Tier 4 beds for young patients in the 
areas with the least provision (as identified by the NHS England CAMHS Tier 4 
Report, July 2014); 

••£150 million over the next five years in England to improve services for children 
and young people with mental health problems, with a particular emphasis on 
eating disorders; and 

••£3 million in the MindEd e-portal launched in March 2014. The e-portal provides 
clear guidance on children and young people’s mental health, wellbeing and 
development to any adult working with children, young people and families. 

••NHS England is investing £15 million in health provision in the Children and 
Young People’s Secure Estate. 

Figure 47: National investment in emotional health and wellbeing 
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Mental Health Service provision £2.75mill 

Counselling Services £100k 

Placements £300k 

 

Walsall Borough Council invests £266,000 into mental health services specifically supporting 
Looked After Children and also children who have been adopted or are subject to a Special 
Guardianship Order (SGO). This service is currently being reconfigured. 

There is an additional £15,000 contribution from Walsall Borough Council towards a 
nurse/psychology post within the YOS.   

In addition, Walsall Council funds 3 Social Worker posts who are based within the current 
CAMH Service and 2 (1 wte) of these will move across to the reconfigured service for Looked 
After Children. 

Consultation with children, young people and their parents 

Finding from national surveys – including stigma 
YoungMinds was commissioned to engagement of children, young people and families for Children 

and Young People’s Mental Health and Wellbeing.  

There were 1,100 CYP (14-24 years old) and over 400 parents involved on-line survey and 2,000 CYP 

(aged 14-24) polled to increase participation of males as well as 17 discussion groups and six 

telephone interviews123. 

The key findings from the engagement report are specified below (full report available: ); 

Mental health information 
 Younger respondents to the survey and young carers were the least informed about their 

mental health (with 25% of 14 -15 years old and 24% of young carers), 

 Young people and parents found that mental health apps or website were considered useful 

most commonly source of information as well as information from charities; however they 

had more value and impact when corroborated by professionals with ease of access and 

anonymity. 

 Parents felt least informed about how to support their child with mental health and 

emotional wellbeing needs.   

 All audiences highlighted the need of information to provided earlier and GPs, teachers, 

other professionals, parents and young people specified focus on prevention and spotting 

early signs to avoid intervention later. 

Mental Health services 
 Online services, such as counselling were less commonly used than online information 

resources by young people due to concerns about confidentiality and knowing who is 

providing the support. This concern was echoed by parents that they preferred face-to-face 

counselling (94%) due to concerns with online unsupervised support could be dangerous. 
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 Professional should be supportive and take time to understand the child and Looked after 

children mentioned trust (“a familiar face, somebody that understood me”). 

 The role of schools 
 Many young people expressed concern about lack of support available at school and not 

enough right people available to help. 

 The two forms of support that is valued were; lessons about mental health delivered by 

outside organisations and online counselling for pupil as it alleviated concerns about 

confidentially but rarely available. 

 Similarly, forms of support considered to be helpful by parents namely information on the 

school intranet, evening sessions for parents looking after their child’s mental health, 

lessons about mental health for pupils, and signposting to access support, are not provided 

by schools very often. 

GPs 
 Young people and parents are often concerned they are not listened to – sometimes 

complaining that GPs are ignorant of mental health issues and turn a blind eye to worrying 

signs. 

The image of CAMHS 
 Children and Young People prioritise accessing CAMHS support over concerns about the 

specific name of the service. 

Findings related to having a co-ordinated system 
 Use of multiple services is greater amongst some vulnerable groups with 72% of those who 

have had looked after status, and 55% of those who have been a young carer have used four 

or more services. 

An ideal CAMH Service 
 Across the engagement, participants commented that the characteristics of an ideal service 

include being accessible and available, providing support in a timely fashion, privacy and 

confidentiality.  

 Young people described the need for services to be available outside of school hours, or to 

be delivered in ways that didn’t impact on learning or add to the stigma of needing to attend 

a mental health appointment. Also there was importance of services in non-clinical building. 

Transition to adult services 
 Service users conclude that transition should not be when CYP reach 18, but that a level of 

flexibility should be allowed right up to 25.  

Patient and family thoughts on service 
 
Focus groups were run by MEL Research with the following groups in order to understand which 
services young people who are not in the mental health system access to maintain their 
emotional health and wellbeing, and to find out their views as to what services In Walsall they 
would use or currently use; 
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 Young people in care 

 Young people previously in care 

 Students at Walsall College 

 Members of the Youth of Walsall (YOW) group 

 Parents of children who attend Elmwood School  

 Parents who have attended parenting courses  

 Parents at Walsall’s Dyslexia Support Group 

 Parents at the FACE Parent/carer forum 
 
It needs to be recognised that while qualitative research is a very effective way of exploring a 
range of experiences, perceptions, attitudes and views, it cannot be quantified or measured and 
may not be representative of the wider population.   
 

Consultation aim 
The overall aim of the consultation was:  
 
‘To carry out qualitative consultation with young people and their parents/carers to 
understand in more detail young peoples’ perceptions about the services available to support 
their emotional health’. 
 

Objectives  
 To discover what services or support young people access to maintain their emotional 

health and wellbeing 

 To discover what symptoms might lead a young person to seek help 

 To discover what services supporting emotional health and wellbeing parents/carers 
might access on behalf of children where there is a concern 

 

Summary of key findings   

How do children & young people cope if feeling anxious or sad? 
Young people indicated that they are most likely to try ‘not to panic’ if they felt sad; 
participants in the ‘older’ group suggested that it was ‘normal’ to feel sad some of the 
time.  Young people feel generally that there is less stigma regarding mental health than 
there used to be. 

How do parents cope? 
Parents describe needing good support networks with fellow parents.  The relationships 
with school staff  is key, and parents cope with their children’s support health and 
wellbeing support needs much better if there is a good quality of communication 
between themselves and the range of professionals delivering services. 

Who would young people turn to for support, and why? 
Parents, carers or other family members are the ones most likely to be turned to for 
support.  There is a big issue regarding trust and respondents would only seek support 
from someone they considered they could trust implicitly.  Being able to trust peers also 
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vital if support is sought.  Young people said they were aware of advice and support 
services in schools. 

Are children & young people comfortable talking about things if feeling anxious or 
sad? 

Generally yes, with recognition that ‘bottling things up’ wasn’t good for emotional good 
health.  Young people will often have a reliance on phone-based communication.  
Relationships with social workers/teachers is fundamental.  There is a concern regarding 
the quality of pastoral care in schools and the inevitable stress of testing and exams. 

How do children & young people cope with things at present? 
Some young people consulted had experienced things in the past which they were still 
unwilling to share with others, choosing to internalise their experiences.  Parents 
suggested that their children responded well to being in an environment in which they 
were not the only ones with emotional wellbeing difficulties.   

What might trigger young people seeking help or support? 

Some young people said they would seek help if something serious happened like 
someone close to them dying.  For those who experienced being in care, there are an 
established set of relationships which are used when necessary.  Being physically isolated 
at school or being the recipient of unwanted or inappropriate behaviour by an adult 
would also trigger seeking help or support. 

What might local services for emotional health and wellbeing look like? 
Many of the young people who took part in the consultation argued for a town-centre 
‘physical space’ which would house different support services and which could be 
accessed informally  on a ‘drop-in’ basis. Others suggested that a ‘phone-based service 
would be welcome.  Both young people and parents suggested that there was a lack of 
‘talking therapies’ – counselling services available to support children and young people 
before mental health issues escalated.  Some took the view that CAMHS should make 
more of an effort with ‘home visiting’; some parents suggest that a professional office 
environment isn’t always appropriate for assessments and on-going support. 

Awareness of local services 
Both parents and young people demonstrated a good understanding of CAHMS, but the 
service was singled out for particular criticism.  Delays in diagnosis and long waiting lists 
for assessments and other appointments were identified by parents and young people.  
Both cohorts suggested that there were not enough staff and that service availability 
needed to be wider than standard ‘office hours’.  Outside of statutory services, young 
people appear to be less well-informed once they leave school. 

Support available in schools 
Support to improve emotional health and wellbeing in schools not considered to be 
available to parents and any sort of pastoral care was thought to be lacking.  Parents 
thought that schools could do much more, with all staff being professionally trained to 
deal with the educational, health and social care needs of children and young people.   
Young people still in school expressed satisfaction with the systems and procedures in 
place to support resilience and wellbeing. 
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What could services in Walsall do to support mental health resilience & wellbeing? 
Both young people and parents suggested the need to do something about reducing the 
turnover of social workers and mental health professionals.  It was thought that 
communication mechanisms need to be improved, both between professionals and 
service providers and parents.  There is a need for improved integration of health and 
educational services.  The availability of counselling services for children and young 
people is considered to be much-needed.  

 

Summary of consultation findings and possible actions 
The need for up-to-date, accessible  information – for both parents and young people – in 
respect of good emotional health and wellbeing and resilience was seen as vital.  There is 
no preferred mechanism, but full use of social media and information leaflets making 
available details of local services in Walsall is necessary.  For younger children there is a 
reliance on securing information via parents or other responsible adults (teachers, social 
workers, youth workers, school nurses etc) and all need to ensure that advice and 
information disseminated is both current and appropriate. 

This consultation encountered and documented a number of young people and parents 
who described  ‘battling’ to access CAMHS services with serious impacts for some young 
people of lengthy delays as a result of increased demand and reduced funding.  CAMHS 
may wish to consider how they are able to make the availability of services more 
transparent, setting out their commitment in terms of waiting times for initial 
assessments and expected service standards with regard  to staffing and communication 
mechanisms.   

Support for parents appears to be patchy; but where school-based groups exist they 
appear to meet the needs of parents, using peer support, underpinned by school 
professional input.  There may be benefits in making available training for parents who 
wish to set up their own support networks as it was felt that parenting courses are not as 
widely available as they used to be. 

Children and young people appear to be in favour of a ‘physical’ space located in the 
centre of Walsall which could house a range of services, from basic advice and 
information on counselling to on-site services for those with severe and complex needs.   
Further, there was a suggestion that such a centre could serve as a base for a range of 
statutory and voluntary services , including the Council, the Health Trust and CAMHS, 
youth support and education.   

Finally, Walsall may wish to consider undertaking an audit of early intervention services, 
referral thresholds, service delivery models and service standards.  This should be used to 
help inform funding priorities for Emotional Health & Wellbeing Support for children and 
young people in the Borough.  

Youth of Walsall survey – Wellbeing section 
Across each of the statements, with the exception of ‘I wish I had a different kind of life’, 
significantly more young people in Years 7 and 8 strongly agree with the statements 
compared with young people in Years 9 to 13. This suggests perceptions of positive well-
being decrease with age.  
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Those who strongly agree with the statement ‘I wish I had a different kind of life’ are those 
young people who feel significantly more…  

 Unsafe at school  

 Unsafe at home  

 Always or often hungry due to a lack of food available at home  

 Go to bed feeling hungry every day or most days  
 

Figure 48: Wellbeing score calculation (Please say how much you agree or disagree with each of the 
sentence below?) 

 
 
Source: Youth of Walsall survey,  

 
When provided with a list of issues/worries, young people were asked which, if any, are 
worrying them at the moment. School/homework/exams is the issue worrying most young 
people (48%). 36% are worried about what to do after Year 11/their future and 28% are 
worried their appearance or their weight.  
The risky behaviours of smoking, drinking alcohol, and taking drugs are worrying between 5 
and 7% of young people.  
15% of young people claim nothing is worrying them at the moment. 

Significantly more girls are worried about the following issues compared with boys:  

 School work / homework / exams  

 Being healthy  

 Weight  

 Appearance  

 Relationships / girlfriends / boyfriends  

 Feelings and emotions  

 What to do after Year 11 / my future  

 Friendships  
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 Parents / carers or family  

 

Service user feedback 

WPH user feedback 

The WPH service captures individual outcomes measures and a final survey to measure 

satisfaction with a statistical report produced on an annual basis. Data for this year has not 

recorded any negative feedback 

CAMHS user feedback 

D&WMHPT Walsall CAMHS measures outcomes with each young person and uses a range of 

tools including HONSCA. The service also has complaints and compliments process and has 

an annual survey. 

Kooth user feedback 

Kooth undertake a user survey quarterly and annually 

From April 2014 to March 2015, there were 457 registrations.  

16% (77) of these were male and 84% (380) were female with the peak of registrations in 
the 13 -17 year old age group. 

365 young people classified themselves as white British or While Irish with 19% (87) from a 
BME community 

The top 10 issues that young people requested help with were; 

Anxiety or stress                            Depression                          Family Relationships  

Self Worth    Confidence   Friendships  

Self harm    Suicidal thoughts  Boyfriend/girlfriend 

Loneliness 

Consultation with Key Stakeholders 

Aim: 
It was important to understand what service providers offered in regards to EHWB, their 
thoughts on current services and how they would like to see them improved.  
Their involvement will help us shape our recommendations for the evolution of services in 
Walsall. 
 
Stake holders involved: 
 

 Beacon Integrated Substance Misuse Service (CRI) 

 Children’s social workers including those people supporting care leavers and 
residential young people support 
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 Dudley and Walsall Mental Health Partnership Trust 

 Early help workers 

 Family Link workers 

 Family support workers 

 General Practitioners 

 Health transition team 

 Health Visitors 

 Kooth 

 Occupational therapy 

 Paediatric ward 

 Physiotherapy 

 School Nurses 

 School readiness workers 

 Schools 

 Senior Mental Health practitioner 

 Speech and language therapy 

 Targeted youth support worker 

 Troubled families 

 Walsall Psychological Help 

 Youth Justice 
 

Methodology 
We have approached 22 different groups with 58 individual responses in total.  These 
groups consisted of health care professionals, allied health care teams and front line 
professionals working with children; they were approached because of their direct 
involvement in providing a service to children and young people to promote or improve 
their emotional health and wellbeing.  
We developed similar questionnaires for each group, varying the questions slightly to 
account for the differences in the services provided. 
GP’s were engaged with at locality meetings to discuss the reasons behind the 
questionnaires and to drum up interest.  The questionnaire was then sent out to all GP’s in 
Walsall via the CCG e-mail system and followed up with prompts to Practice Mangers to 
improve the response rates from primary care.  We had a total of 15 responses. 
We attempted to do something similar with the Health Visiting team but unfortunately were 
unable to meet as a group to discuss the questions.  Instead we relied solely on the 
questionnaires being distributed via e-mail, with a total of 5 responses.  The professional 
lead for School Nursing answered our questions on behalf of school nurses via a telephone 
conversation. 
Occupational Therapists, Speech and Language Therapists and Physiotherapists 
questionnaires were filled in by the heads of the teams.  Other allied health professionals 
and front line workers including family support workers, early help workers, and targeted 
youth support works were e-mailed, and we had 1 to 3 responses from each group. 
Dudley and Walsall Mental Health Partnership Trust as the provider completed a 
consolidated questionnaire. 



109   
 

A face to face meeting was held with the matron of the paediatric ward,  the questions 
directed to her were focused on how the ward managed the patients, the tier 3 + service 
and their experiences of admissions to Tier 4 and social services. 
Schools have had the questionnaires e-mailed out to them and we have had a total of 5 
responses so far.   
Children’s social workers have had the questionnaires e-mailed to them, with responses 
from the post adoption social work team and leaving care support workers. 

Main themes: 
The questions were based around  

 the service provider’s confidence in assessing potential mental health problems in 
children and young people,  

 what they are able to offer in-house 

 who they refer to if more support is needed,  

 how easy they find the referral processes and  

 their thoughts on the services provided.   

 they were all asked what further support they thought would be useful to help them 
meet their service user needs. 

 
 

Summary of findings from stakeholder consultation 
(Caveat – despite repeated effort to engage with a representative sample of stakeholders, the 
response rates from the different service groups was relatively low. We would therefore caution 
against making generalisations from this feedback) 
   

No group (where individuals were asked) apart from DWMPHT were more than 50% 
confident in their ability to assess the mental health of children and young people. Most felt 
there was a need for improved training, particularly around the assessment of younger 
children and on universal services and use of the different assessment tools 
The amount of time spent on EHWB varied according to the profession. 
There were mixed responses on the clarity of different referral pathways, depending on who 
was making the referral and where it was going.   
CAMHS was the most frequently listed between the groups as a ‘used service’. There was a 

general consensus that CAMHS was difficult to refer into, with long waiting times.  However, 

once the child or young person received help it was considered to be very good.  

It was mentioned a few times that a clear, up to date directory is needed to help the referral 
process.  It is apparent that it would benefit all the different health professionals who have 
contact with children and young people to have a better idea of what is available within 
each age group and who to contact. 
 
 

General Practitioners 
Only 47% of GP’s felt confident in assessing the emotional health and wellbeing of children 
and young people.  
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Approximately 93% of GP’s were aware of CAMHS, 80% were aware of school nurses and 
60% of KOOTH.  CAMHS was the most frequently used, followed by school nurses and then 
KOOTH 
When the child is discharged back to the GP, only 36% felt they had received enough 
information to manage them appropriately in the community. 
 
  
Figure 49: GP responses to EWMH services used. 

 
 

They were asked what might improve the pathways to access the EHWB services for 
children and young people; 
 

 “Combined services-single point of access” 
“I do not need any more pathways or complicated referral forms.” 
“I should be able to pick-up the phone and make an appointment for the child or 
adolescent to be seen within a couple of weeks.” 
“Parents should be able to access this service directly.” 

 

 Paediatric Matron  
The paediatric ward manages children when they have hit crisis point. Their main priority is 
to manage any medical concerns and to keep the young person safe until a more 
appropriate service can take over if required. 
In the past this has been extremely difficult, with long waiting times to be seen. However, 
things are improving with improved training on the ward and with Tier 3+ (see service 
mapping Appendix 5 for description).  Within their own teams each young person now has a 
named consultant and will have been risk assessed by a STORM trained nurse.  This allows 
the ward to better manage the risks to the young person with one to one specialist nursing 
(RMN) when required.   
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The introduction of the Tier 3+ service has improved the waiting time for children to be seen 
by CAMHS (this has yet to be audited).  The majority of the delays in discharge relate to 
waiting for a tier 4 bed and when social services need to be involved due to an unsafe 
discharge. When asked what the ideal crisis service would look like this was the response  
 

“We would like to have a crisis ward for the region, so that these children are seen in 
an environment that is better for them with the appropriately trained staff around 
them at all times” 

 

KOOTH 
Offers online assessment, counselling, information advice and support to people aged 11-25 
and runs 7 days a week.  Where risk is identified they are referred onto the appropriate face 
to face service including school nursing, CAMHS, WPH counselling, Sexual health clinic, Crisis 
support, and bereavement support, all with ‘Good’ ease of access. 
Kooth are currently developing models of working around resilience.  In other areas of the 
country the service has been commissioned to offer a therapeutic service to Looked after 
children as young as 4 with complex needs.  They feel gaps in the service are associated with 
LAC, especially children placed out of borough.  The respondents from Kooth felt that 
Walsall needs more targeted support and early intervention for children who self harm. 
 

 

Walsall Psychological Help 
Offers general counselling/psychotherapy service for adolescents and adults.  It also 
provides psychological intervention for emotional issues for mild to moderate mental health 
problems, short term interventions and they will look after mild autism and ADHD. 
WPH will refer to GP’s, CAMHS and Talking Therapies (if over 18).   WPH have found Talking 
therapies are easily accessible, CAMHS’ new referral pathway with a telephone contact pre 
referral is also deemed good.  However, to refer the patient back to their GP for support 
depends on the surgery. 
Anyone can refer into WPH and they would like to expand the service, especially in Schools. 
They feel gaps within Walsall are around support services for children and young people 
with serious behavioural issues. WPH would like appropriate services and pathways to 
become available for young people fitting into traits identified above i.e serious behavioural 
problems/ADHD/Autism. 
 

Schools 
A total of 5 schools responded,  all stating that they offered something to support any 
mental health concerns though the amount on offer varied between schools.  All were 
aware of CAMHS but describe not receiving any feedback from them.  One school stated 
that they were unaware ‘if and when’ a child was being seen by CAMHS.   The schools were 
also just as likely to use educational psychology followed by school nurses. However, they 
felt that the long CAMHS waiting list and frequent change of staff at Educational Psychology 
were an issue. They also suggested also wanted to be regularly updated on the changes of 
services  
None of the schools were aware of KOOTH.  
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In addition, training was requested to improve confidence in assessing children together 
with provision of a directory of available services. 
When asked what they thought would improve the pathways into services these were the 
responses 
  
“simple user guide with contact info of all services offered in Walsall” 
“Accessing appropriate services QUICKLY often children/families/schools have to hit crisis 
point before the full ranges of services are available.” 
“feedback/ communication from other agencies” 
 

Allied Health professionals 
Only 30% felt confident in their ability to assess the emotional health and wellbeing of 
children and young people.   
Educational psychology, behavioural support and school nurses were the most widely 
acknowledged by all the services.  However, CAMHS and School Nurses were the most 
widely used (8 out of 11 professionals) followed by behavioural support and educational 
psychology.   
Feedback from services varied, all had negative and positive responses from different 
individuals without these being an overall consensus.    
  
Figure 50: Allied Health Profession awareness of EHMH services. 

 
 
When asked what they thought might improve the pathways to access the EHWB services 
for children and young people, most of the responses were similar to the 2 below. 
 

“Training to update on referral process for the services I am not familiar with e.g 
Walsall Psychology, Kooth online counselling” 
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“A directory of all the services that can support around mental health and wellbeing 
in children, with details of the support on offer, referral criteria and method” 

 

School Nurses 
Referrals to school nurses relating directly to EHWB make up about 50%-75% of all requests. 
Different members within the nursing team will manage differing amounts according to 
their specific job roles.  All children referred will have an emotional health screen and if 
concerns are raised they will be referred onto the most appropriate service. 
School nurses are able to refer to CAMHS, Primary Care CAMHS and can sign post C&YP to 
WPH and KOOTH, with Corner house is used for younger children (under 11).  According to 
the professional lead for School Nurses they would like to be more involved in promoting 
EHWB within the school curriculum. 
 

Health Visitors 
50% or more of HV time is spent managing the emotional health and well being of children 
and young people.  This is mostly spent supporting parents through a variety of programmes   
However, only 2 out of the 5 felt they actually had enough training to assess a young 
person’s mental health.  
The HV team use different services including CAMHS, WPH, sure start children’s centres and 
parenting groups.    All the services offered good support to families, but there were some 
comments on the difficulty in referring C&YP to CAMHS, particularly the long waiting times 
and there are concerns over the closures of the sure start centres. When asked what they 
would like to see improved on these are 2 of the responses; 

“More structured supervision and training around supporting parents and children 
with emotional issues” 
 “we would like a directory of all the services a HV can access and what age the child 
needs to be”   

 

Children’s Social Workers 
They do not feel that they are confident of their abilities to assess children and young 

people’s emotional wellbeing and mental health. They feel that they have not been 

appropriately trained to do so. The team offer practical support, information and advice or 

try to identify external resources to meet the relevant need.  They can undertake some 

direct work with carer/adoptive parent/child  but this is limited and is not really therapeutic. 

They have also identified access to specialist services as an issue to be addressed. 

“It would be beneficial if we had easy access /consultation with a qualified 
Psychotherapist/Psychologist who understood attachment difficulties and related 
issues, concerning children who are in the care system or children who are in 
adoptive placements.  
The aim would be for social workers to receive guidance from a Psycho therapist/ 
psychologist in identifying the most appropriate support/therapeutic interventions 
for the child and their carer/adoptive parent.   Consultation may also guide the social 
worker in how best to work with the child, carer/adoptive parent.”  
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Education Support Services 
These include Education Liaison and Welfare officers. 3 officers returned their 

questionnaires. They all felt confident to assess children and young people’s mental health 

and wellbeing. They were familiar with most available services however they mostly 

engaged with CAMHS and the School Nursing team. 

Health Advisor Service 
One questionnaire was received from a health advisor working in Transition and Leaving 

Care Services and also Looked After Children. They felt that an assessment tool would be 

useful and feedback from referred services would build their confidence in continuing 

assessing children and young people’s mental health and wellbeing. They engaged mostly 

with CAMHS and felt that the service was easily accessible but there was not enough 

support for the children while transition into adult services and also that the out of are links 

for Walsall children was inadequate. Support would be in the form of resilience training, 

carer support and reading resources for the service users. 

Youth Justice Service 
Two responses were received.  They were familiar with services and works with CAMHS. 

They felt confident in assessing children however did not refer in their current role. They felt 

that Educational Psychology, Behavioural Support, and Walsall Psychology should offer Out 

of Hours support and would welcome training to develop joint working.  

There was also a request for support for young people as they move between areas 

Residential Young People Support 
One response was received. They felt there could be better collaboration between the 

services  

“CAMHS services are currently unproductive as they do not meet the needs of individual 
young people by their allocated workers given the length of time between visits.  And that do 
not always correspond with services provided by Children Residential Services or by working 
together holistically. The young people state that services are not, accessible or responsive or 
person centred as they should be... they do not always have the opportunity to develop 
trusting relationships with staff for the length of time they required”  
 
Of Walsall Psychology Support they felt,  
 
“WMBC Children Services needs to be using NHS Psychology services to be more proactively 
as some of the young people have been affected by life events good or bad. However there is 
no clear clinical intervention” 
 

Safeguarding & Family Support 
One response from a Support Manager based at a local primary school. They felt that more 

training was required to improve confidence in assessing children together with provision of 

a log of available services. They were familiar with all the services available and found it 
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easy to access and make referrals. However, they felt that the long CAMHS waiting list and 

frequent change of staff at Educational Psychology an issue. They also suggested also 

wanted to be regularly updated on the changes of service. 

Dudley and Walsall Mental Health Partnership Trust 
As the provider of mental health services for Walsall children and young people, Dudley and 

Walsall Mental Health Trust (DWMHT) offer specialist tier 3 and 3.5 services to young 

people with severe and enduring mental ill health including learning disabilities. The service 

also offers outreach services to other agencies including Behaviour Support Services and the 

Youth Offending Service. The service works in partnership with the local authority with 

vulnerable groups such LAC and with WPH for counselling and Kooth for online counselling. 

They feel the need for a greater emphasis on early help to prevent rather than responding 

when there is crisis. They also identified the need for more health promotion work to raise 

the profile of good mental health and emotional resilience.  Linked to early help services, 

DWMHT suggested that greater multi-agency working would support early help prevention 

work, specifically mentioning the need for specialist staff to train school nurses and school 

staff in mental health and wellbeing  

DWMHT also identified the need for a CAMHS Clinician in A&E to assess young people to 

stop them being admitted to the ward if this is not needed and to signpost young people to 

the best possible support. 

The Beacon Integrated Substance Misuse Service (CRI) 

This service offers assessment and face to face psychosocial support for young people using 

and misusing drugs and/or alcohol up to the age of 19. They offer personal care plans and 

support to build resilience including coping and refusal strategies.  

This service requested more consideration of the impact of legal highs on the incidence of 

psychosis and suicidal feelings. They also requested more direct access counselling 

Conclusions 

Training 

From the feedback received it is evident that all health care professionals and Front Line 
service providers  would like to have more training on how to assess and manage the 
emotional health and wellbeing of children and young people in Walsall.     

Awareness of support services for emotional wellbeing and mental health 

Our stakeholder consultation revealed that CAMHS was listed most frequently by individuals 
and across the different professional groups within universal services. However, awareness 
of alternate provision of alternate sources of support around mental health and emotional 
wellbeing appears to be limited. For instance GP’s awareness of practitioners from 
education and other children’s services is less well developed. 
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Feedback from different professional groups suggests that there is a mismatch between 
expectations and the level of support currently available from the specialist services.   

Referral pathways 

A clearer referral process (to CAMHS and other services) and a directory of services was 
requested by many consultees.   

Single point of access  

Some consultees requested a single point of access for referrals. 

Waiting times 

A shorter waiting time was listed a few times for different services as an area that needed 
improving.  It was felt that some children and families were being left too long before 
receiving help.   

Early help 

The need for earlier support for self harm and improved support for younger children was 
also a clear theme in the feedback from stakeholders.   

Feedback 

It was noted that feed back between the different providers could be poor at times.  A 
review into feedback offered and how it could be shared to best support the child or young 
person as well the other teams involved in their care may be beneficial.  

*Detailed spreadsheets on individual responses are available on request from the Public 
Health Intelligence Team 
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Glossary 
 

ADHD Attention Deficit Hyperactivity Disorder 

AMHS Adult Mental Health Services 

AP Area Partnership 

ASD Autistic Spectrum Disorder 

BME Black and Minority Ethnic 

BN Bulimia Nervosa 

CAMHS Child and Adolescent Mental Health Services 

CBT Cognitive Behavioural Therapy 

CCG Clinical Commissioning Group 

CIN Children In Need 

CPP Child Protection Plan 

CQUIN Commissioning for Quality and Innovation 

CSSA Community Safety Strategic Assessment 

CYP Children and Young People 

DART Domestic Assault Response Team 

DCLG Department of Communities and Local Government 

DfE Department of Education 

DoH Department of Health 

DWMHPT Dudley and Walsall Mental Health Partnership Trust 

DWP Department of Work and Pensions 

EHC Education Health And Care Plan 

EU European Union 

FSM Free School Meals 

GCSE General Certificate of Secondary Education 

GP General Practitioner 

HES Hospital Episdode Statistics 

HMRC Her Majesty's Revenue and Customs 

HSCIC Health and Social Care Information Centre 

ICD10 
International Classification of Disease and Related Health 
Problems 

IMD Index of Multiple Deprivation 

JCPMH Joint Commissioning Panel for Mental Health 

KS2 Key Stage 2 

KS4 Key Stage 4 

LA Local Authority 

LAC Looked 

LAPE Local Alcohol Profiles for England 

LBG Lesbian, Gay, Bisexual 

LD Learning Disability 

LGBT Lesbian, Gay, Bisexual or Transgender 

LSOA Lower Super Output Area 

MOJ Ministry of Justice 
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NCHOD National Centre for Health Outcome Development 

NCMP National Child Measurement Programme 

NEET Not In Education Employment or Training 

NHS National Health Service 

NICE National Institute For Clinical Excellence 

ONS Office of National Statistics 

PD Physical Disability 

PH Public Health 

PHMF Public Health Mortality File 

PMI Perinatal Mental Illness 

SDQ Strengths and Difficulties Questionnaire 

SEN Special Educational Needs 

SLT Speech Language Therapy 

SUS Secondary Use Service 

TA Teacher Assessment 

TCRU Thomas Coram Research Unit 

UCL University of Central London 

WCCS Walsall Council Children Services 

WTE Whole Time Equivalent 

WHNT Walsall Healthcare NHS Trust 

WM West Midlands 

YOW Youth of Walsall 
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Typical behaviour patterns of children with some mental 
health disorders 
 

Emotional Disorders 
 

Separation anxiety 

Typical symptoms are concerns about: separation from an attachment figure, for example, 
because of loss of or harm to that person or the child being taken away; not wanting to go 
to school; being afraid of sleeping or being at home alone. The child may feel sick, anxious 
or have nightmares about the possibility of separation. 
 

Specific phobia 

This disorder is characterised by excessive fears about particular objects or situations, for 
example: animals, storms, the dark, loud noises, blood, infections or injuries, dentists or 
doctors, vomiting, choking or diseases, types of transport, enclosed spaces, toilets, people 
who look unusual, monsters, etc. The child becomes very upset each time the stimulus is 
triggered and tries to avoid such situations. 
 

Social phobia 

Typical symptoms are anxiety about: meeting new or large groups of people, eating, reading 
or writing in front of others, speaking in class. The child may be able to socialise with 
familiar people in small numbers but is frightened of interacting with other adults or 
children. The anxiety is typically due to fear of embarrassment. The child becomes 
distressed (for example, blushes or feels sick) and tries to avoid such social situations. 
 

Generalised anxiety 

The child worries about a wide range of past, present or future events and situations, for 
example: past behaviour, school work and exams, disasters and accidents, his/her own 
health, weight or appearance, bad things happening to others, the future, making and 
keeping friends, death and dying, being bullied and teased. The anxiety is accompanied by 
physical symptoms such as restlessness, fatigue, poor concentration, irritability, muscular 
tension or insomnia. 
 

Depression 

Depression is characterised by feelings of sadness, irritability and loss of interest which last 
for most of the day and persist over a period of time. Associated features may be: tiredness, 
changed appetite, weight loss or gain, insomnia, hypersomnia, agitation, feelings of 
worthlessness or guilt, poor concentration, thoughts of death, recent talk or experience of 
deliberate self harm. 
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Conduct Disorders 

Oppositional defiant disorder 

This is characterised by: temper outbursts, arguing with adults, disobedience, deliberately 
annoying others, passing on blame, being easily annoyed, angry, resentful, spiteful and 
vindictive. The behaviour is likely to have caused complaints from parents and teachers. 
 

Unsocialised and socialised conduct disorders 

Typical behaviour includes: telling lies, fighting, bullying, staying out late, running away from 
home, playing truant, being cruel to people or animals, criminal behaviour such as robbery, 
rape, using weapons. This type of behaviour would often have resulted in complaints from 
school staff or contact with the police. 
In socialised conduct disorder, the young person has friends (though usually antisocial 
friends). They may engage in antisocial behaviours such as shoplifting or stealing cars 
together. In unsocialised conduct disorder, the young person lacks any real friends and 
typically engages in solitary antisocial activities. These are the opposite ends of a spectrum, 
so dividing conduct disorder into these two categories is somewhat arbitrary. 
 

Hyperkinetic disorder 
The child is hyperactive (for example, fidgeting, running around, climbing on furniture, 
always making a lot of noise), impulsive (for example, blurts out answers, cannot wait 
his/her turn, butts into conversations or games, cannot stop talking) and inattentive (for 
example, cannot concentrate on a task, makes careless mistakes, loses interest, does not 
listen, is disorganised, forgetful and easily distracted). The child’s teachers are likely to have 
complained about his/her overactivity, impulsiveness and poor attention. 
 

Autistic spectrum disorder 
Typical symptoms include: impaired social interaction (e.g. abnormal eye contact, inability 
to pick up non-verbal cues, difficulty making friends), lack of social or emotional reciprocity 
(e.g. difficulty sharing or co-operating with others), delayed or absent speech, repetitive 
language, impoverished play, inflexible routines and rituals, repetitive mannerisms and 
preoccupation with unusual parts of objects. 
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Appendix 1: Summary Local Facts and Figures 

Local facts and figures about children and young people in Walsall 

• Just under a third of Walsall population is under 25’s (87,995) and this is projected to 
increase by 1.6% over the next 10 years. 

• 21% of the Walsall population is from Black Minority Ethnic groups and is forecasted 
to grow. 

• Walsall is ranked 29th most deprived local authority area in England from the Index 
of multiple deprivations (2010). Child poverty variation in Walsall, ranging 39.2% of 
children living in poverty in North Walsall area partnership to 12% in Aldridge & 
Beacon.  

• 54% of children overall have a good level of development by age 5, compared with 
the national average of 60% at the early years foundation stage. 

•  Children with mental health disorders have higher proportion of school absences 
compared with children with no disorders. School absences in Walsall (5.8%) are 
slightly lower than national average of 5.9%. 

• In Walsall, 38.7% of fixed period exclusions were for persistent disruptive behaviour. 
This is higher than the national average (38.7%). 

• Young people (aged 11 -16), with mental health disorders were more likely to smoke, 
drink and use drugs than other children. The alcohol admission specific rates (under 
18’s) in Walsall have increased slightly over recent years and are above Black 
Country, regional and national averages. 

• In March 2015, there were 612 Looked After Children in Walsall  
• 14.9% (or 7,442) of Walsall children were considered to have special educational 

needs (SEN) and 5.8% (or 2,845) of Walsall children are on the disability register. 
• The rates of Walsall young offenders (aged 16-18) in the criminal justice system are 

higher than the West Midlands and England. 
• Children from refugee families are more likely to be bullied and increased risk of 

emotional health and wellbeing issues. In 2013-14 there were 64 asylum seeker 
families in Walsall with some dependent children. 

• Teenage pregnancy rates in Walsall (36.8 per 1,000 births) are above national 
averages (24.3 per 1,000 births). 

• Women are more likely experience depression (12% of women) and anxiety (13% of 
women) during pregnancy and the year after labour (15 to 20% of women). There 
are about 3800 births in Walsall each year. 

• In Walsall, 103 families were known to local authority classified as homeless. 
Homeless persons are more likely to suffer with mental health issues and are often 
unable to access health services. 

• An estimated 6.4% of 16-18 year olds on average were not in education, 
employment or training (NEET = 630) in May 2012. The proportion of NEET’s has 
nearly halved over the last 6 years. 

• Children who live with domestic violence are at an increased risk of behavioural 
problems and emotional trauma and mental health difficulties. In 2014/15, 767 
young people (aged 14-24 years) were referred to the DART (Domestic Abuse 
Response Team) as victims of abuse. 

• In Walsall 2.8% (or 2,428) of children and young people provide some level of unpaid 
care to family members. 
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The emotional wellbeing and mental health of children and young people in Walsall 

• The youth of Walsall survey reported that 1 in 10 young people had experience some 
form of bullying and girls were more likely to experience emotional bullying whereas 
boys were more likely to have a physical experience. 

• An estimated 9.6% or around 4,380 children aged between 5-16 overall are 
estimated to have an emotional health and wellbeing problem, of which 3.3% are 
likely to have an anxiety disorder; 0.9% depression, 5.8% conduct disorder and 1.5% 
a severe hyperkinetic condition. 

• In Walsall, the estimated pre-school aged children likely to have mental health 
disorder is 2,970 which cover disorders such as Attention deficit hyperactivity 
disorders, oppositional defiant and conduct disorders, anxiety disorders and 
depressive disorders.  

• Boys are more likely (11.4%) to have experienced or be experiencing a mental health 
problem than girls (7.8%). 

• Hospital admissions as a result of self harm in Walsall have increased in recent years, 
especially in young women. 

• Between 2006 and 2011, there were 10 suicides in Walsall residents (aged 14-24 
years). 

• In 2014-15, 1946 referrals were made to child and adolescent mental health services 
(CAMHS) with 80% accepted into the service. 

• In 2014-15, there were 61 referrals to the Eating Disorder service which is above 
expected estimates. 
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Appendix 2: Prevalence of any mental disorder by ethnicity 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix 3: Autistic Spectrum Pathway 
 

 

Universal
• Parent Partnership

• School Health Advisors

• Frontline Medical Services

• GP's

• Educational Psychologists

• Schools & Settings

• Social Care

• Prospects

• Health Visitors

Targetted
• Advisory Teachers

• Action for Children

• Clinical Psychologist

• CAMHS's

• Educational Psychologist

• Community Paediatrician

• Occupational Therapy

• Prospects

• Team around the Child

• Children in Disabilty Team

• Social Care

• ARPCN Outreach

• Special School Outreach

• Living with A's Training

• Summer Playscheme

• Parent Support Education

• Speech Language Therapy 

Specialist
• Action for Children

• Clinical Psychologist

• CAMHS's

• Educational Psychologist

• Community Paediatrician

• Occupational Therapy

• Children in Disability Team

• Social Care

• Speech Language Therapy

• ARP

• Special Schools

• Special Health Visitors
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Appendix 4: Commissioning responsibility matrix 
    

Service Type 

Responsible Commissioning Agency   

    School Local Authority CCG NHS England   

Ti
e

r 
1

 

U
n

iv
e

rs
al

 s
e

rv
ic

e
s 

GPs and practice staff           

School nurses and Health Visitors           

Social workers           

Youth workers           

Teacher           

Ti
e

r 
2

 

Ta
rg

e
te

d
 

Outreach into schools by CAMHS           

School counsellors           

Educational Psychologists           

Community based counselling           

Parenting Programmes           

Ti
e

r 
3

 

Sp
e

ci
al

is
ts

 

Looked after children/adoption           

Specialist CAMHS (T3) community           

Ti
er

 3
+ 

Sp
ec

ia
lis

ts
 

Specialist Outreach services to 
prevent admission/speed 
discharge           

Ti
er

 4
 

In
p

at
ie

n
t 

 

Inpatient or regional specialist 
community e.g. deaf CAMHS           

                

Darker shade reflects most likely responsible commissioned; Lighter indicates variation based on local agreements   
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Appendix 5: Parenting Support Services in Walsall 
 

Tier: Tier 3 and 4 Universal Partnership + 
 
Description:  
High risk/low protective factors 
Aimed at children on CPP, families experiencing domestic abuse, mental illness, substance misuse and learning disability 
Families of children with MH issues, physical disability or learning disability 

 
Services available Comments 

Walsall Housing Group support for client parents   

HV and FNP 1:1 support for parents experiencing difficulties  

SN support for parents  

Fostering and adoption teams working to take forward Solihull approach There do not appear to be any clear referral pathways to other parenting 
services for those adopting and/or fostering (should additional support be 
needed) 
Budget restrictions for fostering team is affecting  delivery 

Targeted “Understanding Your Child” groups running with parents of LAC It is unclear whether current parenting programmes would be of benefit to 
LAC/carers 

 
Mellow 14 weeks - in house using specialist parenting practitioners 
 
 
Cygnet course for ASD 6 week course offered to parents of children aged 7-
16 
 

CPP programmes are lacking for children 6 years and older (Mellow only 
covers 0-5 years of age). CYGNET (autism parenting) can support a maximum 
120 families with 500 + families and for children with autistic tendencies 
identified in Walsall. Not always able to offer evenings and week ends 
 
In consideration; Mellow for families experiencing domestic abuse 
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Development of course for parents of children 0-5 with autism underway 
with Health Visiting. 
Health visitors working to train in “understanding your Child” ASD package 
 
Mellow dads run 
 
Mellow dads delivered by intensive family support team in prisons 
 

Tier 2 
 
Description; Available on request as needed. Offered in the home, in Childrens Centres and Health Centres 

Services available Comments 

Childrens Centre Ante- Natal Courses 
Family Support from Childrens Centres 
Early Help parenting 
Targeted  Parenting support via HVs and FNP 
 
 
Strengthening Families/Strengthening Communities (14 weeks) 
 
Teen Triple P 
 
Teen Triple P primary care 
 
Triple P 
 

With the closure of Childrens Centres and reduction in staff there is the risk 
that courses and 1;1 support will be reduced esp at weekends and evenings 

Tier 1 Universal 
 
Offered: In Childrens Centres In the home via Health Visitors. In schools eg FAST 

Services available Comments 
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Health Visitor and FNP pre and post birth visits and support 
HomeStart 
Walsall Pregnancy Help 
 
NCT ante natal parenting courses (birth and beyond) 
Understanding your childusing Solihull method (10 weeks) 
HV 28 week visit and post birth visits 
Triple P, Teen Triple P, Solihull, Mellow Bumps 
School nurses parenting courses.  
School nurses developing parenting workshops to introduce parents to 
Solihull approach 
 
Some schools developing Solihull approach 
 
10 Health Visitors delivering Understanding Your Child groups to parents 

Families and Schools together, • Universal programmes for parents of 
primary school-aged children could be strengthened. Families and schools 
together could meet provide a universal approach here (and rated by the 
Department for Education as 4 stars) but has not been rolled out to schools 
yet. Two pilot studies in Walsall have shown good outcomes• Targeted 
interventions for 0-5 year olds may need strengthening. FNP deals with 
some of this group but eligibility requirements are very specific (and only 
deals with antenatal – 2years old) so there will be many families who are not 
eligible.   
 
 
Measurable 1-1 interventions for 0-11 year olds. Provision in place for teen 
triple P primary care, but not for younger age groups. Health visitors use 
Solihull approach 1-1 but outcomes data not captured and recorded. Teen 
programmes need strengthening 
More courses needed for 16-19 years. 
Outcomes for Solihull need capturing 
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Appendix 6: Services offered in Schools to support Young Person Emotional Health and 

wellbeing 
Educational Psychology (traded service) (2-19 years) up to the age of twenty five years. 

Applied psychologists working in a range of schools and settings, providing support to children and young people their families and the adults 

who work with them. Working collaboratively with pupils, school staff and other key adults in a process of problem solving offering 

 Additional individual sessions 
 School based training and projects 
 Development initiatives 
 Support to vulnerable children and young people 
 Work with children with complex needs in the early years 
 Support to parents and carers to achieve positive outcomes for children and young people 
 Long term collaborative interventions at a whole school level 
 Bespoke training and project work for school and settings 
 Critical incident support 
 Central training opportunities 

On average primary schools offer 2 hours support over 38 weeks  On average secondary schools buy in  between 8-20 hours support. Special 

schools buy in 1-2 hours per week. As a traded service this  relies on investment schools chose to allocate to this issue 

 

Behavioural Support in Primary Schools (traded service) CAMHS practitioners fast tracking into CAMHS and support for staff Not offered in 

every primary school. Delivered in 72 primary schools 4 days per week service for whole of Walsall 

 

School Attendance officer (traded service) 

Sourcing & brokering alternative provision to suit the needs of an older child who is at risk of permanent exclusion; 
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Supporting children schools and families engaged with managed moves to create a basis for moving a child successfully between schools; 

Training available to help school staff, clerks and around exclusions legislation. 

Resourced and direct project work aimed at reducing the risk of permanent exclusion. 

Transition support for children at risk of permanent exclusion 

Acting as Lead Professional for children and young people at risk of exclusion 

Education Welfare Staff (traded service) 

investigation for irregular school attendance; home visits; direct work with schools, children and families; In 24 primary schools for on average 2 

hours per week. Long waiting list but parents can self refer 

 

School level support in certain schools with full time family support advisors, learning mentors and teachers who have this as part of their role Out of the 

34 schools approached, 25% did not have early Help resource identified 

 

Sport and Recreation Behaviour and Inclusion service (traded service) 

Delivery of alternative curriculum provision to a range of pupils with challenging behaviour or disability.  Key stages 2-4 As a traded service this  

relies on investment schools chose to allocate to this issue 
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