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London CAMHS Programme

London Key CAMHS Commissioning Indicators

	REF
	INDICATOR
	RATIONALE
	GUIDANCE

	Activity: Referrals

	1
	Number of referrals by team
	Measure of bombardment that, alongside team size and complexity / intensity of work undertaken, is useful in terms of thinking about value for money. 

Trend data on total number of referrals should also feed in to your needs assessment as an indicator of need.

Can also be used to gauge accessibility of services by comparing referral rates across similar teams and / or by comparing against expected prevalence rates.
	S: CAMHS providers 

F: Think carefully about how often you need (ie will use) this data. You may want to ask for it each quarter, broken down by month to enable you to spot patterns.



	2
	Number and percentage of referrals accepted by team 
	An important means of determining the level of inappropriate referrals. A reduction in inappropriate referrals = an increase in service efficiency. 

Can also help determine where additional resources / more efficient processes are required.

By cross-referencing with 'Source of referral', this can help you determine where you need to raise awareness.  
	As above
D: To compare across teams / time, you will need to express this as a percentage of all referrals.



	3
	Breakdown of referral source by team:

· primary health care

· education

· social services

· youth justice

· child health

· learning disability service

· adult mental health service

· voluntary / independent sector

· self referral

· internal referral

· other trust
	Can help you understand which service areas you need to focus on in terms of raising awareness of care pathways, understanding mental health / early identification etc.

Can also help you monitor the impact of investment in awareness raising and / or community services.
	S: This was available through the CAMHS mapping. You could ask your CAMHS providers to add this to their annual CAMHS mapping exercise.
F: Think about how quickly you would expect to see a change. It may be enough to use an annual audit but where, for example, this is a strategic priority, you may want to collect more frequently. 

D: The categories shown are from the CAMHS mapping. Further details can be found in www.childrensmapping.org.uk/caseloadsheets/08_camh_team_questionnaire.pdf.

NDS categories: The list is currently being reviewed. It includes ‘A&E department’ which could act as a proxy for emergency referrals. NDS considers this in terms of referral to service so ‘internal referral’ would not apply.
Depending on your local priorities, you may want to collapse some categories to make it easier to spot the trends you're interested in. 

For meaningful comparison across teams / time, you will need to use percentages. You will also need enough data to be confident that any changes are 'real' and not a by-product of small numbers. 

	Access

	4
	Total number of CYP / parents seen during quarter by team
	This is simply a headcount of CYP / parents receiving support, treatment and care. This does not reflect either the number of staff involved in the case / intervention or the intensity of the care provided.

A relatively low team caseload may be due to case complexity, a high level of staff vacancies and / or the nature of work undertaken (ie largely indirect work).

Knowing the total number of CYP being seen by CAMHS can help you judge the 'reach' of your services by comparing it to the expected prevalence within your area.
	S: CAMHS provider

F: Quarterly

D: This is a simple count of the number of CYP and / or their parents / carers that are being actively worked with. An active case is a CYP (and / or their family) who was seen by a member of a CAMHS team for the purposes of assessment, treatment, monitoring, support or advice / health promotion.

	5
	Breakdown of CYP seen by gender:

· M

· F
	To help you determine whether services are equally accessible to all sectors of your community. 

In terms of comparisons, you need to think about the local population and / or expected prevalence.

The data should help you think about where you need to take action to improve equity of access.

Trend data should also feed in to your needs assessment as indicators of need in different sectors of the community.
	S: This was available through the CAMHS mapping.
F: Think about how quickly you would expect to see a change. You could ask your CAMHS providers to add this to their annual CAMHS mapping exercise or undertake an annual equalities audit as part of your needs assessment.

D: CAMHS mapping uses 'active' caseload over the sample period. An active case is a CYP (and / or their family) who was seen by a member of a CAMHS team for the purposes of assessment, treatment, monitoring, support or advice / health promotion.

For meaningful comparison, you will need to use percentages.

	6
	Breakdown of CYP seen by age: eg

· 0-4

· 5-10
· 11-15
· 16-18
· 19-25
	
	D: Depending on the number of CYP and the number of age categories you choose, you may not be able to do this by team. It's the issue of small numbers again and the way this can lead to 'false' inferences. One way round it is to aggregate small numbers over, for example, a three-year period.

You may wish to look at age at referral to feed into your needs assessment.

	7
	Breakdown of CYP seen by ethnic category:

· White (British / Irish / Other)

· Black (Caribbean / African / Other)

· Asian (Indian / Pakistani / Bangladeshi / Other)

· Mixed (White Black Caribbean / White Black African / White Asian / Other)

· Other (Chinese / Other)
	
	D: Ethnic categories are taken from the 2001 Census. Depending on your local population, you may want to collapse / expand categories to make it easier to spot the trends you're interested in but you should ensure they comply with the Census categories.



	8
	Breakdown of CYP seen by postcode
	This is particularly important to feed in to your needs assessment as it can help you understand whether your services are in the right geographical locations.
	F: This can require complex analysis (you may want to plot on a map or aggregate into ward or SOA data). For this reason, you may choose to undertake less frequently through, say, an annual audit.

	9
	Breakdown of CYP seen by primary presenting problem:

· hyperkinetic disorders / problems

· emotional disorders / problems

· eating disorders / problems

· psychotic disorders / problems

· habit disorders / problems

· autistic spectrum disorders / problems

· developmental disorders / problems

· conduct disorders / problems

· deliberate self harm

· substance misuse

· other
	This is particularly important to feed in to your needs assessment as it can help you understand whether you have the appropriate service configuration to meet the mental health needs of your local population.

In terms of comprehensive CAMHS, and being able to track needs through the pathways, it is best to adopt a broad notion of presenting problem that is not an explicit diagnosis.

This simple classification is unable to cope with dual diagnosis so clinicians will need to opt for a single category.
	F: The CAMHS mapping showed little change on this in its last 3 years of collection. You may therefore feel an annual data collection is sufficient. You could ask your CAMHS providers to add this to their annual CAMHS mapping exercise.
D: Presenting need categories are taken from the CAMHS mapping. Further details can be found in www.childrensmapping.org.uk/caseloadsheets/08_camh_team_questionnaire.pdf.


	10
	Number of CYP seen who are looked after
	There is now statutory guidance on promoting the health (including mental health) of looked after children and ensuring this particularly vulnerable group have prompt access to CAMHS. Mental health of LAC is also a national indicator.

You will need to know the size of your local LAC population in order to calculate the proportion accessing CAMHS.

It can, however, be more complicated than this as LAC are often placed out of borough in London and may be receiving CAMHS elsewhere.
	S: CAMHS providers (flag required in NDS and ‘special characteristic’ in CAMHS mapping)

F: Again, you are advised to think about how quickly this might change. An annual audit may be sufficient.

 

	11
	Number of CYP seen with a learning disability
	Those with LD are particularly vulnerable to mental health problems and yet often find it difficult to access services. 

Commissioning comprehensive CAMHS for those with LD is part of another national indicator. You may want to think about breaking this indicator down by team to ensure that all your CAMHS are accessible to those with LD. 

You may want to compare the total number known to CAMHS with estimated local prevalence figures.
	S: CAMHS providers (flag required in NDS and ‘special characteristic’ in CAMHS mapping)

F: As for LAC.

	12
	Total number of appointments offered by team
	You will need this figure to work out your DNA rates
	D: In terms of group work, each person attending a group session should be counted as an appointment.

	13
	Number and percentage of appointments attended by team
	This is important in helping you understand the accessibility of your services. A poor DNA rate may indicate a need to invest in some anti-stigma work and / or a need to engage with CYP / families to find out what would encourage them to attend.

Where you have high DNA rates in particular teams or across a service, you might want to undertake an audit to see whether the issue is at first contact stage or with follow-up appointments. The action you would need to take in response is likely to be different.

In London particularly there is often differential access to services by different communities. Where you think this may be an issue, you might consider doing an audit of DNA rates by ethnic category.
	S: CAMHS providers 

F: No more than quarterly.

D: Collect over the reporting period. Use percentages to enable comparison across teams (although numbers will also be needed for aggregation). 

	14
	Location of appointments by team:

· hospital

· community-based CAMHS clinic

· social services setting

· early years setting

· GP practice
· educational setting

· voluntary sector

· home

· other


	In an effort to make services more user-friendly, there is a drive toward developing and delivering services in community settings.

You can map trends over time with this indicator and see if there is any impact on DNA rates. 
	S: CAMHS providers 

F: An annual audit across a sample month may be sufficient. You could, for example, ask your CAMHS providers to add this to the annual CAMHS mapping exercise. However, if you are implementing a change and want to monitor the impact, you may want to collect more frequently.

D: NDS - The list is currently being reviewed. You may wish to use different ones to those shown but try not to have too many as it can get difficult to spot trends and patterns.

Collect over time, ensuring the period is long enough to enable you to compare percentages across teams. Where you are collecting routinely, you might also want numbers for aggregation.

	Quality

	15
	Referral to assessment waiting times by team:

· ( 4 weeks

· 5 to 11 weeks

· 11+ weeks
	CAMHS Review highlighted the need to reduce waiting times and guidance published in Aug-09 (http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_103651) demonstrates how accessible low-wait CAMHS can be achieved and provides good practice examples.

Although the national target is 11 weeks, you are advised to agree a more stretching local target. You should then monitor the proportion of CYP seen within local and national targets. You could also monitor the longest wait in weeks so you are aware of poorest performance. 


	S: CAMHS providers

F: quarterly

D: CAMHS mapping looks at this in two ways: 

i] length of wait for new cases (measured at point of assessment – ie all assessments during the quarter)

ii] number of cases waiting at the end of the monitoring period and length waiting. 

Either way is appropriate but you need to be clear about what you are looking at. 

You also need to be clear about how DNAs / cancellations are being treated; the wait can be counted from the most recent DNA / cancellation (service focused) or until the CYP is seen irrespective of DNAs  / cancellations (more child focused).

	16
	Referral to treatment waiting times by team:

· ( 6 weeks

· 6 to 18 weeks

· 18+ weeks
	As above but the national target is 18 weeks.
	As above only from referral to treatment.

	17
	Number of occupied bed days (OBDs)

· u18 on CAMHS wards

· u16 on adult wards

· 16 / 17 year olds on adult wards
	Because of its cost, in-patient care should be monitored very closely. If, compared to similar neighbours, you have very high use of Tier 4, you should look at ChiMat's modelling tool (http://www.chimat.org.uk/resource/view.aspx?QN=CHMTSMOD).

Also enables you to monitor age-appropriate treatment, as required by Mental Health Act 2007.

You need to monitor days and YP: the former is more important for monitoring spend and effectiveness, the latter for identifying potential trends / practice issues.
	S: CAMHS providers / PCT commissioner / finance. You need to ensure you capture information from spot purchasing as well as borough / sector contracts whether provided by the NHS or the independent sector.
F: Data is currently required quarterly for the Vital Signs monitoring although, in 2010-11, the key return for CYP on adult wards may switch to the Mental Health Minimum Data Set (MHMDS).

NDS: Total number of days a CYP spends as an inpatient. Where an episode crosses over reporting periods, this may need to be calculated from date of admission / start of quarter to date of discharge / end of quarter.

	18
	Number of inpatients

· u18 on CAMHS wards

· u16 on adult wards

· 16 / 17 year olds on adult wards
	See above.
	As above, only a count of the number of CYP during the reporting period.

	19
	Number and percentage of inpatients discharged from hospital receiving follow-up within 7 days
	Those discharged from hospital are particularly vulnerable to re-admission, self-harm and suicide. This is therefore a key preventative measure as well as an indicator of the level of communication between specialist CAMHS teams.
	D: This should be expressed as a percentage of the total number of CYP discharged from hospital. Numbers will be small so treat with caution.

	Activity: Casework

	20
	List of interventions offered by team

· cognitive / behavioural

· child psychotherapy

· family therapy
· creative therapy

· pharmacological advice

· parent training

· counselling

· other (please state)
	In order to understand the inputs and outcomes of a team, it can be useful to know how they work – for example a team offering short-term group work would be expected to have a higher throughput than a team offering multi-systemic therapy. Although collecting the information in this way won’t give you the whole answer, it can provide some useful context and help frame your thinking.
	S: CAMHS providers

F: Annually

D: Categories collapsed from NDS


	21
	Number of CYP / parents attending first contact / assessment appointments by team
	An indicator of throughput – ie new cases. A low number of new cases could indicate insufficient capacity within the team or a tendency to 'hold on' to cases, thus creating a bottleneck.

Can also be used to look at attrition through the care pathway – ie are referrals moving on to assessment and then intervention? There may, of course, be different reasons why not (eg inappropriate referral, attendance issues) but this information can help you ask the questions.

You can also use this information to assess the completeness of 'pre' outcome measures.
	S: CAMHS providers

F: Quarterly

D: This should be a count of children (more child-focused), not appointments offered (more service-focused).

	22
	Number of CYP / parents attending individual treatment / follow-up appointments by team
	Similar to above although more of an input measure.
	As above. 

D: Individual treatment only. This should include all treatment and review work outside of assessment.

	23
	Number of CYP / parents attending group treatment / follow-up appointments by team
	It is worth distinguishing between individual and group work as it can be more cost-effective to provide group intervention.
	S: CAMHS providers

F: Quarterly

D: Group work only.

	24
	Number of group sessions held by team
	This, together with the total number of appointments offered (Ref #12), is a measure of activity / input. 
	As above but a count of the sessions rather than the number of attendees.

	Activity: Case Closure

	25
	Number of CYP whose cases were closed by team
	Another indicator of throughput. A low number of cases being closed may indicate a tendency to 'hold on' to cases, thus creating a bottleneck. Should be considered alongside reason for closure.

You can also use this information to assess the completeness of 'post' outcome measures.
	S: CAMHS providers

F: Quarterly

D: Number of CYP / families whose cases were closed by the team during the quarter.

You may find that providers use holiday periods to formally close cases on their IT systems. Where this is the case, you may want to request refreshed data for previous quarters.

	26
	Average number of sessions completed per child / family by team

	This is a proxy measure for the length and intensity of the care offered.

It can also help you think about value for money – eg a service achieving better outcomes with fewer sessions represents better value for money than a similar service dealing with similar difficulties achieving poorer outcomes over more sessions.

You may like to consider alongside other aspects of case closure, such as those below.
	S: CAMHS providers

F: Quarterly 

D: Should be measured on case closure. Using an average makes it easier to make comparisons across teams and time.

	27
	Percentage of closed cases where treatment was complete by team
	This helps you understand levels of compliance. It can help to highlight areas of good practice, make sense of outcome data as well as help identify services where there are issues of, for example, non-attendance.
	S: CAMHS providers

F: Quarterly

D: Should be measured on case closure. NDS uses a “finished on professional advice” category that could be used to report this measure.

	28
	Breakdown of destination on case closure by team

· step-up
· step-down
· transition
· moved away

	Liaison between different CAMHS tiers is important in the provision of a flexible and comprehensive service. The step-up / step-down model is relevant to all tiers. 

Trend data on transition can also be fed into your needs assessment to improve the planning of transition to adult services.
	S: CAMHS providers

F: Quarterly

D: These should be expressed as a percentage of the total number of case closures.

NDS considers this in terms of discharge from service so the same categories may not always apply. However, there may be an opportunity to record referrals to other tiers.

	Activity: Indirect Work

	29
	Number of individuals benefiting from indirect work by type by team:

· training (trainees)
· consultation (staff)
· advice re individual children (staff or CYP)
	Increasingly CAMHS clinicians are being called upon to support Tier 1 staff. It is important to capture this information otherwise you can neither evidence the extent to which this is happening nor adequately judge caseload information.
	S: CAMHS providers

F: Quarterly

D: This should be distinct from direct casework in order to minimise the risk of double counting.

	Participation

	30
	Number of CHI-ESQ (or equivalent service satisfaction tool) completed by team 
	You would want as many CYP / families to be completing these as possible. However, you should bear in mind that more compliant / satisfied clients are more likely to complete.

Generally you would ask clients to complete this on discharge so you could look at this as a percentage of case closures. You may wish to offer an incentive to improve completion rates and thank CYP / families for their time.
	S: CAMHS providers

F: Quarterly



	31
	Number of clients reporting satisfaction with service by team
	The vast majority of service satisfaction questionnaires ask this question so this should be your minimum requirement. However, you may also want analysis of other responses, including qualitative data about how the service could be improved.

You should always seek to ensure you act on the feedback you are given and share this information with the young people themselves. This can be as simple as a 'You Said' / 'We Did' board in the reception area or an A4 sheet handed out with the questionnaires. It's also worth giving reasons about why you couldn't respond to their views.
	S: CAMHS providers

F: Quarterly

D: To compare across teams and time, you will need to calculate this as a percentage of the total number completing the questionnaire. 

	32
	List of other participation activities used
	Questionnaires are not the only – and often not the best – way of involving CYP. This gives services an opportunity to demonstrate their creativity and extent to which they involve CYP in other ways.
	S: CAMHS providers

F: Annually

D: This lends itself to an open question and qualitative analysis.

	33
	Number and nature of complaints and SUIs 
	Complaints and SUIs are an important source of learning and continuous service improvement. Of course, what one person views as a complaint, another may view as customer care but the definition is often less important than the learning.
	S: CAMHS providers

F: Quarterly for complaints / SUIs as they occur

D: A SUI is an unexpected incident with the potential to cause serious harm and / or likely to attract public and media interest 

Most providers will have their own complaints policy and procedures. Agree with them the stage of complaint you feel it appropriate to be reported. 

The nature of complaints may require qualitative analysis.

	Outcomes

	34
	Type(s) of mental health measure used by team:

· SDQ

· HoNOSCA

· CGAS

· Paddington Complexity Scale

· goal based outcomes

· PIR-GAS

· Family Assessment Device

· Parenting Daily Hassles

· Parenting Stress Index

· other (please state)
	Outcome monitoring is not straightforward but it is the only way of gauging the effectiveness of a service. A number of contracts now state that money will be withheld if outcome data is not provided and / or use CQUIN payments as an incentive.
	S: CAMHS providers

F: Unlikely to change very often – annually may be sufficient.



	35
	Number of initial mental health measures completed by team
	To demonstrate an improvement in mental health, you need to have a measure of the client's mental health before, possibly during and after intervention.

Generally you would complete an initial questionnaire before intervention begins so you could look at this as a percentage of new cases (see first contact / assessment appointments) in order to gauge completeness of data collection.
	S: CAMHS providers

F: Quarterly, during the quarter



	36
	Number of follow-up mental health measures completed by team
	At the very least, you will need to repeat the same measure of mental health post-intervention, generally on case closure.

In terms of completeness, you could compare the number of questionnaires completed on closure with the number of discharges.
	S: CAMHS providers

F: Quarterly, during the quarter

D: NDS uses the following time points:

· pre-therapy: waiting list

· pre-therapy: assessment

· follow-up: 6-month

· follow-up: case closure

· locally determined options

	37
	Percentage of pre/post measures showing improvement by team
	These need to be matched for each individual CYP / family member.
	S: CAMHS providers

F: Quarterly

D: In order to avoid double-counting, you will need to take all follow-up questionnaires completed during the quarter and report the proportion of these showing improvement.

	38
	Initial EET status:

· EET – good attendance
· EET – poor attendance
· NEET (not in education, employment or training)
	EET stands for in education, employment or training. Poor child mental health often impacts negatively on school attendance and attainment. This in turn can play a significant role in a young person's adult life in terms of employment. Adult mental health services are required to monitor and report on employment status and there should be an equivalent requirement for CAMHS.
	S: CAMHS providers

F: Quarterly, during the quarter

D: Percentage breakdown for all 'new' cases – ie on assessment. To assist in judging ‘poor’ attendance, you may like to take the following into account:
· ‘persistent’ school absence is defined as missing at least one-fifth of sessions for any reason (including truancy) this equates to 1 day missed a week

· 90% attendance at school equates to 20 days off per school year
· Education Maintenance Allowance is not paid if attendance falls below 90%

	39
	Final EET status:

· as above
	
	S: CAMHS providers

F: Quarterly, during the quarter

D: Percentage breakdown for all CYP on discharge

	40
	Percentage of CYP showing improvement in EET status / maintaining good EET attendance
	Pre and post measures need to be matched for each individual CYP.
	S: CAMHS providers

F: Quarterly

D: In order to avoid double-counting, you will need to consider the EET status of all discharged during the quarter and report the proportion showing improvement, staying the same, or getting worse

	Resources

	41
	Number of WTE by profession by team:

· nursing

· medical

· psychology

· PMHW

· child psychotherapy

· occupational therapy

· social worker

· other qualified therapist

· other qualified staff who work with clients

· unqualified staff who work with clients
	In order to judge the cost-effectiveness of a service, you need to understand its resources. This is not just about the number of established posts but also the extent to which it is incapacitated by vacancies (see below). 


	S: CAMHS mapping

F: Annually – unlikely to change significantly unless commissioned

D: Categories taken from NDS 'Therapist profession'. CAMHS mapping: add ‘manager’ and ‘admin’.


	42
	Number of WTE vacancies by profession by team:

· as above
	Where vacancy rates are high, you need to identify clear actions to enable the service to get back to full capacity.
	S: CAMHS mapping

F: Annually

D: You will need to consider against establishment

	43
	Actual spend, variance and projection
	For local services only (ie excludes national services).

Over and underspends need to be discussed at the earliest opportunity
	S: CAMHS providers

F: Quarterly
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S = source
F = frequency
D = definition
NDS = national dataset
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