Children and Young Person’s Mental Health Link Programme 
Specification
1. Background
The emotional health and wellbeing of young people is central to delivering Cheshire East Councils Outcome 5 identified in the three year plan – people live well for longer – care services focus on prevention early intervention, physical and mental wellbeing. The Children and Young People’s Plan also identifies young people’s emotional health and wellbeing as a priority and the intention to make Cheshire East a good place to be young.  Phase 2 of Emotionally Healthy Schools is also aligned to the Health Promotions and Illness Prevention outcomes for children and young people in the Public Health Outcomes Framework.   This Programme aims to acknowledge the vital role played by schools in promoting the emotional wellbeing of their pupils, and seeks to strengthen this relationship.
The provider will be required to build on Phase 1 of the Emotionally Healthy Schools programme which ends in December 2016.  This service seeks to build capability and capacity using the Thrive model http://www.annafreud.org/service-improvement/service-improvement-resources/thrive/ 
Phase 2 of Emotionally Healthy Schools Programme shall start in January 2017 and has a number of components:
1) Access to specialist mental health advice (single point of access) and a brokerage model to support professionals working with Children and Young people (CYPMH Link Programme)
2) Access to tools piloted through phase 1 and support to professionals to implement
3) Education specialist Leadership
4) Systems and processes to identify and support children and young people in the different Thrive groups
5) Development of ‘Getting Advice’ quadrant including on-line platform
The provider will be required to deliver component 1- CYPMH Link Programme within the Emotionally Healthy Schools Programme.  The provider will be required to have an excellent understanding of all services delivered by mental health providers across Cheshire East, in order to develop the required links and pathways between schools and mental health services and general practice. The provider will be responsible for the marketing and communications activity associated with the operation of the programme 
A Consortium/Partnership approach is required and providers need to consider how staff are integrated as one delivery team for example involvement in recruitment, joint inductions and ongoing opportunities for involvement and integration across organisations e.g. referral allocation meetings. They shall have excellent understanding of the capacity available in each of the providers for each of the geographical populations they are supporting.
The provider will be required to work across all Primary, Secondary, Special and Private Schools and General Practice across the Cheshire East footprint.  A plan will be required in terms of the delivery approach for example a prioritisation process against need, in clusters, waves or phased.
2. There are five elements to this specification:

2.1 Pathways, Assessment & Threshold Development
The provider will be required to act as a local lead, working with schools and primary care across Cheshire East to develop a clear, consistent pathway for Mental Health support including referral to Specialised Mental Health services.  This will include the development of a standardised local children’s mental health assessment tool, as the basis, to set a benchmark for children and young people, which can then be used to track outcomes during their journey.  
The school link will include a single point of contact and brokerage approach to ensure that schools/primary care are:
· supported to access mental health tools, information and advice;
· manage onward referral and access to targeted and specialist mental health support.
The assessment should be used in conjunction with wider assessment tools to provide a clear understanding of the wider picture for children and young people.
The overall aim is the development of a clearly defined, integrated pathway between schools, primary care and children’s specialist mental health services.
[bookmark: _GoBack]The relevant links therefore need to be made with:
· Cheshire East Primary and Secondary Schools 
(see the link to access a list of all schools across Cheshire East : http://www.cheshireeast.gov.uk/schools/schools.aspx) ;
· The Emotionally Health Schools Programme;
· Existing Mental Health services e.g. 
0-16 CAMHS https://ice.cheshireeast.gov.uk/Services/1074/Crewe-0-16-Child-and 
16-19 CAMHS https://ice.cheshireeast.gov.uk/Services/1076/16-19-Service-CAMH 
Visyon https://ice.cheshireeast.gov.uk/Services/1070/Visyon 
Just Drop In https://ice.cheshireeast.gov.uk/Services/887/Just-Drop-In-Youth 
· The Cheshire East Front Door process (CHECS) http://www.cheshireeast.gov.uk/children_and_families/checs.aspx 
· Primary care provision within Cheshire East
The provider will be required to contribute to the development of a series of Information, Advice and Guidance (IAG) tools, for schools and General Practice.  This will be managed as part of a separate specification (see above component 5) and is aimed at providing information and advice for teachers and pastoral staff supporting children and young people who are waiting for or do not meet the threshold for specialist mental health support. 
2.2 Mental Health Service Consultation sessions 
Before receiving this service schools and CYP services should have worked with the learning from the Vulnerable Children’s Project on their processes for identifying and prioritising children with cause for concern.
Using this model Schools/CYP services will be able to identify children where there is cause for concern and prioritise those for consultation. The provider should explore options for the delivery of consultation service. These could include the provision being modelled on a school cluster basis, or at central points around the borough. The sessions could run on an appointment or broader ‘learning from others’ basis 
Consultation discussions may include:
· Advice about the best pathway for each child;
· Supporting a high quality referral to mental health services;
· Supporting development of a care plan with specific interventions that can be led by service based staff;
· Discussing care plans for children already referred where there is a role for the school/service in implementing the care plan;
· Organising additional support to allow a school/service based care plan lead to continue to support a child when needs get more complex.
It is anticipated 3 children per hour could be discussed. The length and frequency of the sessions will depend on the population that the schools cover. It is proposed one hour twice each half term for every 1,000 children. (52,000 5-19 in Cheshire East). Therefore 52 hours in total to be offered twice each half term.)
2.3 Group Facilitated Reflection
The provider will be required to provide an opportunity for School Pastoral staff to:
· reflect on their practice; 
· discuss individual pupils in depth. This will be children where the pastoral lead are leading on their care plan and where the cause for concern is not high enough to be considered in the MH Service consultation.
· apply learning to practice; 
· identify ways to improve their practice and explore further training needs
· focus on specific themes relating to practice and explore improved ways of working. 
This will focus on children where the school is leading the care plan. 
This shall also be offered as a cluster. The length and frequency of the sessions will depend on the population that the schools cover. It is proposed one hour twice each half term for every 1,000 children. (52,000 5-19 in Cheshire East). Therefore 52 hours in total offered twice each half term.
The group setting can provide an opportunity therefore to share some key assumptions that individual staff have about their pupils and their practice, and reflect on these within the group. Reflecting on practice within a group expands the teams understanding by exploring different approaches and thus increasing awareness and skills. 
The group setting also plays an important part in the ongoing life-long learning providing a routinely available space away from the job to reflect on what is important. We know that ongoing development improves individual wellbeing in and out of work. 

2.4 Training
This shall build on the MindEd and MHFA resource which should be promoted to as large a number of schools/CYP service staff as possible. More in-depth training shall have a prerequisite of completing the relevant MindEd modules.
Core modules
· Measuring What Happens – Strengths and Difficulties Questionnaire (SDQ)
· The Worried Child (Anxiety) – Revised Children’s Anxiety and Depression Scale (RCADS)
· Self Harm and Risky Behaviour – Resource pack provided by EHS. 
· Sad bored or isolated – Short Mood and Feelings Questionnaire (SMFQ)
Staff employed by the provider to deliver training should be trained in MHFA and to deliver this to all Pastoral/CYP service staff over the lifetime of the contract.
Staff within services providing support to CYP who have been exposed to trauma (violence, abuse or neglect) will be a priority group to receive training.
2.5 Liaison Role
The provider will be expected to develop a managed network including GPs, 0-18 service , the voluntary and community sector and children’s services commissioned and provided from Cheshire East council. This network should develop and maintain pathways into and out of the Thrive model of care, under the leadership of one individual clinical lead.
· GP via GP cluster child mental health lead. GPs have organised themselves into 8 groups. It is hoped that each group will be able to identify a GP cluster child mental health lead.
· 0-5 services (HV, CEFS) to identify children where there is cause for concern prior to their transition into primary school.
· All CYP mental health providers in the borough

3. Contract Length and Value
The provider will be required to commence the delivery of the service from January 2017 over 2 years and provide a budget within the total contract value of up to £400,000:
	Year 1 
	Year 2

	£200,000
	£200,000



4. Outcomes and Key Performance Indicators
	Children and Young People
	Improvement in the service experience scores of young people using the service

	Pathway Development
	The development of a clear pathway between schools and Mental Health Services including a single point of access and brokerage model


	Standardised Assessment 
	No of Baseline SDQ Assessments, and follow up review of SDQ Assessments undertaken

The number of referrals to specialist mental health services

	Primary Schools  
	Number of schools engaged and level of engagement


	Secondary Schools 
	Number of schools engaged and level of engagement


	Primary Care
	Number of GPs engaged and level of engagement

	CYP services 
	Number of services engaged and level of engagement

	Information, Advice & Guidance to Schools (IAG)
	The development of standardised IAG tools


	Mental Health Consultation
	Number of Mental Health Consultation discussions 

	Group Facilitated Reflection
	Number of Group Facilitated Reflection sessions offered each half term

	Training
	Number of training sessions offered each half term (i.e. 8 per half terms - 2 per worker)


	Quality Indicators
	Feedback from Schools, Pastoral Staff, Children and Young People

Impact of consultation, facilitated reflection and training i.e. case studies

	Providers will be asked to develop a dashboard for these indicators and any relevant outcome indicators from the Thrive Outcomes in Appendix 1

	Performance Reports will be required on a quarterly basis and will be monitored by the Council (Commissioning Manager) and through the following governance arrangements:
· The Children and Young Peoples Strategy Group (governance group for the Cheshire East Children and Young Peoples Mental Health Transformation Plan) which is a partnership between Clinical Commissioning Groups, Cheshire East Council, Schools and Mental Health Providers.

Performance reports will include:
· Progress against the service implementation, pathways and service development, 
· A dashboard detailing quarterly progress against KPIs and Outcome Indicators,
· Impact and Outcomes,
· Feedback from stakeholders,
· Case studies,
· Workforce Development,
· Budgets and Finance,
· Safeguarding Self-Audit.



5. Safeguarding
5.1 Providers responsibilities
The Provider will ensure services comply with safeguarding procedures outlined by Cheshire East Council through the Local Safeguarding Children Board and Local Safeguarding Adults Board, and Cheshire East’s Domestic Abuse Partnership:
  
http://www.cheshireeast.gov.uk/care-and-support/healthy-lifestyles/domestic_abuse/domestic_abuse.aspx

http://www.cheshireeastlscb.org.uk/professionals/procedures-and-guidance.aspx

http://www.cheshireeast.gov.uk/care-and-support/vulnerable-adults/vulnerable-adults.aspx 

The operational policies of Provider will address the following:
· Safe provision and storage of medication
· How to initiate a CAF if required
· How to make a referral  for a children in need, or a vulnerable adult, under safeguarding procedures 
· How to raise a concern in relation to domestic abuse 
· How to report and respond to safeguarding concerns about the practice of staff or volunteers
· Set out how they will manage a complaint investigation and how the learning will inform practice and continuous development of the service
· Set out how the management and reporting of Sudden Untoward Incidents and the reflective learning from such events informs future practice and continuous service  development

The Provider will be responsible for informing the commissioner of their practice through routine contract monitoring arrangements or earlier where it relates to a critical incident and or is deemed to be an emergency that warrants this step as a matter of urgency.

5.2 Exceptional Service Exclusion

The Provider may at times need to consider whether a service user may need to be excluded from the service. A professional risk assessment must be undertaken to assess the risk to other service users, staff and or members of the public. This risk assessment should be undertaken on a multi agency basis to ensure wider safety actions being determined across health, social care and the criminal justice system. 

Every effort must be made to maintain and or secure re-engagement of the service user once the safety actions have been implemented. 

Any exclusions, and or safety actions put into place must be reported to the Commissioner in a timely manner to allow for their direct involvement and or advice /guidance.

5.3 Safeguarding for Vulnerable Children and Adults

The safeguarding of children and vulnerable adults must underpin all practice and the Provider is are expected to adhere to relevant legislation and guidance [The Care Act 2014 https://www.gov.uk/government/publications/care-act-2014-statutory-guidance-for-implementation. Safeguarding Children and Young People https://www.gov.uk/government/publications/working-together-to-safeguard-children--2 as well as statutory responsibilities within 1989 and 2004 Children Acts, critically: 
‘’ Local agencies, including the police and health services, also have a duty under section 11 of the Children Act 2004 to ensure that they consider the need to safeguard and promote the welfare of children when carrying out their functions. 

Under section 10 of the same Act, a similar range of agencies are required to cooperate with local authorities to promote the well-being of children in each local authority area (see chapter 1). This cooperation should exist and be effective at all levels of the organisation, from strategic level through to operational delivery. 

Professionals working in agencies with these duties are responsible for ensuring that they fulfil their role and responsibilities in a manner consistent with the statutory duties of their employer. ‘’
Cheshire East Local Safeguarding Children Board and Local Safeguarding Adults Board have policies that must be adhered too and evidenced within the Providers own policy, practice documents and records. The primary principle[s] here is that the Provider has robust policies, practices and pathways in place to escalate matters should this be required, therefore being able to: Recognise, Respond, Record, Recruit Safely and Risk Assess well in respect of service user wellbeing and safety. 

Compliance with Local Safeguarding Children’s Board’s and Local Safeguarding Adults Board’s policy, procedures and protocols which must be regularly audited (including case recording audit) by the Provider.   The Provider is required to complete annually the self-assessment as set out in the Safeguarding Standards for Children and Adults at risk.

The Safer Recruitment and selection of Staff, and Volunteers must be robust and include appropriately the undertaking of Disclosure and Barring Scheme checks [DBS]. If these checks reveal information which would make the person unsuitable for work with children or vulnerable adults the Provider shall not employ or otherwise use such persons in any way.

Workforce training on the prevention of abuse and safeguarding practice as well as domestic abuse must be given to all employees as a part of their induction and continued professional development.  

5.4  Provider & Named Safeguarding Lead

The Provider will identify a named safeguarding lead. The ‘named’ safeguarding lead will have arrangements in place to ensure they are able to access enhanced safeguarding advice, support and knowledge. 

The Providers and their safeguarding lead must have in place:
· Clear referral and access criteria and documented pathways;
· Arrangements for the management of escalating risk;
· An information sharing and confidentiality policy in place that is clear regarding when, legally, information can be shared without consent and explains service users’ rights and responsibilities;
· A risk assessment process that accounts for a history of abuse and the person’s vulnerability to abuse, including predatory behavior or sexual vulnerability 
· A Quality Audit / Performance Monitoring system for safeguarding activity, that complies with contract and safeguarding performance reporting / monitoring requirements
· A clear process for reporting and managing allegations in relation to a member of staff or volunteer. 

The Provider must immediately notify the Commissioner of any improper conduct by any of its staff or by one service user towards another, in connection with any part of this contract. 

Note examples of improper conduct of staff or Volunteers include:
· Neglect / Acts of Omission / self Neglect - Causing harm by failing to meet needs e.g. ignoring physical or medical care needs, withholding food, medicines, failure to provide adequate supervision 
· Physical - Hitting, pushing, slapping, and using inappropriate physical restraint, burning, drowning, and suffocating, with holding medical care, feigning the symptoms of ill health or deliberately causing ill health.
· Sexual - Sexual activity of any kind where the vulnerable person does not or is not able to give consent.
· Psychological - Including verbal abuse, humiliation, bullying and harassment. Persistent emotional ill treatment, cyber-bullying, seeing or hearing the ill-treatment of others, Domestic Abuse (see the below section)
· Discriminatory abuse - Treating a person in a way which does not respect their race, religion, sex, disability, culture, ethnicity or sexuality.
· Organisational abuse - Where routines and rules make a person alter his/her lifestyle and culture to fit in with the institution.
· Financial - Taking money and/or property without permission. Using pressure to control a person’s money/property/ benefits. Taking or offering any financial inducements.
· Modern Slavery / Trafficking – Smuggling is defined as the facilitation of entry to the UK either secretly or by deception (whether for profit or otherwise). Trafficking involves the transportation of persons in the UK in order to exploit them by the use of force, violence, deception, intimidation, coercion or abuse of their vulnerability.
· Radicalisation - is a process by which an individual or group comes to adopt increasingly extreme political, social, or religious ideals and aspirations that (1) reject or undermine the status quo or (2) reject and/or undermine contemporary ideas and expressions of freedom of choice.

Any staff member who is the subject of allegations must be suspended from providing any services under this contract until the matter is resolved to the satisfaction of the Commissioner. Where appropriate a report should be made to the local authority – for those working with children and young people to the LADO [Local Authority Designated Officer]. 

The Provider will ensure that they have mechanisms in place to fulfil their duty with regard to the Independent Safeguarding Authority where they have dismissed an individual, or an individual has resigned, because they harmed or may harm a vulnerable person. Consideration of subsequent reporting to professional registering bodies will also be needed e.g. GMC, NMC. 

5.5 Domestic Abuse and Sexual Violence

Domestic Abuse is defined by the Home Office as 
‘Any incident or pattern of incidents of controlling, coercive or 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. This can encompass but is not limited to the following types of abuse: psychological, physical, sexual, financial, and emotional’. 

The Provider will recognise the linkages to their service delivery and practice of those they support who are subject to domestic violence, including harm caused to primary victims and to their children. It is essential that the Provider ensures the safeguarding lead has oversight of domestic and sexual violence also. This will ensure a clear single point of contact for all safeguarding matters with wider system partners. 

The Provider is expected to engage with the Domestic Abuse Partnership and Multi Agency Risk Assessment Conference [MARAC] where the safety of those at high risk is co-ordinated across agencies. 

There is a requirement that the Provider uses the CAADA-DASH RIC [Risk Identification Checklist], and refers on to MARAC for those at high risk and or supports access to specialist support for lower risk victims as appropriate.

The Provider will promote specialist service access for staff, communities and families through the 24/7 Domestic Abuse Hub so that specialist support can be offered at the earliest indications of abuse. 

The Provider will be particularly attentive to the links between domestic abuse, mental ill health and substance misuse and seek to be involved in integrated responses so that families experience co-ordinated interventions and support, particularly where these issues constitute risks to children. 

The Provider will always consider the potential risks to children caused by domestic abuse and other adult issues and follow their safeguarding procedures as a priority. 

The Provider will promote pathways to sexual abuse support services including the Sexual Assault Referral Centre and the commissioned aftercare Provider. The Provider is expected to be knowledgeable about sexual violence and exploitation and the appropriate referral pathways for children and adults. Specialist support services for sexual violence are commissioned at sub regional level, and include the Sexual Assault Referral Centre (SARC) at St Marys Hospital in Manchester and the Rape and Sexual Abuse Support Centre (RSASC). While support is commissioned at a pan Cheshire level support services are delivered locally in bases accessible by victims.

It is known that those who are abused and those who abuse will also be among the service user group and the Provider must take all steps to support staff in their work with service users. The The Provider will also recognise that staff may be personally affected by domestic abuse and this will be accounted for in their own HR policies. 

The Providers practice approach must include support to those who are harmed and accountability for those who harm others including promoting the use of criminal sanctions and voluntary change programmes. 

6. Communication & Marketing 
· The Provider will ensure proactive and innovative approaches to marketing and communications with all stakeholders to provide information & advice and ensure social marketing is maximised and behaviour change secured within Cheshire East
· Communication methods and materials need to be suitable for a variety of audiences – children, young people, adults, families, parents, partners, carers, professionals, general public, businesses – providing timely and straight forward information and guidance accounting for language and a range of literacy levels
· Communication materials will be current / dated and reviewed quarterly to assure the commissioner that they represent an accurate picture of the sexual health services in Cheshire East
· The marketing strategy will be reviewed annually to ensure approaches’ are current and in line with evidence based practice in achieving behaviour change and in providing safe care and support. The Provider will work with commissioners and take account of service user / patient, parent, partner, carer, and wider stakeholder experiences in the review of the marketing strategy. As well as work proactively with others involved in health, Care and Wellbeing campaigns to ensure communication coherence  
· The Provider will work with the commissioner in the development of media campaigns
· Communication channels for all professionals  require  the Provider to ensure communications are in place and current information is shared service delivery and development 
· The Provider will ensure the maintenance of an effective, efficient, proactive and robust professional network – linking closely with other connected service providers on a regular basis to ensure the highest quality of care / support for service users / patients, parents, partners, families and carers.
· Communication channels for all professionals are required, and the Provider will ensure communications are in place and current service information / developments are shared. 


7. Governance Arrangements
The Provider will be required to report to the Children and Young People’s Mental Health Strategy Group on a quarterly basis as described within section 4.‘Outcomes and Key Performance Indicators’.  The Strategy Group is accountable to the Cheshire East Health and Wellbeing Board.


8. Information Governance

8.1 Data Sharing 

In relation to Person identifiable data (PID) the Provider is the (Data Controller).  For PID required by the Council for the purposes of quality assurance, performance management and contract management, that the Council and the Provider will be (Joint Data Controllers).  The Provider will therefore be required to develop a data sharing agreement with Cheshire East Council during the mobilisation of the service.

PID will only be accessed by authorised staff where the individual has given consent.  Where consent is not given by the individual only anonymised or aggregate data will be accessed.  All PID will be handled in accordance the data sharing agreement.

8.2 Record Keeping

The Provider will:
· Create and keep records which are adequate, consistent and necessary for statutory, legal and business requirements.
· Achieve a systematic, orderly and consistent creation, retention, appraisal and disposal procedures for records throughout their life cycle.
· Provide systems which maintain appropriate confidentiality, security and integrity for records and their storage and use.
· Provide clear and efficient access for employees and others who have a legitimate right of access to the records in compliance with current IG legislation.  
· To provide training and guidance on legal and ethical responsibilities and operational good practice for all staff involved in records management.
· Compliance to current Cheshire East policies. 
· Comply with information governance requirements for any future service transition arrangements.

The Provider will ensure that all members of staff are contractually bound by confidentiality agreements. 

Appropriate technical and organisational measures will be taken against unauthorised or unlawful processing of personal data and against accidental loss or destruction of, or damage to, personal data.

8.3 Storage of information

The Provider has a duty to make arrangements for the safe-keeping and eventual disposal of their records. 


Appendix 1 - Thrive Model

i-Thrive Outcomes Framework 
	i-THRIVE Outcome Framework Future In Mind Deliverable 
	How this could be delivered in an i-THRIVE service 
	Suggested Outcomes measures 
	Suggested Process Measures 
	Suggested Balancing Measures 

	Improved resilience in CYP 
	THRIVING: Provide improved access to prevention & resilience building programmes 
	There are a range of self-report measures of emotional wellbeing that can be used in schools/ community settings. These include: SWEMWBS (Short Warwick Edinburgh Mental Wellbeing Scale), Strengths & Difficulties Questionnaire (SDQ), Social Skills Improvement System (SSIS), Student Resilience Scale (SRS). 
	Resilience building programmes are available in the community, Number (N) & % of CYP accessing resilience building & prevention programmes 
	Cost 

	Capacity of services 

	Early intervention services in place, N & % CYP accessing early intervention services 
	Administrative burden 

	Cascade Framework: This framework has been developed by CORC to provide a framework for analysing how well schools and CAMHS work together. 

	Improved Access to mental health support for CYP & their families 
	ADVICE & SIGNPOSTING: Access & Assessment: Multi-agency, most experienced/skilled staff carrying out assessment, advice and signposting into all parts of the system (not just health), building capacity for signposting in professionals across the system (education, social care, health and 3rd sector), utilising shared decision making to ensure needs based care according to CYP's needs and preferences. 
	Patient Experience Measures e.g. Experience of services questionnaire 
	Waiting time (days & weeks): it would be expected that with highly skilled staff undertaking assessment, decisions and signposting are more efficient, reducing waiting times. 
	No reduction in therapeutic time below that recommended by NICE guidance (number of sessions). 

	Number & % of CYP seen (expect the proportion of CYP seen relative to prevalence to increase - currently only 25-30% of CYP who would benefit form care are able to access it. With effective assessment, advice & signposting we would expect increased efficiency and a larger proportion to be able to access care). 
	No increase in adverse events 

	Number of assessments per CYP (aim to reduce multiple assessments) 
	No increase in DNAs 

	No increase in threshold for entry into services 

	There would be more CYP who are signposted into appropriate alternative community providers and make use of self-care approaches, which are in line with their needs and preferences. 
	Economic measures of health service usage 
	Number & proportion of CYP who are assessed and are signposted into services other than CAMHS/ Children's Services 
	CYPs feel that signposting was helpful & appropriate 

	Number & proportion of CYP who choose self-care approaches 
	No increase in DNAs 

	No increased burden on primary care 

	CYP & their families are able to participate in SDM process that enables 
	CollaboRATE (patient reported measure of the quality of the SDM process) 
	Number & % of CYP participating in SDM process 
	Ensure CYP satisfaction remains constant. 







Getting Advice 
Signposting, self-management and one off contact




Getting Help
Goal Focussed, evidence informed & outcome focussed interventions





Getting More Help
Extensive Treatment





Getting Risk Support
Risk Management and crisis support









