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	Service Id Code
	Service Name
	Service Lead

	NCAMHS 7/0809
	Improving Infant Mental Health
	xxxxxxxxxxxx

	Others involved: 

xxxxxxxxxxxxxxxxxxxxxxx

	Status: SSD Approved by JCG 01/10/08

	CAMHS Implementation Plan Outcomes

6a.Increased numbers of parents who have been identified as vulnerable in the antenatal period feel that they are emotionally supported and are confident in their parenting abilities.  

6b. Increased numbers of parents/carers of pre-school children are capable of providing a secure, containing and reciprocal environment.  

6c. More infants and children are able to remain at home with their parents in safe and nurturing circumstances

6d. Increased numbers of children entering school with secure attachment, and relationships which support healthy development.

	Summary: Increase the universal, targeted and specialist support provided for all 0 – 4 year olds and their parents and carers by increasing existing staffing capacity and developing county-wide co-ordination

	Total Funding: xxxxxxxxxxx

	Documents attached: Draft Job Description, Children’s Centres Map

	Comments/Further action




Contact Details

	Lead Contact (Name and Position 


Section 1: Service Description 
1.1 Service 

	Please state the working title of your service:
Improving Infant Mental Health


1.2 Vision
	Please state the overarching vision or mission statement of your organisation or service. Then summarise why this particular service or intervention is required and what it is intended to achieve.

The rate of mental health difficulties within society is growing (Layard, 2004) and almost 10% of 5 to 15 year olds have mental health problems (Meltzer et al, 2000). There is increasing evidence concerning the severe long-term effects of disturbed early relationships (Lyons-Ruth & Block, 1996 and Glaser 2000). However, it is often the case that children must demonstrate behaviours symptomatic of psychiatric diagnoses in order for specialist support services to intervene. The distressing and frustrating reality is that by the time children have accessed specialist services, they have adapted to an emotionally inimical environment and problems may be severe, entrenched and less amenable to change.

The Report on the Implementation of the National Service Framework for Children, Young People and Maternity Services states that All infants should have access to appropriate parenting support to promote early attachment and bonding. Particular support may be required for parents who are ill, including mental illness, or who have a disability. Where needs of parents or carers and their children are more serious and complex there should be support, consultation and ready access from specialist CAMHS.

Addressing Infant Mental Health

Infant mental health services currently exist in many other parts of the country and at present Norfolk is some way behind in the recognition that early identification of potential attachment difficulties alongside (cost effective) interventions has a significant impact on the numbers of children presenting with behavioural problems and mothers presenting with depression.

At present, only one clinical psychologist supports the central Norfolk Health Visiting teams. Given the pressures on a lone clinician of covering such a large patch, the service is unsustainable for a number of reasons:

· The tier 3 central Norfolk CAMHS generally does not accept pre-school referrals unless there is an identifiable mental health problem in the child. This service looks at risk factors and dysfunctional parent-infant relationships as the indicator of future problems. This would not meet the tier 3 CAMHS referral criteria.

· As health visiting teams across central Norfolk have received training in identifying children at risk of emotional harm, they have begun to use the service, both for consultation, joint work and to refer into. This has resulted in the number of referrals increasing threefold since 2005. 

· There is currently no service in West Norfolk.
The current (0.6 w.t.e) clinical psychologist offers joint assessment and intervention, individual work with the parent(s), psychological consultation to the teams, supervision on complex cases and training to health visitors, nursery nurses and midwives. The Solihull Approach to promoting parent/infant mental health has been instigated across all the central Norfolk health visitor teams. 

Further development of this service across the whole of Norfolk will:

1. Reduce the numbers of children at risk of harm 

2. Reduce the number of referrals for pre-school and school age children with behavioural difficulties and/or ADHD

3. Improve parental mental health.

4. Better identify families in need of early intervention

The service will

Increase the universal, targeted and specialist support provided for all 0 – 4 year olds and their parents and carers by:

· Extending specialist health visiting time and psychology time

· Expanding the service geographically to ensure coverage across Norfolk

· Developing a county wide co-ordination function

· Basing the posts within children centres

· Continuing the Solihull training for all professionals working with young children

Even by increasing the hours and spread of this service coverage will be an absolute minimum.  Key to rolling this out is the training and support to other workers within Tier 1, including children’s centre teams, to help them to adopt new ways of working (early identification and support) – to ensure local capacity building.

Sure Start children’s centres can play an important role by promoting good mental health, providing early intervention services and delivering or connecting to support for parents and children with existing mental health difficulties. Currently Norfolk has 36 children’s centres. By 31 March 2010 there should be 54 centres covering the whole of Norfolk enabling all children under 5 and their families to access high quality early years provision and other health and family support services.




1.3 Target Population

	Describe the target population in terms of age, demography, need and locations
Target group/population

0-4 year olds and their parents/carers.

The Norfolk birth rate (excluding Yarmouth) was 7172 in 2005.  All of these children could benefit from enhanced universal provision. 

In areas of known deprivation there will be an over representation of children needing targeted or specialist intervention.  Risk factors are cumulative.  If a child has only one risk factor in their life, their probability of developing a mental health problem has been defined as being 1-2%.  However, with three risk factors it is thought that the likelihood increases to around 8%; and with four or more in their life this increases to 20%.  

Examples of risk factors include parental attributions such as drug and alcohol misuse and adult mental illness.  Factors within the child would include early ill health necessitating separation, experience of abuse and neglect and disabilities.  Environmental factors would include poor housing, poverty and discrimination.  Children registered on the Child protection register and those ‘looked after’ are likely to have at least four risk factors.  


1.4 Demand/Numbers

	What are the expected numbers of beneficiaries. Please link this to the target group.

There are in the region of 41,000 0-4 year olds in Norfolk.

Those children living in families where there are a number of risk factors (and most at risk of developing later psychological disturbance) would equal 1 – 2 %  (70 – 140 children per year)
As of July 2007, there were 851 Looked After Children and 290 children on the Child Protection Register.


1.5 Pathways

	Describe the full care pathway(s) this service sits within. Give details including other providers the pathway is dependent on & any information about current or anticipated bottlenecks (where demand outstrips supply)”

The infant mental health service covers pathways from prevention, identification, assessment, intervention and on-going care/ discharge. The service offered at each stage will be tiered, offering a universal, targeted and specialist. At different points of entry an established assessment and service can be offered.  It may be that any individual may move from universal to specialist and back to universal.


Section 2: Service Delivery
2.1 Outcomes

	What outcomes, benefits or impacts will the service deliver. These should be linked to the CAMHS Implementation Plan. In addition linked to the Children and Young People’s Plan or LAA Targets, 

Norfolk Children and Young People’s Plan:
We want children to be exited, curious, engaged and ready for school 

The key indicators/measures are:

· % of children who achieve a total of at least 78 points across the Foundation Stage Profile (FSP) with at least 6 points scored in each of the personal, social and emotional development (PSED) and communication, language and literacy (CLL).

· Reduction of the gap between the 20% worst achieving children and the rest (based on the FSP results)

CAMHS Implementation Plan Outcomes (Coded):

6a.Increased numbers of parents who have been identified as vulnerable in the antenatal period feel that they are emotionally supported and are confident in their parenting abilities.  

6b. Increased numbers of parents/carers of pre-school children are capable of providing a secure, containing and reciprocal environment.  

6c. More infants and children are able to remain at home with their parents in safe and nurturing circumstances

6d. Increased numbers of children entering school with secure attachment, and relationships which support healthy development.


2.2 Activities (to deliver outcomes)

	Describe the service or range of services to be delivered.

The proposed service would be primarily designed for young children, aged up to 4 years, determined to be at risk of emotional or developmental problems as a result of parent-child relationship issues.  The emphasis is on the ‘relationship’ as the client, and the goal is to provide a community based service focussing on prevention, early identification and treatment.   The support focuses on identification and assessment of families where there is a high risk of the parent(s) being unable to meet the emotional (and sometimes physical) needs of the infant, leading to poor attachment and later emotional and behavioural difficulties in the child. The recent “Infant Mental Health: A Guide for Practioners” (HeadsUpScotland, 2007) identifies the need for specialist consultants to co-ordinate infant mental health provision. Clinical psychologists training enables them to draw from attachment models alongside other related but distinct psychological and developmental constructs, models and approaches. 

Proposed activities or service developments
1. All 0-2 year olds & their parents/carers to be screened & assessed, based on attachment principles & to receive preventive services to enhance attachments

2. Targeted & specialist interventions provided for all 0-4 year olds & their parents/carers identified as at risk of, or suffering from emotional or development problems as a result of parent-child relationship issues

The clinical psychologist consults to health visiting teams and takes referrals from the former North Norfolk, South Norfolk and Norwich PCT’s. She has a caseload of between 20 – 30 families at any one time and joins health visitor team meetings for consultation either monthly or every other month (depending on the size and need of the team. In addition the psychologist also joins ante-natal clinics, undertakes home visits (either jointly with midwives and health visitors) facilitates parenting groups, parent information sessions, joint assessments with other agencies, training to other agencies and continuing professional development.

Referrals to psychologist for consultation on a family, joint work or individual assessment 2005 – 2006 = 98

Referrals to psychologist for consultation on a family, joint work or individual assessment 2006 – 2007 = 131

CAMHS Implementation Plan:

This Service Specification concentrates on meeting in full 1 & 2 (below) and possibly elements of 3 (below).

1. Universal prevention & early interventions in place, including:

a. screening & assessment by Health Visitors, Midwives and others based on attachment principles

b. Universal preventative services (in the statutory &/or non-statutory sectors) based on enhancing attachment (including information giving, advice and guidance)

2. Targeted interventions in place for parents/carers of children aged up to 2 years, identified as at risk of emotional or developmental problems as a result of parent-child relationship issues, including:

a. Antenatal and parenting groups targeted at the ‘relationship’ based upon evidenced attachment models 

b. High intervention health visiting

c. Specific evidenced therapeutic intervention (e.g. Care-Index, parent-infant group work, perinatal mental health pathway)

3. Specialist interventions in place for those who need them, including:

a. Infant-parent therapy – focusing on the attachment relationship

b. Adult therapy to enable the carer to be more attuned and available to the child by containing or resolving past issues which may impede the relationship

c. Therapeutic work with children living away from their birth family focussing on establishing the child’s capacity to make functional attachments

4. Analysis of Foundation Stage Profile
 scores if usable as a means of noting any significant shifts in social skills related scores amongst important target groups or geographic patches
5. We may also include an additional service for children who have not had a good enough care-giving experience in their early years, who may need additional specialist support with their parents or carers.  This would include children with disrupted attachments who may be looked after or whose difficulties have necessitated multi-agency involvement.


2.3 Measures

	What outcome measures will be used to demonstrate that you have achieved the desired benefits?
· Increased numbers of parents who have been identified as vulnerable in the antenatal period feel that they are emotionally supported and are confident in their parenting abilities.  

· Fewer GP consultations around parental mental health issues (especially post-natal depression)

· Fewer referrals to adult mental health services

· Increased numbers of parents/carers of pre-school children are capable of providing a secure, containing and reciprocal environment.  

· Fewer pre-school children at risk of developing behavioural difficulties and older children from developing anti-social behaviour and mental health problems.

· Savings on special educational placements, services for children with attentional problems (ADHD), services for young offenders, early pregnancy, drug and alcohol misuse, CAMHS.

· More infants and children are able to remain at home with their parents in safe and nurturing circumstances

· Savings on fewer very vulnerable children requiring care placements and/or residential facilities. 

· Increased numbers of children entering school with secure attachment, and relationships which support healthy development.
· Fewer children requiring special educational learning or behavioural support.
· Improved performance at school with improved life chances
Evaluation

It is proposed that the service will be evaluated through clinician’s feedback; family satisfaction; family outcomes and successful placement of looked after children.

NOTE to JCG members: In the first instance the increased capacity may lead to a rise in numbers.




2.4 Logic

	Describe the evidence base to show that the service or intervention delivered through the service will work.

Research strongly suggests that brain development is linked to early infant relationships and experiences.  In particular, the first two years of life are seen as crucial for successful brain development, which in turn shapes personality development, social adjustment and personal happiness (Schore, 2001).  

The brain is at its most adaptable in the first few years of life.  Glaser (2000) points out that during the very early years, positive and negative experiences have the ability to promote or harm the developing brain by affecting neuronal connections.  Mutual face to face interactions, the first form of communication between mother and baby, causes neurones in the brain to ‘fire together’ and ‘wire together’ (Courchesne, Chisum & Townsend, 1994).  Thus, this emotional communication shapes the structure and functioning of the brain.  If a baby does not have positive interactions, at this crucial time in brain development, the neuronal pathways and connections are destroyed which may have permanent implications.  If the right hemisphere of the brain (the area which matures first) is not fully developed, this has direct implications for the control of behaviour and emotional regulation (Mesulam, 1998).  Furthermore, the right hemisphere processes facial expression, adaptation to change, the organization of learning and coping with stress (Ryan et al, 1997).  Importantly, Keenan et al, 2000 cite research demonstrating that the concept of self is stored within the right frontal brain and therefore, can directly influence self-esteem and view of self in relation to others.  After the first two years, the brain begins to fuse and lose its adaptive capacity and hence, the older a child becomes, the more difficult it is for their brain to ‘re-wire’ maladaptive patterns.  

The important points here are that both the quality of parent-infant interactions and the timing of these experiences in a child’s life are required for optimum brain development.  Once the brain has lost its adaptability and flexibility; longer term, intensive and consistent relationships are required to rework the imprint left by negative attachment experiences.  

The policy direction required to support maternal mental health and parenting capacity, including early intervention, and the roles of health visitors and midwives in the delivery of care are described in Facing the Future
  and the NICE Guidelines covering Antenatal and Postnatal Health, 2007
. Targeted and early interventions for infant mental health are also supported by Every Child Matters – Change for Children – the NSF for Children and the Social Exclusion Action Plan, 2006.


2.5 Inputs/Investment

	What resources will be required to make the service happen? Please include a spreadsheet with the finances clearly detailed

1. Lead professional input from a Tier 1 specialist Health Visitor or Midwife competent to co-ordinate activity & advise colleagues about effective attachment based interventions in each Children’s Services Area (actual whole time equivalents to be proportional to need/demand across Children’s Services areas)

2. A lead professional competent to provide specialist consultation, supervision & professional development for staff in each Children’s Services Area (actual whole time equivalents to be proportional to need/demand across Children’s Services areas)

3. Health Visitors, Midwives and other relevant staff (from the statutory & non-statutory sectors) explicitly commissioned with the capacity & competence to deliver:

· evidence based prevention interventions that assess and enhance parenting capacity by “building parental sensitivity, changing parents’ mental representations, enhancing social support and improving maternal mental health & well-being” (Howe, 2005). These include the Solihull Approach (Douglas & Ginty, 2001, Douglas & Brennan, 2004), ‘Wait, Watch & Wonder,’ and targeted health visiting approaches (Howe, 2005)

· effective screening & assessment based on attachment principles and tools such as the Adult Attachment Interview
4. Health Visitors, Midwives, Children’s Centres staff & specialist staff from the non-statutory sector and Children’s Services commissioned with the capacity & competence to deliver 

· attachment model based parenting groups

· high intervention health visiting

5. Family Centre, Specialist Mental Health staff and other relevant providers commissioned with the capacity & competence to provide

· infant-parent therapy

· adult therapy

· therapeutic work with children living away from their birth family
Financial information and funding distribution here:

xxxxxxx




2.6 Actions (to deliver inputs)

	What support will be required to enable the resources?

1. Review & revision of contracts/SLAs for Health Visiting, Midwifery, Children’s Centres & specialist Children’s Services staff

2. Regular & ongoing specialist supervision & consultation required is specified, commissioned & made available to all staff undertaking this work

3. A rolling multi-agency training programme is commissioned & co-ordinated. Training programme to include:

· Solihull Approach Foundation training 

· Training in perinatal mental health for Midwives & Health Visitors, following NICE guidelines

· Specialist Infant Mental Health training for primary care staff & specialist Children’s Services staff (incl. the UEA Attachment Course, MA in Infant Mental Health)

· Solihull Approach Parenting Group Training

· Training in therapeutic group work skills


2.7 Timeframe

	Outline a timetable of dates and measurable milestones 

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx


Section 3: Service Links

3.1 Links to Key Performance Indicators and other priorities

	List and describe all the links.

· Parenting Support Strategy

· Norfolk Corporate Parenting Strategy

· Learning disability CAMHS Performance Indicator




3.2 Funding Links

	Detail all other funding that supports the service, what priorities it meets where it comes from and when it is predicted to end.




Section 4: Service Development

4.1 Involvement and Participation

	Describe how you involve children, young people and others in the planning, development and evaluation of your service




4.2 Review/Evaluation

	How will the service be reviewed and evaluated. Describe the methodology and review cycle or process. 

 


4.3 Future Planning and development

	Discuss how the service could develop. What potential options are there for future resources and development beyond the current budget allocation.

Commissioners will need to work with service providers with respect to taking forward investments in CAMHS Implementation Plan measures 3, 4 and 5 for Target Population 6:  0-4 year olds and their parents/carers.




� Qualifications & Curriculum Authority, ‘Foundation Stage Profile’, 2003


� Maternity Matters, ‘Facing the Future – a review of the role of health visitors,’ Maternity Matters, 2007:1.7, 2.11


� National Institute for Health & Clinical Excellence, ‘Antenatal and postnatal mental health: clinical management and service guidance,’ 2007 
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