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As readers will learn, many people
took time to support this review,
including young people, their
families, front-line staff, managers,

leaders and commissioners. They did
this in difficult circumstances and
they talked about challenging
subjects. We are very grateful.




1. Executive Summary

This is a review of the support and treatment available to young people with mental health problems
between the ages of 16 and 25 in Cambridgeshire and Peterborough. We worked closely with local
young people, families, service providers and commissioners to understand the current situation,
frame the challenges and coproduce recommendations for the system.

This review considered treatment and support of young people with mental health problems, with a
particular focus on services funded by the Integrated Care System and delivered in the community.
The review did not focus on inpatient services, eating disorders services and neurodevelopmental
services; not because these don’t matter, but because there are current reviews underway for each
of these areas. However, the experiences of young people in hospital, those who have problems with
eating or who are neurodiverse were as important as any other and their voices are included in this
review.

This review was done over five months between 2023 and 2024, by taproot.

Our work uncovered a high level of concern about the way young people with mental health problems
are supported and treated, and we welcome the commitment to do better that we heard about from
people working in the system. We found that:

e Stakeholders value services when young people are listened to by warm, flexible, attentive
staff who offer information and guidance, and holistic, joined up and flexible support and
treatment.

e Many of the problems with treatment and support that we heard about arose either from
rigidity and inflexibility (of criteria, support and treatment for example) or from low capacity
(long waits, little choice, problems with poor practice).

e Instakeholder’s stories, insights and suggestions, we heard about a wish for a holistic, flexible
mental health system that is easy to access and recognises and accommodates individual,
often complicated needs.

o We expect there to be well over 20,000 young people in the area with mental health problems
(i.e. who would be diagnosed with a mental health problem if they were to be assessed) and
of these, well over 10,000 would require treatment and support.

e Young people are at heightened risk of death by suicide.

e Around a quarter of young women have self-harmed in their lives.

e  Weshould be aware of higher rates of mental ill health for some young people. Amongst those
at higher risk are young people who have faced deprivation, health problems or disability,
trauma and those who have been marginalised or discriminated against. Young people in
these situations will often have multiple intersecting problems.

e Research and evidence tell us what works in terms of treatment of different mental health
problems. Also, both guidance and research indicate that we need to work differently with
young people as they transition from childhood to adulthood. Services should be joined up,
accessible, holistic, and person-centred. Young people risk falling through the net at this age
and missing vital opportunities to reduce mental ill health. There should be a focus on
reducing barriers to access.


http://www.taproot.org.uk/

e We gathered what service data we could for this review. Not all services provided us with age-
specific data about service use, so we are unable to draw definitive conclusions about young
people’s access to services from the data.

e Amongst services that did not provide an age breakdown, we did not receive a consistent set
of time periods within the data and cannot estimate numbers of young people accessing
support and treatment. For example, there were approximately 1,400 referrals monthly to
the Primary Care Mental Health Service which offers support to adults aged 17 to 65. There
were around 1,200 new referrals to CAMHS in one year, which provides support up to 17.
There were around 4,000 open cases for Adult Locality Teams which work 18 to 65.

The recommended actions are presented in detail within this report. There is a short summary report
also available.

Overall, we recommend that the Cambridgeshire and Peterborough mental health system, led by the
Integrated Care System, work on a plan to develop a multi-agency mental health offer for young people
between the aged of 16 and 25, with strong investment in early intervention.

We identify five main aims to work towards, which collectively will begin the journey towards that
goal.

1. Leadership and Governance: Create accountable, joined up governance of the Young People’s
Mental Health offer with a clear monitoring and evaluation role, which can hold the wider
system to account

2. Expand the Offer: By working together to develop new projects, deliver a wider range of age-
appropriate treatment and support with new investment made in early intervention

3. Improve Access: Address structural barriers that limit young people's access to treatment and
support

4. Proactively provide consistent information: Create a single high quality, aligned information,
guidance and digital offer for young people

5. Develop confidence in the workforce to support young people: Strategically offer workforce
development to underpin the Young People's Offer

These recommendations align with policy, guidance and emerging practice across the UK and
Cambridgeshire and Peterborough’s Children and Young people’s mental health strategy.

“We will extend current service models to create a comprehensive offer for 0-25 year olds that reaches
across mental health services for children, young people and adults. The new model will deliver an
integrated approach across health, social care, education and the voluntary sector”

NHS Long Term Plan 2019




2. How we did the review

The review ran in four phases, pictured below:

Pgi?)e i?]ne: Phase two: Phase three: Phase four:
Ping Information Deliberation Recommendations

i atherin '
Bring people Agreed : : Issues Discussion'and| Draft aims and action plans
together, identify scope

adjacent work and Gather data, coproduction Detailed review

work and ideas stakeholders providers

Overseeing these phases, and meeting at the close of each phase and the beginning of the next, was
a multi-agency steering group. The role of the group was to ensure that the review was well embedded
inthe local system, was promoted to all relevant stakeholders, and was performing to its full potential.
The steering group was chaired by a young person with lived experience both of using mental health
services, and of engaging in participation and involvement projects. The steering group included
representatives from commissioners, children’s and adult’s services, and the voluntary and
community sector.

The central method of the review was stakeholder engagement. Young people and their families were
involved in each phase. They helped define the scope in phase one, were invited to share their stories,
reflections and ideas in phase two, they were present at each of the coproduction workshops in phase
three, and they reviewed and discussed emerging findings in phase four. We also engaged with
commissioners, service leaders, practitioners and other stakeholders at each stage. All of these varied
areas of expertise, and the discussions that people had with each other, supported by the best quality
information that we could gather, resulted in numerous iterations of the recommendations. We have
ended the process with extensive conversations with service providers, commissioners, young people
and their families, to ensure that the recommendations have local buy-in from across the system, are
fit for purpose and balance ambition with viability.



3. Phase one; Scoping the review

The initial phase of the review involved drawing partners into the In phase one we worked

process, explaining the review, and negotiating the parameters. An [
initial area of focus was the age threshold for transition from

e 1young person
e 26 professionals

children’s to adult’s services. There had already been local
discussions to address the twin problems of:

e Variable age “cut-offs” for NHS and other services, which
caused confusion and frustration. The most mentioned of these was that adult mental health
services were often not open to young people until their 18" birthday had passed, while some
children’s services were not accepting referrals past a young person’s 17" birthday.

o Differences in approach and threshold between adult’s and children’s services which resulted
in young people not making an easy transition from one service to the other.

A business case was already under development to address these problems, and a group of clinicians
and commissioners were meeting to discuss.

The scope of the review would therefore need to address the age threshold, but we also wanted to
ask key stakeholders what other issues might face this age group (initially framed at 17 to 25). A
presentation was done at the above-mentioned transitions group to explain the review. Each key
stakeholder organisation or service was asked to nominate one or more representatives to sit on the
review steering group. An initial set of 20 interviews were conducted with key people to:

e Explore the availability of data and evidence for the review

e Explore the opportunities for engaging young people with the review

e Scope the main issues and areas that the review should address.

The steering group was identified and appointed. They met as phase one drew to a close and received
the findings of the scoping interviews. It was agreed to lower the age range of the review to 16, so
that pre-transition issues were thoroughly explored. It was also agreed that the experiences of
neurodiverse young people would need to be included (though the neurodevelopmental pathway
would not be) as these experiences were clearly prominent and important. Complexity of need and
health inequality were identified as a focus.

The scope of the review was therefore established as:

“The treatment and support available to young people aged 16 to 25 who have mental health problems
and live in Cambridgeshire and Peterborough. The main focus is on community-based services funded
by the Integrated Care System”.

The interviews we did in phase one told us that we would need to explore the following issues
together:
o The age threshold of children’s and adult’s services
e The different approaches of children’s and adult’s services and how this impacts young people
e  Waiting lists
e Cross-team and cross-agency working
e The age appropriateness of the support and treatment offer



The availability of information and guidance about mental health and services
Structural barriers to getting help
Involvement and engagement of parents and other family members

The experiences of young people with multiple medical, social and economic needs.



4. Phase two; Gathering information

The aim of phase two was to gather as much information as possible to inform the review. The
intention was to arrive at a set of challenges and issues to consider, which would be based on a sound
analysis of evidence from:

1. Young people, parents and other family members, and professionals sharing their stories,

insights and views

2. Data about the prevalence of mental health problems

3. Data about services in Cambridgeshire and Peterborough

4. Brief evidence about effective mental health treatment and support.

4.1 Evidence from stakeholders

We relied on the steering group to disseminate information about the In phase two we worked

review to all their contacts in order to engage them with the review. [Ny

In marketing materials, we offered the following engagement

methods: 42 young people

25 parents/ family
members

e One-to-one interviews, available to book directly with our

team

. 25 professionals
e Open access focus groups for anyone to join

e Focus groups by invitation with young people/parents in their
own settings
e Anonline survey.

92 people engaged in this phase. Focus groups were the most popular engagement method with 49
attendances. One-to-one appointments were an opportunity to talk through stories in depth and to
gather insights and reflections. These were most popular with young people and parents. The survey
drew the most responses from professionals, though 9 professionals also came to focus groups and
one professional requested an interview.

Whatever the engagement method, all attendees were consistently asked the same questions:

If they were a young person or family member:
e What kind of support or help have you had with your/their mental health?
e Whatis good about the support or help you have had with your/their mental health?
e Whatis bad about the support or help you have had with your/their mental health?
e Is there any kind of support or help you wanted but did not get?

If they were from an organisation:
e Tell us a bit about what your service or project does
e Thinking about the wider system of support and help for young people with mental health
problems in Cambridgeshire and Peterborough, what is good? What works well?
e Thinking about the wider system of support and help for young people with mental health
problems in Cambridgeshire and Peterborough, what is bad? What does not work well?
e Isthere some kind of support and help that should be available but is not? Tell us about it.



All responses were captured and subject to a thematic analysis. This resulted in 383 distinct comments
or points. Around 45% of these were raising concerns, 21% were making a positive statement about
good practice, and the remainder were making suggestions for change.

The table below presents the most common themes in relation to strengths and positives in the
current system (what was good, what works well?). We do not show the quantities of responses as
this could deceive readers into thinking this represents the prevalence of the opinion (rather, it is a
measure of the incidence of the issue being raised). The themes are however presented in order of
prevalence, and illustrative quotes from stakeholders are given.

Theme Illustrative quotes

Particular service “Young people counselling service were brilliant”

mention

Being listened to
and having choice

Information and

advice available

Staff
relaxed,

attitude:
kind,
warm, consistent

Holistic or whole
family support

Flexible to young

people's complex
engagement
patterns

Flexible to young
people's
needs

complex

“The promptness of the GP”

“Home Treatment Team”

“they take an individualised approach in getting to know you and tailoring
their support based around you, and not the other way round. | know this
isn’t possible in every young person’s situation, but it makes a massive,
MASSIVE difference when a young person feels understood and heard rather

17

than being told to have a cuppa tea and a bath!

“fair amount of general evidence based advice”

“good information out there, such as Keep your Head and H.A.Y.S and SEND
Hub information website”

“Kind people who obviously want to help and support”

“They spoke to me not out of pity but out of genuine respect and care which
helped to validate how | was feeling”

“A variety of person-centred support pathways that involve families and
loved ones and utilise community structures”

“family centred, targeted and focused support”
“ability to be more embedded and work with people one to one to help them

access good activities, not just provide them for those who can turn up
without assistance”

“Good when a service becomes aware of neurodiversity and offer something
different”



Navigation and
engagement roles/
help

Well managed
handover/
movement
Agencies are
talking to each

other regularly

“Having a clear idea of what’s happening and when. It can be so frustrating
being kept out of the loop when accessing support. Luckily, a lot of support
services | used were good at keeping me informed and updated. Whenever
that be reminding for appointments, sharing next steps, or telling you where
you are in a waiting list. It is very helpful”

“building relationships, retelling stories of how you are doing when you are
not doing well, only so many times someone will tell their story to another
new person”

“I feel that all the sectors involved are committed to more joined up working.
There is more awareness of relevant signposting between sectors and how
to do this.”

From this we see that the following things were valued by stakeholders: young people being listened
to by warm, flexible, attentive staff who offer information and guidance, and holistic, joined up and

flexible services.

Next, we show the most prominent themes when stakeholders were asked what was bad or working

less well in treatment and support for young people.

Theme Illustrative quotes

Restrictive criteria

exclude young
people from
treatment and
support

Poor response to
complexity/
intersecting needs

Waiting for
treatment and
support

“people who are autistic turned away from the mental health services”
“Schools not wanting to refer because they believe that they don't meet
thresholds”

“Don’t recognise complexities and how they overlap. Autistic meltdown seen

as a tantrum and wanting to get own way.”

“They don't feel heard, and they feel like the system is designed to fit
everyone, not taking individuality into consideration”

“Biggest pressure- ones who are exhibiting serious self-harm behaviour, but
psychiatrist says it's behavioural”

“My anxiety levels are high as | struggle with daily living due to undiagnosed
ADHD, doctor says | definitely have it, but waiting since May 2022, have been

told they are still working on 2021 referrals”

“Waiting times and also an inability for services to provide approximate
timescales”

10



Little choice of
treatment and
support options

Difference
between CAMHS
and AMHS

Inaccessible
engagement
method

YP's experiences
not heard/ valued

Diagnosis (or lack
of) causes barriers
for treatment and
support

Lack of prevention
or early
intervention

Poor practice/
treatment

“[little] range of offers available, tailored to person and choice respected and
sought”

“Insisted on attendance at group session when she said she didn’t feel able
to do that”

“there is a tangible anxiety in my son’s team about when he moves to adult
services as it’s not clear he will access anything”

“There is no continuity of care when they are no longer under CAMHS”
“discharged several times as she won't answer her phone”

“said to us last year that attending clinic is evidence of engagement and
wanted to discharge when she couldn't attend. In reality she never leaves the
house”

“They don't feel heard”

“It felt generalised, like | was an issue not a person, | never felt comfortable
to open up and was treated like a child”

“can be asked questions that you don’t want to be asked or answered but are
asked to answer them anyway”

“especially with BPD diagnosis- so stigmatised by mental health
professionals- once it's on your notes it puts up barriers and stops you getting
help and affects your treatment”

“diagnosis doesn't mean you get the right help”

“young people ending up in crisis having not had a service previously”
“Many of my peers have (since being discharged) entered other hospitals
which is in part caused by the rushed discharges to inadequate settings and

not having effective treatment”

“What should be quite basic training for commonly experienced symptoms
and behaviour is completely missed”

“needs to be more consistency, standards and expectations”

11



We hear from stakeholders, that many of the problems with treatment and support arise either from
rigidity and inflexibility (of criteria, support and treatment for example) or from low capacity (long
waits, little choice, problems with poor practice)

And finally, we analysed all comments in which there were suggestions about what should change or
be put in place to fill gaps. We included in this analysis of the “anything else to say” responses. Many
of these included long explanations and stories about young people’s and families’ experiences, and
we took great care to read each story and capture the insights and suggestions from them, though we
cannot represent most of these stories in detail here as they would identify individuals. Some details
in the quotes have been changed to protect identities. The themes here are more intersecting and
complex. We present the more common themes here, aware that many of these ideas were returned
to in phase three of the review.

Theme Illustrative quotes

A more holistic “flexible person centred teams seem like a more appropriate way to
offer of treatment effectively address yp needs”

and support,

especially one that “l was bullied as a child, and also mistreated very badly by my teachers
accounts for because | was dyslexic. This was the root cause of my low self-esteem. |
trauma needed to talk about the childhood trauma and process those memories.

There was a very small amount of that in CBT but not enough to be truly
helpful.”

“Medical model- needs people to be in pigeonholes- needs to be more
holistic”

Better information “l am not too aware of the resources for Mental Health here in Peterborough
and for young people”
communication

“Written info on the process”

“Really difficult system to navigate lack of awareness about different needs
and ways to access support”

“She was triaged and then put on a waiting list during covid and
communication fizzled out. She was then triaged again last year and we were
never communicated with again”

Not to be turned “Whenlwasrecentlygoingthrough a crisis, it was mentioned for me to rejoin
away the CAMHS waiting list for support. However, that was quickly shut down
because my GP said | would be an adult before even being accepted into
CAMHS again (I am only 16) and that there’s no point in even trying to apply.”

12



Make
easier

transitions

Focus on consistent
quality of services

Address inequality
of service
experience

Be more flexible

about ways of
engaging with
treatment and
support

Earlier intervention
to avoid crisis

Age specific service
for young people

“We have seen a huge number of children and young people unable to leave
their homes and struggling to engage with mental health services and
therefore cases closed due to non-engagement”

“It also would have been beneficial to have had longer stays off of the ward
in the lead up to my discharge as once | left | found it difficult with the very
sudden change in level of support. Finally, | needed help with my problem
with self-harm, it was ok on the ward mainly due to it being a very restricted
environment but obviously that all changed once | was discharged and

overwhelmed by everything that was around me.”

“follow-up/step down services post mental health crisis, self harm follow
up/support”

“y/p may have to be assessed multiple times due to the lack of cooperation
between children and adult services unless y/p reach a certain level of risk”

“Services are extremely overstretched with more demands being made to
meet KPIs which leads to burn out.”

“Support would have been good. What we got was to be patronised and
blamed, and to be subjected to implicit threats.”

“mental health treatments are designed for neurotypical people”

“[parent] offered advice how to de-escalate behaviours ignored they just
think having a tantrum”

“Designated space for people with additional needs”

“make sure people living in supported living get help to access MH- they don't
have parents to help them”

“Flexibility- people want variable times”

“rigid system of 3 attempts and then cut off. Lack of care to understand that
someone might prefer a text, be more responsive via a method that feels
more comfortable”

“making the clear financial argument for addressing issues upstream”

“using prevention rather than waiting for the worst to happen”

“A decent mental health offer for this age group resonates”

13



“Young People's Service from years ago”

Offer support and “having needs met without having to be diagnosed”

treatment without

need for diagnosis  “having to fight so hard for diagnosis inevitably leads to many missing out on
diagnosis because talked themselves out of fighting harder, gave up, didn't
know the right route”

In stakeholder’s stories, insights and suggestions, we see the themes from the strengths and
weaknesses returned to; the wish for a holistic, flexible mental health system that is easy to access and
recognises and accommodates individual, often complicated needs.

4.2 Prevalence of mental health problems amongst young people
We wanted to help people taking part in the review to understand the scale of the need in
Cambridgeshire and Peterborough.

About young people in Cambridgeshire and Peterborough
According to the census?, there are 108,283 young people aged 16 to 25 in Cambridgeshire and
Peterborough, accounting for 12% of all people.

The chart below shows the spread of population by district and age band.

! These population figures are obtained from Census data which is gathered every 10 years, with the latest
data below based on the most recent Census of 2021.

14



2021 population estimate by age profile by district
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Here we can see that the 15- to 25-year-olds age group is broadly similar to others for the whole
district, but also that the population of people in their twenties is disproportionately higher in
Cambridge, probably due to the presence of the Universities.

Population change

Cambridgeshire County Council estimate that Cambridgeshire and Peterborough’s population is
forecast to grow by 19% between 2021 and 2041, an average increase of just under 1% per year. The
2021-based population forecasts use Cambridgeshire County Council’s mid-2021 population estimates
as the starting point and predict population growth by age group. This gives the following results for
15-24 year olds:

Predicted population change for 15 to 24 year olds
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60000
40000
20000

0
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This shows a significant rise in the population of young people for the coming decade.

Population Profile

Deprivation

Deprivation and health are often associated. Areas with higher deprivation levels tend to experience
poorer health outcomes overall. Whilst measures of health compare well to England averages across
Cambridgeshire and Peterborough, residents’ health varies considerably across these areas. Generally
speaking, residents in Fenland and in Peterborough have the poorest health, and South
Cambridgeshire tends to have the best health. Cambridge City has high health inequalities. However,
most of the local population who are in poor health live outside of the most deprived areas. There are
struggling households everywhere, including in areas not considered deprived as a whole". Life
expectancy and healthy life expectancy have seen little improvement over the last ten years and there
have been no improvements in health inequalities linked to deprivation. This reflects patterns across
England.

Ethnicity

People from a White background are more likely than other groups to report that their general health
is ‘not good’ (fair / bad / very bad); 17% in Cambridgeshire and 20% in Peterborough. People from an
Asian background are more likely to report ‘not good’ health in Peterborough compared with
Cambridgeshire (no statistical significance has been applied to these figures). Asian people and people
from a mixed ethnic background are the most likely to report good health in Cambridgeshire whereas
in Peterborough it is Black people who are most likely to say their health is good. Across the district
areas, Fenland is notable for having the poorest overall health in all ethnic groups.’

Cambridgeshire and Peterborough as a whole is an ethnically diverse area, and this diversity is most
apparent in the cities and less so in more rural areas. In Cambridge, in 2021, 74.6% of the population
describe their broad ethnic group as White, with a very similar proportion in Peterborough (75.4%).
This is lower than for England as a whole, where 81.0% of the population is White.

The changing pattern in ethnicity is partly driven by changes in the younger age groups. Across
Cambridgeshire, 27% of people from a White ethnicity are 24 or under (28.4% in Peterborough), but
other ethnic groups tend to be younger overall. Most notably, people in the ‘mixed’” broad ethnic
group are very likely to be under 25 — 61.4% in Cambridgeshire (64.0% in Peterborough).

Itis well-documented that racialised communities face inequalities in their experiences and outcomes
in mental health. Existing data show overrepresentation and ethnic disproportionality for certain
mental health difficulties (Khan et al., 2017), differences in access and use of mental health services
(Kapadia, et al., 2022), slower rates of recovery, and higher rates of unemployment following a period
of treatment (Morgan et al., 2017).

Disability and special needs

More than 145,000 people across Cambridgeshire and Peterborough are disabled under the Equality
Act and living with a disability that either affects their day-to-day activity a little or a lot (16.2% of
usual residents). 6.1% of people in Cambridgeshire (40,853 residents) and 7.9% of people in
Peterborough (14,875 residents) are living with a disability where day-to-day activity is limited a lot,
compared to 7.5% nationally.”

16



2022/23 data show that in Cambridgeshire 16.8% of pupils have an identified Special Educational Need
(SEN) (this includes SEN support and education, health and care (EHC) status) and in Peterborough
this figure is 14.5% of pupils. This compares to 17.1% nationally (dashboard data shown: 83.2%, 85.5%
and 82.9% with ‘no SEN’ respectively).

In Cambridgeshire 5.3% of pupils have an identified SEN and an EHC plan in place. This compares to
3.8% of pupils in Peterborough and 4.2% nationally.

Analysis of pupils with EHC plan status shows that ‘autistic spectrum disorder’ is the primary need
locally and nationally (24.4% of EHC pupils in Cambridgeshire, 41.9% Peterborough and 32.2%
England).

In Cambridgeshire, this is followed by ‘social, emotional and mental health’ needs (17.9% of EHC
pupils) and ‘speech, language and communication’ (14.4%). England also has these two categories,
along with autism, as its most cited primary need for EHC pupils. In Peterborough, however, ‘speech,
language and communication’ (11.3%) and ‘moderate learning difficulty’ (10.3%) are the second and
third most common primary need for pupils with EHC plan status.

In addition to pupils with Education, Health and Care (EHC) plan status, there are many other pupils
who require SEN support. In Cambridgeshire 11.5% of pupils have SEN support (no EHC plan). In
Peterborough 10.7% of pupils have SEN support (no EHC plan). This compares to 12.9% of pupils
nationally.

In Cambridgeshire, the most common category of primary need for SEN support is ‘social, emotional,
and mental health’ needs, 21.7% of all SEN support pupils (compared to 19.8% in Peterborough and
21.0% in England).

In Peterborough, the most common category of primary need for SEN support is ‘speech, language
and communication’, 28.4% of SEN support pupils (compared to 18.3% in Cambridgeshire and 25.5%
in England)"".

Gender and sexuality

In this age group, gender has a high influence on mental health outcomes. In the 16-24 age group, we
can see stark differences in, for example, rates of common mental health disorders between young
men and young women, as measured by the CIS-R? score:

2 The CIS-R is an interviewer administered structured interview schedule covering the presence of non-psychotic symptoms
in the week prior to interview. It can be used to provide prevalence estimates for 14 types of CMD symptoms and six types
of CMD, together with a continuous scale that reflects the overall severity of CMD psychopathology.
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CIS-R score of 12 or more, by age and CIS-R score of 18 or more, by age and

sex. 2014 sex. 2014
30 16 15.1
26

25 14
12
20 10
15 8

10 1 6 42
4

5 X I
0 0

16to24 25to034 35to44 45to54 55to64 16to24 25to34 35to44 45to54 55to 64
B Men Women H Men Women
34

We can see that young women are significantly worse affected by common mental health problems,
particularly those problems requiring treatment. Though this data is over 10 years old, there has been
a substantial rise in the number of children and young people in England who are likely to have
diagnosable mental health conditions and we can see the role gender has played in this change in the

chart below:
16- to 24-year-olds CIS-R score by sex, over time
30
25
20
15
10
= [ = B
0 o
Men Women Men Women
CIS-R 12 or more CIS-R 18 or more

m 1993 m2000 m2007 m2014

In the above survey, people were not asked whether their gender is different to that ascribed at birth,
and therefore does not tell us about the experience of trans and non-binary young people.

However, we know that LGBTQ+ people are disproportionately affected by mental ill health, across
the spectrum of LGBTQ+ identities and the range of mental health problems. In one study half of
LGBTQ+ young people had experienced suicidal thoughts and actions, and 43% had self-harmed
(Dennell et al., 2018).

3 CIS-R score of 12 or more is the threshold applied to indicate that a level of CMD symptoms is present such that primary
care recognition is warranted

4 CIS-R score of 18 or more denotes more severe or pervasive symptoms of a level very likely to warrant intervention such
as medication or psychological therapy

18



Studies indicate very high rates of mental health problems among transgender people, with 88% of
respondents showing symptoms of depression and 75% of anxiety compared with 20% of people in
the UK general population (McNeil et al., 2012). 96% of trans young people felt that they had
experienced a mental health problem or associated behaviour, with high rates of anxiety (84%), stress
(72%), and depression (74%) (Dennell et al., 2018).

The Kite Trust conducted research about the experiences of young people seeking mental health
support and treatment. They found that:
e LGBTQ+ young people’s journeys to accessing mental health support are long and complex
e LGBTQ+ young people face barriers in even initiating a search for mental health support
e Once accessing services, LGBTQ+ young people’s needs are not adequately met
e Staff lack specific knowledge and understanding relating to LGBTQ+ identities and experiences
e LGBTQ+ young people face different and additional barriers related to other factors such as
age or neurodivergence
e Wider networks like friends, family and colleges can play a key role in accessing mental health
support
e LGBTQ+ young people have clear ideas about what good support looks like for them and how
services can better support them. (The Kite Trust 2022)

Young people’s mental health

Definitions

Common mental health conditions are defined as depression and anxiety disorders, including
generalised anxiety disorder, phobias, social anxiety, obsessive-compulsive disorder, and post-
traumatic stress disorder

Severe mental illnesses are long-term health conditions that have a substantial impact on multiple
aspects of people’s lives. This term is commonly used to describe diagnoses of bipolar disorder and
psychotic disorders, but can also include conditions such as anxiety, depression, and eating disorders
when the impact is severe. "l

Trends in rates of mental ill health

Nationally, the rates of probable mental ill health for young people aged 16 to 25 can be explored
most reliably using two NHS surveys; The Mental Health of Children and Young People and the
National Study of Health and Wellbeing, also known as the Adult Psychiatric Morbidity Survey (APMS).
These surveys use different methods, and so show different prevalences. We will explore the findings
of both surveys and apply these to young people in Cambridgeshire and Peterborough.

The Mental Health of Children and Young People

The last full survey was completed in 2017, but since then there have been four follow-up reports. The
last of these was completed in 2023. The follow-up reports are based on information gathered from
children and young people who took part in the 2017 survey.

The wave four report showed that after arise in prevalence between 2017 and 2020, rates of probable
mental disorder remained stable in all age groups between 2022 and 2023.

Overall however, there has been a substantial rise in the number of children and young people in
England who are likely to have diagnosable mental health conditions. In 2023, about 1 in 5 children
and young people aged 8 to 25 years had a probable mental disorder. This was 20.3% of 8- to 16-year-
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olds, 23.3% of 17- to 19-year-olds and 21.7% of 20- to 25-year-olds. Among 8- to 16-year-olds, rates
of probable mental disorder were similar for boys and girls, while for 17- to 25-year-olds, rates were
twice as high for young women than young men.™

While commentators say that the impacts of the COVID-19 pandemic and the current cost-of-living
crisis have exacerbated mental distress in young people, rates were rising prior to these global events.
Some factors that may be contributed include increases in poverty among children and young people,
greater pressures on families and family dysfunction, and pressures on young people such as an
increasing exam-oriented school system (Parish et al 2020).

Based on these prevalence rates combined with 2021 population estimates, we could expect the
numbers of young people with mental ill health aged between 16 and 25 in Cambridge and

Peterborough to be as shown in the table below:

20 21 22 23 24 25 TOTAL
21.7 21.7 21.7 21.7 21.7

Prevalence % % %
Cambridge 261 300 492 1072 | 917 911 951 841 754 727 7227
E Cambs 205 223 216 158 132 143 172 179 182 192 1802
Fenland 205 257 239 199 192 196 235 239 239 247 2249
Hunts 410 444 418 331 312 328 376 404 447 424 3894
S Cambs 406 439 417 321 232 245 264 309 314 345 3291
P'boro 556 647 563 494 434 466 501 547 575 608 5391
TOTAL 2042 | 2310 | 2344 | 2575 | 2219 | 2288 | 2499 | 2521 2512 2542 | 23853

This shows the number of young people likely to have a mental health disorder across Cambridgeshire
and Peterborough, estimated using the Mental Health of Children and Young People survey, is over
23,000.

The National Study of Health and Wellbeing

The Adult Psychiatric Morbidity Survey (APMS), now known as the National Survey of Health and
Wellbeing, provides data on the prevalence of both treated and untreated psychiatric disorder in the
English adult population (aged 16 and over). The 2014 survey* is the fourth in a series and was
conducted by NatCen Social Research, in collaboration with the University of Leicester, for NHS Digital.
The survey used a robust stratified, multi-stage probability sample of households and assesses
psychiatric disorder to actual diagnostic criteria for several disorders.

Overall, around one in six adults (17 per cent) surveyed in England met the criteria for a common
mental disorder (CMD) in 2014.

The survey presents prevalence differently to the children and young people’s survey. Prevalence
rates are given for the 16 to 24 age range, and the 25 to 34 age range. Prevalence rates are given for
any common mental disorder, and then separately for less common disorders.

The first survey was done in 1993. Looking back, for the 16 to 24 age group, rates of common mental
disorders have risen from 15% in 1993 to 19% in 2014. This rise is driven by the rise in rates for women
aged 16 to 24, from 20% in 1993 to 28% in 2014. Data is not available for trans and non-binary people.
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Based on the 2014 prevalence rates of common mental disorder, we could expect the rates for 16- to
25-year-olds in Cambridge and Peterborough to be as shown in the table below:

Age 16

Prevalence

%
Cambridge | 243 243 399 869 799 793 829 733 657 637 6202
E Cambs 191 181 175 129 115 124 150 156 159 168 1547
Fenland 191 208 194 162 168 171 205 208 208 216 1930

Hunts 382 360 339 269 272 285 327 352 389 371 3346
S Cambs 378 356 338 260 202 213 230 270 273 302 2822
P'boro 518 525 456 401 378 406 437 476 501 532 4630
TOTAL 1902 | 1874 | 1901 | 2089 | 1933 | 1992 | 2177 | 2195 | 2188 | 2226 | 20477

There is no update on these prevalence rates since 2014. A new survey was completed in 2023 but
has as yet not been published. However, the children and young people’s survey has shown rising
rates of mental health symptoms since 2014.

In relation to common mental disorders, the adult psychiatric morbidity survey also measures the
severity of symptoms. This shows that of 16—24-year-olds, 17.3% will have a common mental disorder
with symptoms of a level likely to benefit from acknowledgement and possible intervention and 9.5%
will have a common mental disorder with severe symptoms that would almost certainly benefit from
intervention and treatment, according to clinical guidance. This would suggest that in Cambridgeshire
and Peterborough, the following numbers of young people between the ages of 16 and 25 need
intervention and treatment for common disorders (based on 2014 prevalence estimates, which
evidence suggests are significantly lower than current prevalence):

Cambridge 3116
E Cambs 777
Fenland 970
Hunts 1681
S Cambs 1418
P'boro 2326
TOTAL 10287

The prevalence considered above does not account for less common mental disorders. The table
below shows the prevalence of these disorders amongst 16- to 24-year-olds, as applied to the

Cambridgeshire and Peterborough population in 2021.

Mental health Problem Prevalence in 16- to 24- Estimated number of 16-
year-olds to 25-year-olds in
Cambridgeshire and
Peterborough
Post traumatic stress disorder positive screen 8.0%* 8663
Probable psychotic disorder 0.5% 541
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Antisocial personality disorder positive screen (18- | 4.9% 4327 18-25-year-olds
24)

Borderline personality disorder positive screen (16- | 5.7% 6172
24)
7+ bipolar disorder characteristics at the same time | 3.4% 3681

and this is causing problems

Prevalence of any eating disorder 17-25 (17-19: | 8.0%** 7843 17-25 year-olds

12.5%, 20-25:5.9%)
*Among women, the likelihood of screening positive for PTSD was particularly high among 16—-24 year olds (12.6%), and then
declined sharply with age (to 0.8% of women aged 75 and over). 33% of women aged 16 to 24 had experienced trauma

**This is the combined prevalence, worked out by estimating prevalence amongst 17-19 and 20-25 populations separately,
as outlined in the first column.

Age of onset

Most mental disorders have a typical onset between 12 and 25 years of age, highlighting the
importance of this period for the development, diagnosis, and treatment of mental ill-health. This is
strikingly shown in the graph below, taken from Uhlaas et al 2023:
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Personality

0.05 disorders
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disordersg
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Age

Distribution of age of onset of mental disorders in the general population based on the meta-analysis by Solmi et al.: Meta-analytic
epidemiologic proportion (y-axis) for anxiety disorders (5.5/15.5 years), substance use disorders (19.5 years), schizophrenia/psychotic
disorders (20.5 years), eating disorders (15.5 years), personality disorders (20.5 years), obsessive-compulsive (14.5) and mood disorders
(20.5 years) (ICD-10 blocks). The dotted horizontal lines represent the peak age of onset for each diagnostic category Taken form Whlaas et
al 2023.

Combining this understanding of peak incidence of major mental disorders with clinical understanding
of the by the “highly plastic properties of neural circuits and associated cognitive and behavioural
processes during youth” leads Uhlaas et al to make a compelling case for focusing early intervention
interventions on this age group.

Self-harm
In 2022, a local collaboration of charities, Fullscope, published a report about self-harm amongst
young people in Cambridgeshire and Peterborough. They presented data showing that the number of
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young people between the ages of 10 — 25 attending Cambridgeshire and Peterboroughhospitals for
self-injurious behaviour, and subsequent admittance, are amongst the highest in England. Nationally,
24% of young people report ever having self-harmed at the age of 17. Local services presented high
levels of reported self-harm in their assessments*.

The National Study of Health and Wellbeing shows 2014 rates of ever experiencing self-harm t be 9.7%
of 16- to 24-year-old men and 25.7% of women™".

Risk factors for self-harm included gender, with high rates amongst girls, LGBTQ+ identities, some
ethnicities, neurodiversity, and socio-economic deprivation. Teachers report feeling ill-equipped to
talk with young people about self-harm*.

Suicide risk

Currently, the Cambridgeshire and Peterborough Public Health Directorate are conducting an audit of
suicides in the area. They shared emerging data and findings with the review. 30 people aged 16-25
died by suicide in Cambridgeshire and Peterborough between 2019 and 2021, making up
approximately 15% of all suicides over this time period (16-24-year-olds account for 12% of all people,
but note that rates in children are very low, so this represents a higher risk amongst young people).
Two thirds of these people were over 20, and two thirds were male. A third of the people who died
were not from the UK. Approximately 1 in 4 young people were believed to be neurodiverse.

83% of young people had mental health issues prior to their death by suicide. The most commonly
observed diagnoses were depression, anxiety and personality disorder. 60% of those with mental
health issues were known to mental health services.

The most commonly accessed mental health services were:
e First Response Service
e Primary Care Mental Health Service
e Liaison Psychiatry
e  Crisis Resolution Home Treatment Team.

Very few young people were recorded as having had contact with CAMHS/YOUnited. Two in three
young people known to mental health services had contact with services within a month of their
death. 60% of those struggling with their mental health had spoken to their GP about their mental
health. Approximately half of young people who died by suicide had a history of self-harm, with almost
all of these having at least one episode of self-harm believed to be a suicide attempt.

In terms of risk factors, there was high incidence of adverse experiences, social struggles, relationship
breakdown and economic problems*".

The determinants of mental ill health in young people
Above, when discussing demography, we note some young members of the community at higher risk
of mental ill health. This is explored in detail in the Cambridgeshire and Peterborough mental health
needs assessment. We should consider these amongst the many risk factors:

e Gender

e Socio-economic deprivation of area

e Disability and ill health

e Poverty and financial insecurity
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e LGBTQ+ identities

e Insecure or absence of housing

e Being not in education, employment or training
e Contact with the Criminal Justice system

e Being a victim of abuse or crime

e  Providing unpaid care

e Experiences of care

Broadly, prevalence of mental health problems increases markedly as layers of disadvantage are
factored in.

Access to treatment and support is also unequal. An analysis of inequalities in the two contact access
rate (the number of children and young people who have received at least two contacts with a mental
health service, following a referral) in 2020/21 showed that that greatest inequalities in access to
services in Cambridgeshire and Peterborough were by age and ethnicity. Inequalities by deprivation
and gender were larger in Cambridgeshire and Peterborough than in other areas in the East of
England™.

National research suggests that children with complex or less well-understood needs, which do not fit
clearly into diagnostic categories, may find it harder to access specialist support from the NHS. This
includes support for children with conduct disorders (Crenna-Jennings & Hutchinson, 2019). This
means that some individuals ‘ricochet around services’ and do not receive a good level of care
(Children and Young People’s Mental Health Coalition & Centre for Mental Health, 2022).

While we cannot know how many young people between the ages of 16 and 25 have mental health
problems, we can use high quality national surveys to offer us estimates and given both a rising
population of young people and rising rates of mental health symptoms amongst young people, we
should assume that ours are underestimates. We expect there to be well over 20,000 young people in
the area with mental health problems (i.e. who would be diagnosed with a mental health problem if
they were to be assessed) and of these, over 10,000 would require treatment and support.

Around a quarter of young women have self-harmed in their lives, and young people are at heightened
risk of death by suicide.

We should also be aware of much higher rates of mental ill health for some young people. This is
broadly speaking young people who have faced deprivation, health problems or disability, trauma and
those who have been marginalised, discriminated against or “othered”. Young people in these
situations will often have multiple intersecting problems. For example, Centre 33’s data for this review
(see below) shows that of all young people going to the Centre for help, 91% had a mental health need,
and 72% had another level of complexity.

We take from this brief review of the data that there are large numbers of young people who need
treatment and support with their mental health, and furthermore that complicated and intersecting
needs are very prevalent.
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A complete evidence review was beyond the scope and capacity of this review. Other work has been
done in recent years, as part of the writing of the Cambridgeshire and Peterborough Children and
Young People’s Mental Health Strategy, and the Mental Health Needs Assessment, to identify
evidence-based practice. This section provides a brief overview of what we know from such evidence.

Treating mental ill health

The National Institute for Health and Care Excellence are the national experts on evidence-based
practice. Their core purpose is to help health and social care practitioners and commissioners identify
best practice for health and care services against a backdrop of value for money. They provide and
regularly update guidance that is rigorously and independently assessed.

NICE guidance is generally presented by diagnosis. Where diagnoses are recognised as being
applicable to both children and adults (e.g. for anxiety), there is separate guidance for children and
young people (often aged 5 to 18) and for adults. Where diagnoses are more often applicable to
children there is generally only guidance for children.

In this report, we will not summarise the NICE guidance for each of the diagnoses we explored the
prevalence of in previous chapters of this report. They are easily found on the NICE website. The table
below gives readers an overview of the guidance for some mental disorders, to give a sense of the
kind of treatment and support NICE would commonly recommend:

Disorder ‘ NICE recommends

Common mental | Primary and secondary care clinicians, managers and commissioners should
disorders™ collaborate to develop local care pathways that promote access to services for
people with common mental health disorders. NICE provide specific guidance
in relation to:

e Improving access to services (e.g. integrated across primary and
secondary, clear criterial, focused in entry rather than exclusion, easily
referred or self-referred to)

e Providing appropriate and accessible information about the local offer

e Ensuring coordination and continuity of care with designated health
professionals overseeing care

e Provide services in a variety of settings

e Overcoming barriers to access

e Considering modifications (e.g. language, use of technology)

e Consider cultural sensitivity and appropriateness

Post-traumatic Step 1: Identification, assessment, psychoeducation, active monitoring;
stress disorder™ | referral for further assessment and interventions.

Step 2: Support groups, educational and employment support services; referral
for further assessment and interventions. Trauma-focused CBT or EMDR.

Step 3: Support groups, befriending, rehabilitation programmes, educational
and employment support services; referral for further assessment and
interventions. Trauma-focused CBT, EMDR, drug treatment.
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Generalised
anxiety
disorder*ii

Step 1: Identification, assessment, psychoeducation, active monitoring;
referral for further assessment and interventions.

Step 2: Support groups, educational and employment support services; referral
for further assessment and interventions. Individual non-facilitated and
facilitated self-help, psychoeducational groups, self-help groups.

Step 3: Support groups, befriending, rehabilitation programmes, educational
and employment support services; referral for further assessment and
interventions. CBT, applied relaxation, drug treatment, combined
interventions, self-help groups.

Borderline
personality
disorder™

People with borderline personality disorder should not be excluded from any
health or social care service because of their diagnosis or because they have
self-harmed. Services should promote autonomy and choice. There should be
an aim to develop an optimistic and trusting relationship with the person,
which is consistent and reliable. Work should be done to manage endings and
support transitions. Community mental health teams should be responsible for
assessment. Brief psychotherapeutic interventions should not be used, and
any psychological treatment should use an explicit integrated theoretical
approach, following NICE guidance and from a supervised therapist. Drug
treatment should not be used specifically for BPD.

Mental health trusts should develop multidisciplinary specialist teams and/or
services for people with personality disorders. These teams should have
specific expertise in the diagnosis and management of borderline personality
disorder. This team should work with CAMHS to develop protocols for
transition.

Bipolar disorder™

NICE offers extensive guidance and draws attention to adjusting the to the
needs of people from racialised communities, women and girls of childbearing
age, neurodiverse people, people with learning disabilities and other people
with varying needs.
The guidance otherwise indicates:
e Support around education, finances and employment, and planning
for extra support during periods of instability
e Support for carers
e Establishing long term relationships and long-term planning and
review of care
e Evidence-based psychological interventions (CBT, IPT, behavioural
couples therapy) from specifically trained therapists
e Monitoring of physical health
e Developing risk management plan, including the person’s own coping
strategies
e  Crisis support
e Drug treatments dependent on phase of illness (see guidance)
e Electroconvulsive therapy
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Depression™ Step 1: ldentification, assessment, psychoeducation, active monitoring;
referral for further assessment and interventions.

Step 2: Support groups, educational and employment support services; referral
for further assessment and interventions. Individual facilitated self-help
(including potentially for women during pregnancy or the postnatal period),
computerised CBT, structured physical activity, group-based peer support
(self-help) programmes (for people with depression and a chronic physical
health problem), antidepressants, self-help groups.

Step 3: Support groups, befriending, rehabilitation programmes, educational
and employment support services; referral for further assessment and
interventions. CBT, IPT, behavioural activation, behavioural couples therapy,
counselling, short-term psychodynamic psychotherapy, antidepressants,
combined interventions, collaborative care (for people with depression and a
chronic physical health problem), self-help groups. Discuss with the person the
uncertainty of the effectiveness of counselling and psychodynamic
psychotherapy in treating depression.

Obsessive Step 1: Identification, assessment, psychoeducation, active monitoring;
Compulsive referral for further assessment and interventions.
disorder™ Step 2: Support groups, educational and employment support services; referral

for further assessment and interventions. Individual or group CBT (including
ERP), self-help groups.

Step 3: Support groups, befriending, rehabilitation programmes, educational
and employment support services; referral for further assessment and
interventions. CBT (including ERP), antidepressants, combined interventions
and case management, self-help groups.

Panic disorder™i Step 1: Identification, assessment, psychoeducation, active monitoring;
referral for further assessment and interventions.

Step 2: Support groups, educational and employment support services; referral
for further assessment and interventions. Individual non-facilitated and
facilitated self-help, psychoeducational groups, self-help groups.

Step 3: Support groups, befriending, rehabilitation programmes, educational
and employment support services; referral for further assessment and
interventions. CBT, antidepressants, self-help groups.

See the Cambridgeshire and Peterborough Mental Health Needs Assessment for more information
about evidence-based practice for treating mental ill health.

Evidence based mental health support for young people
We provide here an overview of some of the research evidence about how treatment and support,
should be adapted for the needs of young people.

An effective system
Nationally, policy makers and researchers describe an effective local mental health and wellbeing
system as having these characteristics:
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e Transparency and accountability; a visible governance structure, with open lines of
communication and regular updates against measurable priorities and targets

e Joined up planning and working- from coordinated commissioning to linked services for
children, young people and families

e Evidence-based working- choosing interventions that are proven to work, and delivering them
as intended

e Having a culture of continuous improvement

e Involving children, young people and families meaningfully at all levels in the system- from
individual goal setting and decision-making to commissioning decisions

e Ensuring that all interventions fit with the wishes of children and young people

e Removing barriers to access and having simple structures

e “One-stop shop” arrangements where children, young people and families can access
information, advice, support and treatment

e Good access routes between education settings and specialist mental health services

e A mental health system without tiers.*"

Young adults’ mental health
NICE gives guidance on how young people should be supported to transition from children’s to adults
health service. The overarching principles include:
e |nvolve young people and their carers in service design, delivery, and evaluation
e Ensure transition support is developmentally appropriate taking a wide variety of factors into
account
e Ensure transition support is strengths-based and cognisant of support the young person has
available
e Use person-centred approaches
e |nvolves close working, information sharing and joint planning between health and social care
managers in children’s and adults’ services. (NICE 2015)

Academic research nationally and internationally highlights concerns that mental health support for
young adults can be fragmented and inadequate, and that young people and their families experience
frustration and difficulties (Anderson et al 2022). Young people experience long delays, disruption or
fail to transition at all (Appleton et al 2019). One study found that only around a quarter of young
people transitioned from CAMHS to AMHS, with alternative destinations including community-based
services, private care or primary care. Multiple changes of service were common (Appleton et al 2019).

“young people were poorly prepared for transition and experienced poor continuity of care” (Appleton
et al 2019)

Also, poor transition could result in poor later engagement with adult services, with high levels of
disengagement by young people. This disengagement was also in part due to a significant difference
in culture between services, which acted as a barrier to engagement.

Some young people fall through the gap between services, commonly because of the following groups
of reasons:
e Systematic barriers to continuity of care; not being ill enough for AMHS, inadequate service
provision in CAMHS and lack of joined up care between services
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e Problems with the quality of care received, such as not receiving appropriate care whilst in
services, not being adequately prepared for CAMHS to end, or being put of reaching out for
care in future. (Appleton et al 2020)

Young people who “fell through the gaps” commonly felt abandoned, struggled to manage continued
care and had problems with medication. Their parents and families reported significant emotional
impact and found themselves stepping into an active role in their young person’s care.

National policy developments for young people’s mental health

The Five Year Forward View for Mental Health (2016) set out recommendations for parity of esteem
between physical and mental health across all age groups; tackling inequalities; and for cross-
Governmental actions on the wider determinants of health, including housing and social inclusion.
This strategy was built on in the NHS Long Term Plan and NHS Mental Health Implementation Plan
2019/20-2023/24, which set out new integrated models of community mental health care. This plan
sets the following target for services:

“There will be a comprehensive offer for 0—25-year-olds that reaches across mental health services for
CYP and Adults”

Research and evidence tell us what works in terms of treatment of different mental health problems. However,
both guidance and research also indicate that we need to work differently with young people transitioning from
childhood to adulthood. Services should be joined up, accessible, holistic, and person-centred. Young people risk
falling through the net at this age and missing vital opportunities to reduce mental ill health, and there should
be a focus on reducing barriers to access.

4.4 Mental Health Services for young people in Cambridgeshire and Peterborough

In this chapter we describe the main mental health treatment and support providers in
Cambridgeshire and Peterborough who shared data with us. We focused on those mental health
providers that were funded by the Integrated Care System but acknowledge both that there are many
providers funded by philanthropic sources or privately, and also that many services additionally
provide mental health support alongside their other activities (e.g. colleges, youth services, special
needs services). All service descriptions and data were taken from either the mental health needs
assessment, or service websites, and were sent to each team for review and comment.

Adult Community Mental Health Services

What this service does

Community mental health teams (CMHTs) support people living in the community who have complex
or serious mental health problems. Patients are able to step down to primary care as their
circumstances improve. CMHTs are multidisciplinary; staff can include psychiatrists, social workers,
nurses, allied health professionals, psychologists, pharmacists and peer workers.

CMHTSs are organised into locality teams that support people aged 17 and over, who are ‘experiencing
symptoms of moderate to severe mental illness’. These community mental health teams accept
referrals from the Primary Care Mental Health Service (PCMHS), First Response Service (FRS), crisis
team, inpatient wards, liaison psychiatry, other mental health teams or other health professionals.
This service introduced brief psychological interventions (BPI) for anxiety and depression, initial
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evaluations of which suggested they had a positive impact on patients in terms of wellbeing, anxiety
and mood.

Service Data
Since 2020, the number of people referred to, and supported by, core community mental health
services has increased in Cambridgeshire and Peterborough.

These increases have been followed by greater waiting times for core community mental health
services: in July 2023, 43% of people referred to core community mental health services were waiting
for 4 weeks or more since the last contact. The Cambridgeshire and Peterborough Mental Health
Needs Assessment shows there were over 6,000 open referrals for core community mental health
services in July 2023, and over 4,000 on case loads. A break-down by age was not available.

Cambridgeshire, Peterborough and South Lincolnshire Mind

What this service does

CPSL Mind (Cambridgeshire, Peterborough and South Lincolnshire Mind) provides a range of support
services and activities that promote good mental wellbeing as well as responding to mental health
crisis through the following services.

Good Life service

e Good Mood Café: an opportunity to meet new people, to share interests and wellbeing tips
in an informal space. Cafes are held in local cafes, outdoors and online.

e Calm Spaces: offer places to find guidance on self-help techniques which can help people to
ground themselves and feel better, both in that moment and in the future. Calm Spaces are
held in local community spaces and online.

e Peer Support Groups offering opportunity to share experiences together

e  Skills workshops focusing on anger management, anxiety management

e Speciality mental health support to those with a social care package

e Good Life Fund: offers grants of up to £1500 to people in our local community to help set up
groups that connect people, such as book clubs, craft classes, or activities that encourage
people to learn new skills.

e Quwell: online support and wellbeing community, which includes self-help resources and chat-
based counselling.

Sanctuary service

e 1:1support (telephone, face2face or virtual), to de-escalate mental health distress/crisis using
person-centred approach, safety planning

e Warm handovers and signposting to other services/organisations

e QOut of hours support (service is open 11am-11:30pm 7 days per week)

e Discharge Buddy service. This includes:

e Short-term 1:1 support following discharge from Fulbourn Hospital/Edith Cavell Centre, Crisis
Resolution Home Treatment teams and Liaison Psychiatry Service

e Support to reconnect with local community

e Goal setting, wellbeing planning
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Perinatal service
e 1:1support
e Peer support groups
o Workshops

Victim and Witness Support service
e Short term telephone support to victims/witnesses of crime whose mental health has been
negatively impacted by crime
o Wellbeing planning, resilience building

Community Personality Disorder service
e Co-facilitation of Is This For Me sessions (with REDS,CPFT)
e Co-facilitation of Making Connection (DBT) sessions,18 weeks
e Peer support groups, structured with co-produced topics

Community Connectors service
e 1:1 support for those that frequently access GP surgeries
o  Wellbeing planning
e Connections with local community to increase resilience

Service Data
The Cambridgeshire and Peterborough Mental Health Needs Assessment gives some data about

overall service use within the Good Life Service:

e (Calm spaces: an average of 34 attendances per month for the period January—July 2023

e From August 2022 to July 2023, the co-production team at CPSL mind has approved 32
applications to the Good Life Fund to be presented to the Good Life board.

e Attendances at Good Mood Cafés were an average of 459 per month from January to July
2023

e From August 2022 to July 2023, the Money Matters Service protected/generated £68,064 for
people accessing this service, through welfare benefits, tax credits or grants. This is an average
of over £17,000 per quarter.

e |n May to July 2023, 252 people used the Qwell service.

For the young people’s mental health review, the CPSL Mind Team analysed new referrals for 18- to

24-year-olds (8.6% of the general population) to all new referrals. The results are in the table below:

Service/dept Number of new | Percentage of Total individuals -
referrals aged | total new all age ranges
18-24yrs referrals for the

service

Victim and Witness 3 4.1% 73

Mental Health Community Connectors 4 3.5% 113

Community PD 26 32% 82

Perinatal 13 12.6% 103

Discharge Buddy 8 21.6% 37

Good Life (excluding Qwell/ GMC/CS) 4 12.1% 32
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Qwell (this also includes 25 yr olds due to | 401 49% 818
the way they report)

South Lincs 1 1.3% 75
Sanctuary 158 13.8% 1149
Training 0 0% 11

This shows that CPSL Mind see disproportionately higher numbers of young people in:
e Community PD
e Perinatal
e Discharge Buddy
e Good Life (excluding Qwell/ GMC/CS)
o Qwell

CAMEO

What this service does

CAMEO (Cambridgeshire and Peterborough Assessing, Managing and Enhancing Outcomes) provides
support for people who are experiencing their first episode of psychosis or at risk of developing
psychosis. This service is open to people aged 14 to 65.

Service Data
The number of open referrals and caseload has declined by 25% in July 2023, compared to March
2019. In July 2023 open referrals stood at around 200 people. An age breakdown was not available.

Centre 33

What this service does

Centres 33’s Someone to Talk to Service is a free, confidential, self-referral service which supports YP
(13-25) across Cambridgeshire and Peterborough. The Someone to Talk to Service addresses YP’s
presenting needs holistically including supporting with their mental health and emotional wellbeing
needs as well as wider determinants including employment, education, finance, housing, relationships
and sexual health. The Someone to Talk to Service is community based and provides open access
drops-ins without strict eligibility criteria YP need to meet.

The service assesses young people’s needs, develops co-produced plans, offers check in support,
counselling, wellbeing support (guided self-help/CWP), engagement and support and key worker
support.

As well as Centre 33 support being available via community based open access drop-ins, Cantre 33 is
a partner in YOUnited and accepts professional referrals (for getting help) into our mental health
interventions via the YOUnited Referral Hub.

Service Data
Centre 33 analysed it’s 2023 reach and service use data for 16- to 25-year-olds for this review. This
showed:
e 770young people in this age group accessing Engagement and Support services, 67% of all ES
clients were 16 to 25
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e 963 accessing mental health services, 35% of all mental health clients were 16 to 25
e 422 accessing Engagement and Support flexible mental health case work support for YP with
complex needs, 62% of all case work clients were 16 to 25
e 15 young people accessing keyworker support, 52% of all clients were 16 to 25
For clients of any age, mental health needs were the most common presenting need in a Centre 33
general needs assessment. 95% had a mental health need, and 72% had another level of complexity
(i.e. a mental health need alongside another presenting need).

In the general needs assessment that Centre 33 does, many needs are recorded. Those that were
higher for over 16’s by more than 10% (in order of scale of difference) were:

e Housing/ homelessness- 20% difference

e Aspirations 16% difference

e Jobs 16% difference

e Money/ benefits 15% difference

e Access to treatment 14% difference

e Low mood/ sadness 11% difference

e |[solation/ loneliness 10% difference

Child and Adolescent Services (CAMHS)

What this service does

CAMHS services run by CPFT, work with children and young people with a range of moderate to severe
mental health needs including anxiety, low mood, depression, self-harm, obsessive-compulsive
disorders, psychosis and the effects of trauma. The service is for children and young people up to their
17th birthday.

Children, young people and their families may be offered:

e Assessment and planned individualised treatment programmes for children and young people
experiencing severe persistent mental health problems and disorders

e Assessment, treatment and support for children and young people with mild to moderate
learning disabilities and/or complex health care needs and their families

e Family appointments to think about ways to resolve problems together

e Individual therapy for young people to help them understand their feelings better and find
new ways of coping

e Medication may be prescribed by a child and adolescent psychiatrist

e Mental health assessment and support

e Working closely with, and offer support for, other professionals about how best to help
individual children and young people

Service Data

In 2021 taproot were involved in data analysis to support the writing of the 2022-25 Children and
Young People’s Mental Health strategy. We received and analysed data about the referrals received
by 32 CAMHS teams in one year. The following groups of teams were included and resulted in the
following number of referrals in 2021. Note that number of referrals is not the same as number of
people. A referral is logged in the system when someone makes a request form the team to work with
the child or young person. Team data was not made available by age.
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CAMHS assessments 1,236
Core treatment teams 1,255
Teams supporting disabled children and Neurodiverse children and young people 814
Teams offering specialist help 932
Teams responding in a crisis or urgent situation 1,802

A review carried out by the Children’s Commissioner, published in 2023, explored how each Clinical
Commissioning Group (CCG) in England compared in terms of children’s access to mental health
services (Children’s Commissioner, 2023b). Cambridgeshire and Peterborough CCG were ranked as
the 21st worst performing by overall score, out of 106 CCGs. The per child spend on mental health
support was particularly low compared to other areas.

Community Crisis Services

What these services do

The First Response Service (FRS) provides support for people experiencing a mental health crisis and
is available 24/7. Support offered can include telephone support, a face-to-face assessment and
referral to other CPFT services

The crisis resolution and home treatment team (CRHTT) is a 24/7 service that provides intensive
support to people experiencing mental health crisis. They offer intensive home treatment rather than
hospital admission if safe and feasible. They also work to facilitate early discharge from hospital where
possible and appropriate

A mental health response car was introduced across Cambridgeshire and Peterborough in 2021. This
service is for people who call 999 when experiencing a mental health crisis and is staffed by a
paramedic and specialist mental health practitioner. This service was introduced as a joint initiative
between Cambridgeshire and Peterborough NHS Foundation Trust (CPFT) and East of England
Ambulance Service (EEAST)

People present at Accident and Emergency departments in mental health crisis.

Liaison psychiatry services provide psychiatric assessment and treatment to patients who may be
experiencing mental health conditions whilst in general hospital wards (such as emergency
departments and inpatient wards). They provide support for people who present with both physical
and mental health symptoms. National studies show that these services improve quality of care,
reduce the length of time people stay in hospital and reduce the risk of adverse events linked to mental
health

The Mental health Act is a law that allows people to be sectioned (detained in hospital) if they have a
mental health condition and need treatment, and certain conditions are met. There are different types
of sections, which have different rules about how long people can be detained.

Service Data

There has been a substantial decline in the number of referrals classified as ‘emergency’ since 2021.
There were 215 referrals in the 12-month period ending July 2023, 59% lower than the previous 12
months (520).
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e The number of unique referrals to accepted by FRS each month ranged from over 1900 in
October 2021, to below 1600 in April 2022. Whilst there has been trends towards lower
number of referrals from August 2021 to December 2023, although there was a spike in March
2023.The greatest rates of accepted referrals come from people in their late teens to early
thirties. There is a small number of people who have a high level of service use. This analysis
looked at the 1112 people who were in the 90th to 98th percentile of referrals, individuals
who had between 4 to 11 referrals between August 2021 and March 2023. This group is more
likely to be female and from younger age groups, compared to all people who have used FRS.

o Referrals to the CRHTT service are made from other mental health services, including the First
Response Services (FRS). The majority of accepted referrals to this service are from Accident
and Emergency, the community mental health team (adult locality teams) and adult inpatient
mental health services. Around 87% of these referrals lead to a face-to-face contact, a rate
that has remained relatively stable since June 2021. There is a particularly high rate of referrals
to the CRHTT for people in their early twenties in Cambridgeshire and Peterborough.

e There are two mental response cars, one based in the North (MA21) and the other in the
South (MA20). From June 2022 to August 2023, between 60 to 100% of occasions on car shifts
were situations where the use of Section 136 was avoided.

e In Cambridgeshire and Peterborough ICB, the proportions of Accident and Emergency
attendance for mental health and for self-harm have increased since December 2022. While
attendances primarily for mental health are similar to other eastern region areas, attendances
for self-harm appear to be higher in Cambridgeshire and Peterborough than other areas.

e Addenbrooke’s: referrals to liaison psychiatry have increased steadily since 2016, whilst
Hinchingbrooke Hospital and Peterborough Hospital: referrals to liaison psychiatry seem
relatively stable since 2021. Referrals are most often from the Accident and Emergency
department.

e In Cambridgeshire and Peterborough, there was a 25% decline in in the number of Mental
Health Act episodes in 2023/24, compared to the previous financial year. In 2023 there were
775 episodes of use of the mental health Act in Cambridgeshire and Peterborough.

Lifecraft

What this service does

Lifecraft is a user-led mental health organisation covering Cambridgeshire & Peterborough. They run
various services for individuals aged 17 or 18 and over (dependent on service), including support
groups and activities, counselling, employment support, a crisis and support helpline (Lifeline),
proactive telephone support calls and the county’s suicide bereavement support services.

Service Data

Member Services (groups, activities, counselling)
In 2022/23:

e 279 group or activity sessions held

e 108 people attended at least one group session

e Average seven to ten people attending each of our regular ongoing groups every week
e 40 people supported with counselling throughout the year.

4% of Lifecraft’s 243 members where the age is known are between the ages of 17 and 24.
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Lifeline
In 2022/23:
e This service took 8,749 calls and was open for 4,015 hours.
e Volunteers offered 2,904 hours of support.
e 710 people called Lifeline for the first time.
e The most common reasons for calling were isolation (19%), anxiety (14%), distress (8%) and
depression (7%).

The number of callers to Lifeline has increased from October 2022 to August 2023, but there has not
been a significant change in the number of first-time callers over this time. This does not necessarily
reflect an increase in mental distress in the population: Lifeline has increased their advertising over
this time period, and the number of calls taken by this service is impacted by the number of open
lines. However, anecdotal evidence suggests that callers to Lifeline has been more unwell and had
more complex experiences of distress.

2% of Lifeline callers (where age is known) are between 17 and 24. Age is not known for 63% of callers.

Peterborough Exemplar (2019 —2022)

Peterborough was chosen as the site of a two-year NHS England-funded pilot to transform the way
mental health support was delivered. Prior to the Exemplar, feedback to the SUN network highlighted
that people felt ‘bounced around’ different services and that often help was only available when they
became ‘unwell enough to hit... threshold’

The Peterborough Exemplar aimed to provide a sustainable, person-centred system of mental health
care for Peterborough, which delivers better access to a broader range of care options, reduced
demand for high level interventions, greater service efficiency, and improved patient experience and
outcomes.

Changes introduced as part of the Exemplar include: increasing the number of clinicians and multi-
disciplinary staff within Primary Care Mental Health Services (PCMHS), set mental health leads for
each primary care network, new group programme for people identifying with traits of personality
disorder, and the introduction of the dual diagnosis outreach team (DDOT).

Improvements as a result of the Peterborough Exemplar included:

e Enhanced professional relationships and partnership working between primary care and
mental health specialists.

e Reduced waiting times and increased attended contacts, compared to comparator sites.

e A range of new mental health services accessed directly from primary care, with a focus on
people with personality disorders. These services filled gaps and increased access for those
that had not previously reached specialist thresholds.

e Enhanced support for people stepping down from secondary care.

e Support to address social factors through new workers and better use of community assets.

e Increased focus on underserved populations from diverse ethnic groups.

The Peterborough model has not simply been replicated across the county as each district is unique.
However, neighbourhoods across the county will benefit from:
e Aninvestment in staffing in the CPFT Primary Care Mental Health Service (PCMHS), ensuring
every neighbourhood has a dedicated Mental Health Liaison Practitioner.
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e A new Advanced Nurse Practitioner per district working across PCMHS and Adult Locality
Teams, supporting the consultant psychiatrists with medical prescribing and advice and
guidance to GPs, as well as facilitating virtual clinics.

e Funding for time from a member of each primary care network to liaise with PCMHS.

e Liaison roles within CPFT’s Personality Disorder Service.

e The How Are You Digital & Community Engagement team and System Engagement Lead.

e The opportunity to develop a Neighbourhood Mental Health Hub, using expertise from
PCMHS, to support all professionals within a neighbourhood responding to mental health
need.

Primary Care Mental Health Service (PCMHS)

What this service does

The primary care mental health service (PCMHS, previously known as PRISM) provides specialist
mental health support for anyone between age 17 and 65 in Cambridgeshire and Peterborough.
PCMHS aims to give person-centred care that considers physical health and social care needs. Support
offered includes mental health assessments, brief interventions, advice on treatment and referrals or
signposting to other services where relevant

Peer support workers, who have lived/living experiences of health challenges, can provide a
supportive relationship.

Service Data

The number of referrals to PCMHS has been increasing steadily since June 2020. Before this time
period, the impacts of the COVID-19 pandemic meant that there was a substantial drop in referral
numbers. Access rates to PCMHS decreases by age, with young adults aged between 17 and 21 being
most likely to access this service. In 2023 there were around 1400 referrals a month to the service, up
by several hundred referrals per month since 2019.

Psychological Skills Service

What this service does

The Psychological Skills Service was introduced as part of the Exemplar. This service offers group
interventions, brief psychological interventions, psychological support work and advanced individual
therapy for people who previously fell between the gap of Talking Therapies and secondary care.
People can be referred in from a range of services, including Primary Care Mental Health Services
(PCMHS) and Talking Therapies.

Service Data
There are 69 people currently open to the PSS service who are aged 17-25.

Talking Therapies

What this service does

Talking Therapies (previously known as Improving Access to Psychological Therapies or IAPT, and later
locally as the CPFT Psychological Wellbeing Service) provides treatment for common mental health
conditions at the higher levels of the stepped care model (2). It was first introduced in 2008 and has
grown to support over 1.2 million people across England by 2021/22 (88).
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In Cambridgeshire and Peterborough, Talking Therapies can be accessed by anyone aged 17 or over,
without the need for a mental health diagnosis. People can self-refer into this service or be referred
in by CPFT professionals. Treatment offered includes:

e Low intensity interventions

e Cognitive behavioural therapy (CBT)

e Computerised cognitive behavioural therapy (cCBT)

e Virtual reality-based therapy

e Interpersonal therapy (IPT)

e Eye Movement Desensitisation Reprocessing (EMDR)

o  Wellbeing workshops and group treatments

This service also provides specialist support for people who are unemployed.

Service Data

In the final quarter of 2022/23, over 7,100 people in Cambridgeshire and Peterborough were referred
to Talking Therapies. 8 in 10 people who were referred to Talking Therapies began treatment (5,770).
Over half (55%) of this group went on to complete treatment (3,195).

The majority of people completing a course of treatment in Cambridgeshire and Peterborough Talking
Therapies show improvement. Around half enter ‘recovery’, which is recorded using range of clinical
measures which monitor symptom frequency and severity.

The recovery rate for under 18-year-olds has been substantially lower compared to all other age
groups. The recovery rate for 18-25 has been below 50% for most of the reporting periods.

YOUnited

What this service does

YOUnited offers support to children and young people aged 5 to 17 with their emotional wellbeing
and mental health. There are four partners involved: Cambridgeshire and Peterborough NHS
Foundation Trust (CPFT), Cambridgeshire Community Services NHS Trust (CCS), Ormiston Families and
Centre 33.

The YOUnited referral hub accepts referrals from all professionals working with children and young
people aged 5 - 17 with emotional wellbeing and mental health needs (CAMHS accept referrals up to
the young person's 17th birthday). Young people aged 17 to 25 can self-refer to Centre 33 or CPFT
Talking Therapies. GPs can make referrals for mental health assessments to CPFT's Primary Care
Mental Health Service for this age group.

Service Data
We received data about referrals received by YOUnited between April 2023 and March 2024. These
are shown in the chart below:
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YOUnited Hub and self-referrals to Centre 33; referrals received by age
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This shows 1,647 referrals for 16-25 year olds, 19% of all referrals. 35% of these referrals were self-
referrals to Centre 33.

We gathered what service data we could for this review. Not all services provided us with age-specific data about
service use, so we are unable to draw definitive conclusions about young people’s access to services.

Amongst services that could not provide an age breakdown, we did not receive a consistent set of time periods
within the data and cannot estimate numbers of young people accessing support and treatment. For example,
there were approximately 1,400 referrals monthly to the Primary Care Mental Health Service which offers support
to adults aged 17 to 65. There were around 1,200 new referrals to CAMHS in one year, which provides support
up to 17. There were around 4,000 open cases for Adult Locality Teams which work 18 to 65.

4.4 What does this information mean for the review? - The challenge areas
As phase two ended, we took stock of what we had learned, and collated the information from the
evidence into a set of “challenge areas” that we took forward to phase three. These challenge areas,
drawing on the stories and insights of young people, data about prevalence and services, and evidence
of best practice were:

e Challenge 1: Making accessing mental health support and treatment easier for young people.

e Challenge 2: A treatment and support offer that meets the diverse needs of young people

e Challenge 3: Meeting the needs of the large number of young people who need support

e Challenge 4: Offering help earlier for young people, to avoid problems reaching crisis levels

e Challenge 5: Ensuring young people and their families are listened to and involved

The evidence shown in this chapter and the list of challenges were reviewed and approved by the
steering group and taken forward for deliberation in phase three.
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5. Phase three; Coproduction of recommendations

In phase three, we worked with mixed groups of stakeholders to discuss the challenge areas identified
in phase two. Stakeholders were invited, via marketing distributed to the steering group, to come to
facilitated coproduction workshops.

The workshops were all online, as we have learned that in person

In phase three we worked

events tend to draw few attendees. However, stakeholders were

with:
offered the opportunity to ask for different kinds of engagement if
online meetings were not appropriate for them. 5 young people
7 parents/ family
32 people attended the workshops, including young people, members

parents, front-line professionals, service staff and commissioners. 20 professionals

At the workshops, attendees were fully briefed on the findings
from phase two and the challenge areas. They were invited, in small discussion groups, to explore
each of the challenge areas in turn. They then generated:

e lLongterm (10 year) ambitions for this area

e Medium term (5 year) goals for good progress

e Actions recommended in the coming three years

There was very active engagement in the workshops and attendees commented that the opportunity
to debate the issues with people with all kinds of lived experience had broadened their perspectives.
Over 800 recommendations were generated in the small group discussions.

These recommendations were subjected to a thematic analysis to identify groups of ideas. The
recommendations created in the workshops did not in fact track exactly to the five challenge areas
from phase two (as recommendations often met multiple challenges). The draft recommendations
coproduced in the workshops were taken to the steering group and approved for presentation to
service providers in phase four. They are shown below:

Set of aims Includes these recommendations

A strategic focus | 1.1 Services are planned by all sectors together

and investment in | 1.2 There is new investment in this age group, with a particular focus on
this age trialling early intervention

1.3 Feedback from young people and their families is regularly reviewed and
responded to at governance level

1.4 The governance is accountable for health equality

1.5 YP and their families are actively involved in service design

A YP offer that is | 2.1 Thereis easy and swift movement into and out of treatment and support,
age appropriate | and between different offers of treatment and support

and embraces | 2.2 Young people are offered real, informed choices in their treatment and
complexity support

2.3 There is more treatment and support proactively offered earlier, which
is shown to reduce escalation to crisis

2.4 Young people are offered choice of appointment times, location and the

format of support and treatment (group, online etc)
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2.5 Treatment and support is reliant on a diagnosis only when this is clinically
essential (i.e. when the treatment would be harmful without diagnosis)

2.6 There is an expanding range of kinds of treatment and support, devised
specifically with and for this age

2.7 Services are structured so as to be able to respond to multiple mental
health, medical, social and economic needs simultaneously

2.8 Different agencies proactively collaborate with each other to "wrap"
holistic offers around young people

Instantly
accessible
information  and
self-help

3.1 Young people are easily aware of mental health information, which is
proactively marketed to them

3.2 At first interest/ enquiry, young people and their families are offered high
quality information about mental health and resources for self-help

3.3 At first request for help, young people are offered immediate access to
information about support and treatment in their areas and online/ digital
help

3.4 At first request, parents, carers and loved ones are given high quality
information about mental health, support and treatment and support for
families.

Culture of respect
and transparency

4.1 The workforce is able to respond to young people and their families with
respect, actively listening to them and communicating with sensitivity

4.2 At every contact, young people and their families are offered the
opportunity to express their views and wishes, and to have these validated
and acknowledged.

4.3 Young people and their families are treated as knowledgeable partners
in shared decision making

4.4 At every contact, young people and their families are aware of feedback
mechanisms and how these are used for improvement
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6. Phase four; Action planning

Commissioners of the review were keen to ensure that the review
In phase four we worked

ith resulted in tangible action. It was clear from the level of interest and
with:

engagement that there was a willingness to make changes, and it was
3 young people important to take advantage of this momentum.

3 parents/ family
members

At the time of writing the mental health system in Cambridgeshire

. and Peterborough is under considerable strain from a combination of
35 professionals

rising demand and referrals, recruitment challenges and financial

pressures. Perhaps for this reason, engagement with workshops in
phase three by NHS colleagues had been limited. Phase four presented an important opportunity to
have specific and direct conversations with each of the key mental health provider teams identified
by commissioners.

Each team was asked to listen to the draft recommendations from phase three. They were also shown
existing data about their service from phase two and invited to edit and add to this data. These are
the service and data summaries shown in chapter 4.

The teams then took part in a facilitated discussion of the recommendations, and commented on the
extent to which:
e They could identify actions that they could take part in as a team, whether “in-house” or in
partnership with others
o The kind of additional resource they may need to take part in these actions
o The extent to which they agreed with the emerging recommendations.

Notes were made from these discussions and were shared with the teams immediately after the
meetings. They were asked to go away and discuss action plans further, before returning their
completed action plan within two or three weeks (depending on the date of the meeting).

Meetings were held with:
1. Adult Community Mental Health Services
CAMHS
Centre 33
Community Crisis Services
CPSL Mind
Lifecraft
Primary Care Mental Health Service
Psychological Skills Service

Lo NV R WN

Talking Therapies

Information about aligned activities in the “Preparing for Adulthood” workstream of the 14-25
Additional Needs Team was also submitted and included in the action planning process.

Three teams requested follow-up discussions, which were held, and a team from YOUnited also
requested a discussion, which was held.
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6.1 Level of buy-in to the recommendations by service providers

The recommendations were presented in meetings in an iterative way; each meeting contributed to
an emerging understanding of what might be viable. Taproot updated draft action plans throughout
phase four and shared enablers, barriers, and ideas across teams. In this way, areas of consensus were
identified, and barriers to change were explored.

All the professionals involved in phase four meetings were asked to comment on the draft
recommendations. There were specific comments about the viability of some areas, but there was a
broad consensus from all meetings that no recommendations needed to be removed or added.

6.2 Progressing from draft recommendations to the final recommendations and actions
All submitted action plans were merged into a single database and reviewed alongside each other.
Potential ideas for actions were developed, cross-referring between providers.

This resulted in another restructuring of the final recommendations, and many iterations of language
and tone, to capture a consensus position from the recommendations from phase three and the action
plans from service teams.

A final draft set of recommendations emerged. This was then sent to a group of young people and
parents who had volunteered to take part in final reviews. They commented on the recommendations
and another round of changes were made, largely in response to concerns from young people and
parents that:

e The recommendations were not ambitious enough, particularly in relation to the age
threshold. A long-term ambition to keep the age threshold and health equity under review
was added.

e The recommendations did not acknowledge the problems that young people and their
families experience in the system. As a result, we ensured that the challenges were clearly
described alongside the recommendations in our reports.

e The recommendations will not be acted on. We will highlight this concern and request
feedback to families about next steps.

The next draft of recommendations was then shown to representatives from children’s and adults
services for a final review, during which they were agreed.

6.3 The recommendations of this review

Firstly, we must acknowledge the fear voiced to us by young people and families, amongst others, that
this review would not result in action. Young people and their families took part enthusiastically and
positively in the review and shared often painful and difficult stories. They were present in every
coproduction workshop and offered pragmatic and reasonable suggestions, alongside stakeholders
from services. As a result, there is a level of expectation alongside some understandable scepticism.

We recommend that the Integrated Care Service provides regular updates to their community
stakeholders about their response to our recommendations and their intentions for action.
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Secondly, we make an overarching recommendation. Young people of this age require a different
mental health offer to that of older adults and of children. It is a period of high need, peak first
incidence of disorders, and unique brain development. Young people are less concerned, our review
found, about who is providing support and treatment (i.e. which agency, or service directorate), rather
what is being offered, and how it is being offered. We therefore recommend a cross-agency, cross-
directorate response is needed, and this needs to align into a single, clear and ambitious offer to young
people:

The Young People’s Mental Health Offer should be a set of joined up services that provide age-
appropriate information, guidance, treatment, and support for young people between 16 and 25. It
should emphasise early intervention to avoid crises, and flexibility to positively meet complicated needs
and lives

In order to achieve this offer, we recommend five areas of activity. For each, we explain how this area
emerged through the phases of the review, what we recommend in terms of tangible actions, who
may be involved and what the long-term ambition may be. The long-term goal (framed as a 10-year
ambition) will often extend beyond the immediate actions, and this suggests that a later review and
planning process (probably after three years) will need to be carried out to asses progress and refresh
plans.

Aim one; Leadership and Governance
Aim one is to create accountable, joined up governance of the Young People’s Mental Health offer
with a clear monitoring and evaluation role which is able to hold the wider system to account.

This aim acknowledges the findings of the review that NHS Children’s, NHS adults, Social care and
voluntary sector services are currently too disjointed both in planning and in delivery of young
people’s mental health services. Because this is the highest prevalence age of mental health problems,
especially for young women, this age group requires distinct focus. The challenges are large, with
needs rising since the pandemic, more young people needing treatment and support than the system
currently has capacity to work with, whilst many services are facing unprecedented financial and other
pressure. Innovative decisions are needed, but also, any new investment is likely to result in good
impact and therefore avoidance of longer-term problems and costs. This “invest to save” approach
will require excellent leadership, data, accountability, and community involvement.

Inequality is an intrinsic part of mental health, and the governance must be focused on health equality.
To do this, it must gather data consistently and assertively, and make active and continuous use of
this data.
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Partner roles Aim one long term
ambition

Aim one outcomes Aim one activities

1.1 Identify the strategic group that has leadership of the | ICS to lead
new Young People's Mental Health Offer and ensure | All relevant CPFT
meaningful representation of all the key stakeholders | and VCS teams to
and excellent lines of accountability to the rest of the | be represented
system.
1.2 Routinely gather the following data from all | ICStolead, withall
commissioned services: for presentation at the | commissioned

Cambridgeshire

and Peterborough
has a multi-agency
Young  People’s
Mental Health offer

Services are planned by all

governance group: services . .
sectors together I . which delivers age-
.| -Number of enquiries made committed to
The  govemance is . . - . and need-
-Number of referrals (inbound) received providing data in a . "
accountable for health . appropriate, joined
. -Number of referrals accepted consistent  way, . .
equality -Outcomes for young people rejected (especially tracking | ideally uploaded to up information,
Feedback from young treatment and
eople and their families is re-referral) a shared support to youn
peop i -Number of young people “completing treatment” (required | dashboard to upp ) young
regularly reviewed and o i people with mental
definition) make longitudinal
responded to at L . health  problems
-Number of young people achieving improvement as | data visible
governance level aged 16 to 25. The
) . demonstrated by ROMs .
YP and their families are . . offer is
. . . i All this data to be presented by Age, Gender, Ethnicity,
actively involved in service | . .. L transparently
desian disability and deprivation index of home address overned and
g 1.3 Ensure there is routine and meaningful sharing of the | ICS to lead, all g .
At every contact, young proactively

outcomes of all "experience of services" type | commissioned
monitoring for this age group to this governance group | services to submit
with an ongoing "you said, we did" feedback loop to | data

young people and parent involvement forums and
networks

accountable to
young people and
their families.
Young people have

people and their families
are aware of feedback
mechanisms and  how
these are wused for

improvement equal access to
ICS to lead,
inpoint, Rethink, | "ol healh
14 Make sure that participation, peer support and pinp . " | support as
. . Our Voices, CPSL
information networks (YP and parent/carer) are Mind and  SUN compared to other
resourced, well known across services and joined up people.
. Network to
with each other .
coordinate
representation

Aim two; Expand the offer
Aim two is about working together to develop a wider range of age-appropriate treatment and
support with new investment in early intervention.

It responds to the high levels of need and demand for mental health treatment and support in this age
group, the high levels of multiple, intersecting needs, the lack of capacity in the system and the
feedback from young people, supported by the data, that they are often reaching crisis point before
they get help. Young people told the review that they want to have more choice and a wider range of
treatment and support which includes creative methods. This aim makes a case for additional
investment in the mental health system for this age group and prompts the system to invest
particularly in early intervention services and to think beyond talking therapies to consider a wider
range of models of help. This should appeal more widely to young people in diverse circumstances,
who often find the existing offer inappropriate for their needs.

Meetings with service providers showed us that new projects or pilots can suffer from being too short
term or isolated. Pilot projects can struggle to overcome barriers between services. It is vital that new
initiatives are planned together, using expertise from all sectors, and that cross-agency buy-in is
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“baked in” from the start. This suggests some investment in bringing different sectors together in the
planning stages, and some partners will need resource to do this.

There were some project ideas that were particularly prominent in the review, and these are listed
below.
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Aim two outcomes

Aim two activities

Partner roles

Aim two long term

ambition

There is new,
additional investment
in this age group, with
a particular focus on

trialling early
intervention

There is more
treatment and support
proactively  offered

earlier, which is shown
to reduce escalation to
crisis

There is an expanding
range of kinds of
treatment and support,

devised  specifically
with and for this age
Services are

structured so as to be
able to respond to
multiple mental health,
medical, social and
economic needs
simultaneously

Different  agencies
proactively collaborate
with each other to
"wrap" holistic offers
around young people

2.1 Setup a group ("incubator group") that pulls in expertise from | ICS to lead

key partners (Voluntary Sector Organisations, Our Voices, | CPFT to send
pinpoint/Rethink, ALT, Cameo, CAMHS, public health, academic | clinical expertise
research) whose role it is to support the development of new | VCS/coproduction
evidence-based support and treatment offers- which will include | role needs
convening new partnerships, negotiating cross-agency working, | defining

and supporting the writing of funding bids. Areas that were of

interest to stakeholders include creative/nature-based therapies,

peer support models, as well as the two more prominent ideas

shown below. The incubator has an important role to ensure that

new projects are well understood across the system and have

immediate "buy-in", including from potential referrers or partner

agencies to the project.

2.2 New project idea 1: Young person friendly group work. All | Potential
providers of group offers in C&P expressed an interest in | providers are:
developing YP friendly group offers, but lacked capacity or critical | YOUnited ~ and
mass (enough young people) to make these happen. Bringing all | Centre 33
the services who have this interest together to look for potential | (engagement and
co-working arrangements cold make viable projects through | signposting).
pooled resources or application for extra funding. For example, | Group work: ALT,
barrier for some was lack of access to venues, for others was too | CPSL Mind,
few YP to reach critical mass, for others was poor reach for | Lifecraft, REDs
marketing. An approach where each agency brings "whatwe can | team. PCMHS
offer" and "what we need" to a planning forum.

2.3 New project idea 2: Expand and promote short term | Potential

interventions. Many services are increasingly offering a
meaningful mental health offer at first (or early) point of contact.
Several report that this approach works particularly well for
young people. They have different names but appear to speak to
the same idea- that of immediately offering the young person an
evidence-based support/treatment which helps them. This is
shown to reduce the need for re-referral. Services seem to be
developing these independently, and there are some services
that are interested in doing this work but are unsure of where to
start. In the first instance, some information sharing about what
such models look like and what the common denominators are
that affect quality and impact. The risk that these become a
“quick fix” for the current pressure on services must be mitigated.

providers are:
YOUnited, Centre
33, PCMHS, ALT,
PSS

2.4 New project idea 3: Engage specialist, diagnosis-based
services in feasibility of more "needs led", first episode or early
intervention projects. Research the academic evidence base for
such work and consider who the best potential providers in C&P
are and how fo pilot or test. This could include work to provide
pre-diagnosis mental health support to young people who may
be neurodiverse.

ALT will need to
lead with clinical
expertise to
identify best
practice in early
intervention

(CAMEO, Reds).
Project can then
expand to bring in
other  providers.
University input?

The YPMH offer
includes a wide

range of age-
appropriate

treatment and
support  between
the ages of 16 and
25 with  early
intervention a
priority, and
treatment and
support that s
capable of working
confidently and
accessibly with

complicated needs
such as diverse
needs, multiple
health problems or
concurrent  social
and economic
problems

Aim three; Improve Access

Aim three is to address structural barriers that limit young people’s access to treatment and support.

The review found that young people are less likely than others to get support to meet their mental

health needs, and they report finding the process of trying to get help complicated and difficult. They
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often experience rejection and can find this demoralising and demotivating. Delays are common, as is
young people not “fitting” with rigid service criteria and “pathways” because of their complicated
needs. Young people find moving between services, life situations and parts of the system difficult,
and as multiple transitions can be part of this life stage, the result is many fall between the gaps of
services. This is backed up in the research. Families are concerned that agencies don’t work well
together, especially the NHS and social care. This can result in families stepping in when care
coordination is lacking. This means that young people without this family support are doubly
disadvantaged.
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Aim three outcomes

Aim three activities

Partner roles

Aim three long term

ambition

There is easy and swift
movement into and out of
treatment and support, and
between different offers of
treatment and support

Young people are offered real,
informed choices in their
treatment and support

Young people are offered
choice of appointment times,
location and the format of
support and treatment (group,
online etc)

Treatment and support is
reliant on a diagnosis only
when this is clinically essential
(i.e. when the treatment would
be harmful without diagnosis

3.1. The issue of appropriate age transition should be
an open topic for ongoing feasibility explorations, as
many commentators favour moving to 25. Initially,
move the age threshold to the summer after a
young person's 18th birthday, aligning with them
leaving education.

Also, encourage and value gradual transition and age
flexibility from all services (i.e. adult services able to
work with younger than 18 if, for example, needing an
"needs-based" service, or children's services working
over 18 if a systemic approach is needed or if a long-
planned piece of work has just begun).

This will require additional resource and the potential
funding models should be explored, including by
looking nationally for models operating elsewhere

ICS to lead
ALT
CAMHS
YOUnited

3.2 New project idea 4: A "Bridging Service" to be
developed with support of the incubator group (see
2.1). This may be a multi-agency service (i.e. roles
across wide range of seftings) or could be a single
agency service. Action plans suggest multi-agency
would be better though harder to coordinate. Purpose
of this service is to provide young people with
practical and emotional support as their situations
change- e.g. working between social care and NHS,
discharged from hospital ("discharge buddy model"),
moving to a new address (University, supported
housing) recovering from a crisis, transitioning from
CAMHS to AMHS. Work involves some
"handholding", preparing for what to expect, building
up new support systems, acquiring new skills.

Incubator group

3.3 Consider merging or rationalising the number of
networking meetings, hub meetings or interagency
catchups. These were widespread and highly valued,
but often were small sub-groups of services.
Approaching them from a viewpoint of shared
expertise and ensuring right service right time. VCS
partners must be welcomed into these meetings as
equal partners with expertise to share

3.4 Consider a bursary for travel/ IT costs for YP
accessing appointments, or another approach to
overcoming transport or digital accessibility barriers

3. 5 Work with a group of young people/ parents on
communication standards across services, which
includes how to greet a new request for help, shared
decision-making and goal setting, prioritising verbal
communication over letters at discharge/refusal and
review the language of discharge (see below on
motivational interviewing techniques)

to lead and
identify potential
providers.
Interest  from
existing
Transition roles
and VCS

ICS to map
networking
meetings  and
lead on
rationalising/
streamlining
networking and
clarifying
purpose

ICS

Our Voices/
pinpoint/  SUN
network/ CPSL
Mind/ Rethink
PCMHS  have

best practice to
share

Young people of any
age between 16 and 25
are welcomed into
mental health treatment
and support and have
easy access to the right
service, with support
commencing at the first
contact they make. If
they need support to
coordinate their mental
health treatment and
support this is available,
especially at transition
points.
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Aim four: Proactively provide consistent information

This aim is about development over the next decade of an ever-improving mental health information
and digital offer, with aligned information and guidance, taking advantage of emerging opportunities
to use digital platforms, social marketing and digital mental health resources as they appear.

The review found that services were not communicating with each other well enough, and even less
well with young people and their families. Young people and their families reported poor access to
information and advice, or finding multiple conflicting information sources confusing. Most services
we spoke to were working on their own mental health information offer, often with leaflets, websites,
videos and more. However, we found that this meant contradictory and confusing information for
young people and families that were often moving between services.

Service providers felt that one challenge created by this lack of good information meant that referrals
often landed in the wrong place, and young people arrived ill equipped to know what to expect. This
meant costly and time-consuming movement between services and work to help young people
understand what was happening and why.

Potential
partners

Aim four long term
ambition

Aim four activities

Aim four outcomes

4.1. Align the information offer of existing servicesin | ICS/ Public
order to create a single high-quality information and | Health/ H.AY.
) guidance offer, with consistent information and | All providers to
Young people are easily aware . . .
messaging and accessible to all young people, | align offers

of mental health information,

o ) families and professionals across a range of media
which is proactively marketed

Young people and their

o them 4.2 Complement the above information offer with | New provider? families have easy
social marketing- encouraging young people to
At first interest/ enquiry, young . . g gng young peop access. o age
) " consider their mental health early, to self-care, to appropriate and
people and their families are . . . .
. Y ) reach out for help and to reach out to the best service impactful  information
offered high quality information : N "
about mental health and for them (including "what to expect") about mental health,
4.3 Complement the above information offer with | ICS/CPFT (from | how to look after
resources for self-help

good quality signpost to evidence based digital | digital project) yourself, how to access

At first request for help, young

people are offered immediate
access to information about
support and treatment in their

mental health resources (apps, games, websites, text
helplines) with guidance on what would work best for
what situation ("try this if")

support and treatment
and what to expect.
Young people have

4.4 Complement the above information offer with | New Provider? control over their own

areas and online/ digital help

At first request, parents, carers "welcome packs" for young people and info'rmation and gan

and loved ones are given high parents/carers that can be edited to make them easn'y a'cc':ess high

quality  information  about bespoke quality digital mental

mental health, support and 4.5 Complement the above information offer by | ICS health resources and
' exploring the feasibility of connecting all of the above tools.

treatment and support for

families. on an interactive platform (NHS app, MyChart etc)

and exploring how this could be enhanced with Al
functionality (e.g. draw on work done nationally on
guided information or Al risk monitoring)

Aim five: Develop confidence in the workforce to support young people

This aim is to strategically offer workforce development to underpin the young people’s offer. Initial
training needs are shown below, drawing on the findings of the review, but the governance of the
young people’s offer would play a key role in identifying emerging training needs.

The review found that parts of the mental health system are not well equipped to work with this age
group, having expertise in either children’s or adult’s work. In particular, the workforce was not
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responsive enough to diverse and complicated needs. Young people told us that they have trouble

being heard when they try to say what they need for their mental health, sometimes feeling

disbelieved.

Aim five outcomes

Aim five activities

Potential

partners

Aim five long term
ambition

5.1. Training need one: Working with this age group: | ICS
) common experiences of young adulthood, the young
The workforce is able to brain, evidence-based practice. This could in part be Those who work with
respond to young people and . .
, ” ) achieved by cross-working, secondments etc. young  people  are
their families with respect, — — . — - .
) L 5.2 Training need two: Motivational interviewing or | ICS affirming and validating
actively listening to them and | . . L ; .
N o similar- communicating with young people, especially of the importance of
communicating with sensitivity . . . . L . .
when closing, turning away or discharging, that this is their voice and
At every contact, young people . " —
. . not because they are "not ill enough” rather that they participation, can
and their families are offered . .
) .| can and should find a more appropriate support and respond appropriately to
the opportunity to express their ) .
) ) treatment elsewhere, and how to get to it (see the needs of this age
views and wishes, and to have L . ”
. bridging service) group and complexities
these validated and — - — .
acknowledaed 53 Training need three: Working positively, | ICS created by social and
g . .. inclusively and individually with neurodiversity economic needs,
Young people and their families = - - i
5.4 Training need four: Working with gender- | ICS complicated health
are treated as knowledgeable o ,
. . acknowledge the additional risks faced by trans/non- needs and
partners in shared decision | " ) N
making binary young people and young women and ensuring neurodiversity
support and treatment considers  gender
appropriately.

Some recommendations about implementing change in difficult times

As the facilitators and authors of this review, we must acknowledge the challenges created when we
make wide reaching recommendations to an already stressed system.

Understandably, young people and their loved ones, while engaging proactively and positively with
the review, shared painful experiences and sometimes, justifiable anger and despair. We thank them
for their bravery in coming forward. Many shared stories with us describing years of trying repeatedly
to build better networks of treatment and support for themselves and their loved ones. Young people
and their families are as much part of the mental health system as the services they engage with. They
have a unique firsthand view of the stresses and gaps in the system, as well as close relationships with
the people who support them.

We also acknowledge the honesty and pragmatism of people who work in services and spoke to us.
As in other areas of the UK, Cambridgeshire and Peterborough mental health services are working
very hard to cope with rising need and demand, challenges with recruiting staff, and social,
environmental, and economic problems outside of their control.

In this context, we want to end our review by trying to inject some words of hope.

Firstly, as well as there being financial restrictions, a lot of money is being spent. For example, even a
conservative guess at the scale of expenditure on inpatient mental health services in the area suggests
that were we to prevent a small proportion of young people’s nights in hospital the system would
make savings that could potentially fund work in early intervention. Successful early intervention work
shows us that not only can we reduce expenditure by getting upstream of crises, we can help young
people avoid debilitating pain and incapacity.
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Secondly, we hope that the review offers some tangible “doable” ideas, which had significant local
enthusiasm and consensus. We encourage everyone in the system to think about the theory of
“marginal gains”; this doctrine is all about small incremental improvements in any system adding up
to a significant improvement when they are all added together. So, while there are no magic solutions
to solve the problems this review uncovered, we heard about dozens of little improvements- not least
in how we talk to each other, work together and frame our thinking, which can collectively make a
difference.

And finally, this review was lead and chaired by a young person, Hattie Greaves. Having her own
experiences of mentalill health, seeking and using services and managing her own health, she showed
initiative and leadership to steer us through. Not only do we owe her a debt of thanks for helping us
maintain momentum and focus through the process, her leadership shows us that young people can
and do show us the way forward.
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