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Jeremy Hunt MP: Good morning everyone. Thank you so much for joining us. just to start off by saying, please call me Jeremy throughout this session. It's a completely private session and any transcript will be anonymised so that it can't be traced back to you. I’m with my colleague James Davies, who is a GP by background, he's now an MP for a seat in Wales, but has also got a very big interest in in all these issues. The reason we wanted to have this session is because what we found we have these sort of rather formal select committees where you know people like Simon Stevens and Matt Hancock give evidence- I indeed gave evidence lot myself when I was Health Secretary- but what we find really helpful is to understand the experience of people on the ground who are living and breathing these issues. Because I think you have probably have got a better idea as to what the solutions are than anyone else, because you're experiencing all the different issues every day and we've got some questions that we want to ask you, which I think you probably seen. I'm going to ask you all just to introduce yourself to everyone, just say who you are and where you work. If you want to, you don't have to, but it's just breaking the ice. But just before I do that, just to give you an idea of where our inquiry is going. When I was Health Secretary I did a Green Paper on mental health back in 2017, in which we launched a pretty big expansion of mental health services for young people, focused on provision through schools, and the objective was that every school should have a mental health lead, that there should be a sort of mini IAPT service for schools to deal with a mild to moderate needs so that we try and deal with issues before they get to the level where they need to go to CAMHS. So I wanted to really check up on how that was going, and I think the broad picture we’re getting is that there has been an expansion in provision for children and young people, but there are still some really serious issues. So the broad themes that we wanted to look at, are first of all; do we need to be even more ambitious in overhauling our model to focus on prevention rather than cure and nipping problems really early? And should we be very radical? Secondly, is impatient care ever appropriate for long periods of time? I mean, there are definitely times when someone needs to go somewhere. I don't know where the eating disorder needs to go for treatment for a month to put things back on track, but the long-term residential care you know, I think there are worries that it it's just inappropriate. It can almost become incarceration and inhumane. We are really interested in what happens in places like Italy, where it's basically banned. You know someone has to sign off a sectioning order every week after a certain period of time, and so it's so we're interested in that. And we want to look at the whole issue of seclusion and restraint, because we've heard some terrible stories of how seclusion and restraint has been overused. So that's kind of our focus area. Please feel free to, as I say, speak completely freely and it is completely confidential. It's really lovely to see you all and really grateful to you for giving up your time given I know how busy everyone is. Should we just go around and do some introductions. 
Participant A: I'm the Head of Nursing and Quality in my Trust for the whole of the CAMHS directorate.  I’ve been in this post since about July but have been in CAMHS for a few years before that, and then adults or prior to that. 
Participant B: I a Research and Implementation Nurse Lead for CAHMS. I've been working in CAMHS for probably the last 10 years. very happy to be here today and it’s nice to meet you all.
Participant C: I'm a Consultant Child and Adolescent Psychiatrist and I'm based in an Adolescent Unit, which is an acute inpatient unit for adolescents, so 12 to 18. I I've been in post for almost two years now and I'm really grateful to be here and hopefully you can give some insights into in patients. 
Participant D: I'm a Children's Nurse and I've been managing a borough’s CAMHS Crisis Team. I’ve been a children’s nurse for 16 years and I've worked in child protection, youth offending and physical health, trauma, accident and emergency.
Participant E: I am an occupational therapist. I currently work for a local CAMHS Crisis line. I have previous experience working in an adolescent inpatient unit, but also a specialist children's inpatient unit as well.
Participant F: I've been working in CAMHS for 34 years. I run the crisis service and I’m the lead for Crisis Care for the local partnership. So that covers bed management, crisis line and an intensive community treatment service which is an alternative to inpatient care. 
Jeremy Hunt MP: Thank you very much for coming. And James, do you just want to say hello to everyone as you're as you're here?
James Davies MP: Hello everyone from sunny North Wales. So I'm a GP, and yes MP for my home seat, Vale of Clwyd in North Wales. I was a clinical lead for Westchester CCG for dementia and take an interest in all sorts of health-related issues in Parliament, so thank you very much for coming.
Jeremy Hunt MP: Excellent, OK good. So I am going to start, and just because I want to make sure that I get round everyone, I'm going to group the four questions. I think we've all seen the questions, so I'm just going to group the first two and the second two. And I'll just go round everyone in the order that you just introduced yourself there. Let's focus on the first two questions, which is firstly, do you think you're always able to offer the appropriate level and nature of support to children and young people? And if you aren't what are the main barriers? And then let's just ask a slightly more detailed question about restrictive interventions, seclusion and restraint, chemical restraint as well. And do you think these practices are overused? You can talk about your own units, your own experience, but by all means speculate on what you think happens across the rest of the NHS if that is something that you have some knowledge about. So let's start with those two questions. I'm afraid someone has to go first and it’s you Participant A, but you're a very senior nurse so you can cope with the pressure, so why don't you kick off?
Participant A: I guess with the first question, I would say no. I don't want to speak for everyone else, but certainly the sense I get from nurses within my directorate and nurses that I speak to, and for myself, I don't think we are always able to offer the level of support and care that that we would like to be able to offer. The fact that we have waiting lists for treatment isn't what we want to see, that's not the kind of level that we want to be at. And I think probably the biggest barriers to that, particularly sort of the last year as well, has been the sort of demands. And I think there's so much thinking that we've got about what the service could look like, but it’s getting from A to B, and how we get there. And workforce is such a huge part of that as well. I think I kind of feel like at the moment we have got some money, there's money there to think about what we could do with it, but actually, I can put out a job advert for a for a band 5 or a band 6 nurse and I won’t be able to recruit fully to those posts. So, even if I said OK, I can have a team and it could do all of this and this will be all the amazing stuff that we would want it to do, I probably couldn't get physically that team together. So I think that's a massive barrier. 
I think probably one of the other barriers as well is thinking about how social care links in. I think, particularly where I've been in adult, the real difference that I sort of see between adult and CAMHS is actually that as a health care provider, we quite often end up filling a gap for social care. And particularly when you think about our inpatients and delayed discharges it's quite often because there isn't an appropriate placement available for them to go to, or we've got somebody for a prolonged period of time in A&E being quite distressed where they don't need an impatient mental health admission, but there isn't a social care placement for them to go to. So actually in turn, then their mental health deteriorates, and we end up getting into a situation where they do get admitted, but actually it's not the right care and treatment for that young person. 
Jeremy Hunt MP: What about restraint and seclusion and another restrictive practices?
Participant A: I can talk to you about that for the next hour on that actually, so I'll try and cut it down. So one of our main priorities and goals at the moment is about reducing restricted practice. We've got some challenges particularly in our, so we've got two general adolescent units, a children’s unit- which is currently closed at the moment- then a psychiatric intensive care unit, and I think particularly for our general adolescent units, we've got some real challenges, with not only I think that the young people that have been admitted, somethings changed, the presentation of these young people have changed. Acuity is much higher now than what it was, I would say even a year ago, but certainly if you go back five years, the amount of sort of emotional dysregulation is very different. So I think when we're trying to manage very severe episodes of self-harm and you've got a young person that's very traumatised, you’re really stuck as a staff team between kind of going OK do you go for a prolonged period of holding somebody which if they've had previous trauma, is incredibly traumatic for them. Or do you put them in a seclusion room, which again is also very traumatic. So there's some quite difficult decisions to be made. I think we are looking at our sort of seclusion use years and how we can reduce that and what we can do. One of the challenges for that at the moment for our wards is the environment. So I know we've started linking in with some other general adolescent units across the country, And you know, we can think about sort of de-escalation spaces, but you've got to have the estates around that to be able to do that. At the moment, our general adolescent units don't lend themselves to the acuity, I think, of the young people that we’re managing at the moment.
Jeremy Hunt MP: Ok that’s really, really helpful. Participant B do you want to pick up from that? 
Participant B: I would echo everything that Participant A said, and I don't want to repeat things. I think there's a couple of points that were raised that I kind of want to emphasise. One is the inextricable link between health and social care need, and I think it's really hard to separate the two, in the in the world as it is at the moment and they are really linked,  and there's a real challenge because people's mental health needs can be very much tied in with their social care needs, and we need to be addressing both of them. I think sometimes, as Participant A said, it's very hard because we can support somebody to feel better in terms of their mental wellbeing, but that is time limited because they then go back into a context which is going to impact on their mental health again, because it isn't the right context for them to be in. So echo that. 
Also, I think in terms of barriers we’re facing at the minute, the thing around recruitment and retention, particularly in nursing is such an issue. I think other people in the call, I won’t speak for them, but I think they're probably agree, if you go back sort of 10 years or so you were competing to get a nursing place in CAMHS, people wanted to work in CAMHS and I'm really curious about what that shift has been because it certainly doesn't seem to be the case now. Recruitment and retention is so important, because we know the links between that and quality of care, and so if we don't have the staff naturally does have a huge impact in terms of the care that we can offer. 
Another thing to pick up on is around services being able to think family and not just child, and I'm sure certainly the  guys in the crisis teams would be able to talk more about this, But the relationship between children's mental wellbeing and their parents mental wellbeing, and I don't think our service are set up in a way that we can think about the whole family and we need to and think a little bit more holistically about that. I think the other thing, and again it's something that I think about quite a lot, is we're not able to always provide the care that we need to, because of that dramatic increase in referral rates. I think I was reading the other day about referral rates increasing five times faster than the CAMHS workforce is growing and that's just not, you know, that's not sustainable. So there is something happening, I think, societally where we're just seeing this year on year on increase in referral, self-harm rates, etc. So again, I think that talks to thinking about sort of the big picture.
Jeremy Hunt MP: We're going to talk about the pandemic a bit later, but is this something that's separate to the pandemic in your mind
Participant B: Yes. 
Jeremy Hunt MP: And just to probe on that for a moment; is it an increase in the severity of cases presenting? Or is it that more people are understanding that mental illness can be treated compared to, you know, our grandmother's generation? 
Participant B: I think that's a really interesting question and I'm sure other members of the group would have something to say about it. I think it's really difficult one to answer. I think what we know is that we are seeing increased presentations at A&E, we're seeing increases in self-harm, and we’re seeing increases in acuity in terms of the presentations. Psychosis, I think we're seeing a lot more of that then we were maybe 10 years ago as well. So I think it's really hard to answer the question. I think I'd love to know what the answer to that is, but I think what we do know, is that something is shifted and it’s on an increasing trajectory. And what that's about, I think is a really important question that we need to answer. 
Jeremy Hunt MP: I’m sure we’ll come back to that. That's really interesting, you know it can't be the case that lots of people were covering up self-harm or psychosis 10 years ago and that they’re suddenly coming forward. So it must be that there is an actual increase in the incidents. Was there anything else you wanted to say?
Participant B: I just wanted to touch on the issues around restraint. One of the questions you were posing was about restraint and do we need more training, and I think training is important, but the challenge is what we train people in. Because we want to use the evidence base, but the evidence base isn't there. There's a dearth of research on effective alternative to restrictive practice in CAMHS and how young people experience restrictive practice. And I know this is come up before, but I think there's a real need for sort of a rapid expansion of the research base to be able to inform the training and the policies. Because when you look into it, the research isn't there. So in terms of how we use alternatives to restrictive practice, and how people feel about it, to be able to develop those interventions we need to be doing the evidence around that. And I think that we're really well placed to do that with the right resources. 
Jeremy Hunt MP: Thank you, thank you. Participant C. 
Participant C: I don't want to repeat what has been said, but I have a couple of things that I would add. One is in terms of real numbers around the need for social care placement. So we've got eleven young people on the ward at the moment, nine of whom are not going back home, and so a lot of those are awaiting some kind of social place. And in terms of delayed discharges we've got two that have been delayed for over 2 months while social care are looking for placement, so obviously in terms of providing appropriate treatment and care, we’re not the right place for them, we recognised that over two months ago. 
Jeremy Hunt MP: Sorry, just say that one again. How many are waiting more than two months? 
Participant C: We've got two have been waiting for over two months, but nine we know will not be able to return home- either they’ve come from placements or they're not able to go home because of their level of need. So that I think significantly impacts the work that we can do. 
Jeremy Hunt MP: We won’t attribute it to your Trust, but I think we will definitely use it as an example, saying we spoke to a consultant. 
Participant C: Yeah, and I don't think we're unusual to be honest, in having this scenario. I think therefore the length of time that young people are based on the ward inappropriately then leads to levels of frustration, it leads to emotional crises that leads to kind of prolonged use of, you know, restraints again over and over and over again, because actually if they were reintegrated in their local community they would probably be a little bit better in their mental health. I think the other thing to sort of say is we have a high percentage of people with comorbid ASD, for whom when they escalate, actually restraints and holds and things…. they have their own sensory needs and you know some of them really aversive to sort of tactile stimulations. So when we place them in holds that escalates the crisis, and actually what would probably be better for them, and certainly we've had to care plan in the past, is once they start escalating beyond a certain point seclusion is actually a better solution. It's a quiet environment, it's calm, it's decent, but there’s a lot of this idea locking children away in seclusion because staff can't be bothered to hold them and restrain them. There's a narrative there amongst the staff. And I think they feel they often end up getting injured and there's a lot of staff burnout because you know they're placing children in holds, thinking that that might be the best option, or the least restrictive option. I just want to carry on what Participant B said about there’s not a huge amount in the literature in terms of advising policy and protocol around that. And the last thing was just to mention about schools, because I think schools are another factor and component of young people's lives. They’re at school, for the majority of the week, and I think COVID certainly has made things more difficult for the kind of network around the child. But I think schools are struggling with the levels of like risk and self-harm, and I think even a couple of years ago we were integrating young people back into school with the support of the ward and the CAMHS team and they was fine, but now we’re getting a lot more resistance and a lot more schools saying we can't manage this level of risk, so I think they're just an important factor to think about.
Jeremy Hunt MP: Just to pick up on this research point because people like Joe Rafferty, you know who runs Mersey Care, he is very persuasive in when he says you really can make a difference with conflict reduction techniques as a way of reducing the use of seclusion and restraint. Is that right?
Participant C: I think I think for some young people it is, but I think for some people because of their presentations engagement, they sort of escalate to the point where they start disassociating. They're not able to engage at all in anything we try, all of our various psychological techniques. At the end of it they need some almost they need to reach an end point of the crisis and the end point is, you know, unconsciously, probably placed in holds, placed in seclusion. It just brings everything down very quickly. And we have, you know, in the past got into situations where young people are only deescalating with intramuscular injections, they were having the chemical restraint. And they'd escalate so quickly that we know it can't be the medication, it's almost that final point of they now feel very contained in the and the whole thing is now ended. And that sort of research isn't around on these very, very challenging cases to manage. They often end up in a pattern of needing lots and lots of restraint which parents can't do, schools can't do once they get back in the community, and it's problematic.
Jeremy Hunt MP: Just to ask you about the other question that Participant B talked about, which is what you think is changing out there and are there societal factors that are increasing the incidents? Is life different compared to you when I was a teenager in the 1980s compared to now? You must sometimes think about these things and wonder.
Participant C: I think one big factor is social media and I'm sure other others on the call have kind of more to say on that. But I think as a society, our resilience has gone down broadly. Both parents have to work so when the kids come home, there’s no one there, they’ve got social media and the bullying happens at home now because they are constantly connected to people. Yeah, I think just broadly, I think the whole system is burning out, and we’re not able to kind of support young people with their mental health, and I think they feel that.
Jeremy Hunt MP: Thank you, we’ll come back to you if we may shortly, but let me move on to Participant D now. 
Participant D: I'm going to take my perspective more from the kind of community settings rather than specific inpatients. I think some of the main barriers are, obviously this is a meeting about mental health, but the interaction between child health, mental health is a big kind of factor. So, for example my colleagues mentioned ASD, autism spectrum Disorder and ADHD or attention deficit hyperactivity disorder, and both lead to children struggling in education. I don't know if you're aware, but the average wait for a ASD or autism assessment is over a year in this country, and often a lot longer. And what then happens is that this predisposes children waiting for an ASD assessment to start failing in education, and what we know from you know, sort of studies like the BARRACK ABBEY report, which is children outside of education then start getting into trouble and it starts having far reaching consequences. To put into context, the Barrack Abby report highlighted that 95% of the children in the justice system have an identifiable mental health condition, speech and language difficulties or an autism spectrum disorder. And that's the reason why the services like liaison and diversion were set up. Unfortunately, one of the things that's kind of impacted children coming into mental health services is their needs aren't being met, specifically within the community setting. This then leads to strife and difficulties within the family environment. And that absence of support then impacts their mental health, which then brings them here. We often get referrals from desperate agencies like social care, who you know in in the absence of these specialists assessments, will try and find another avenue of support to try and help these young people. I guess what I wanted to highlight is that mental health is one part of a child's experience and actually it's the whole systems around them that needs looking at. So our colleagues in social care, for example, you know they're struggling significantly. We've got two legal frameworks, which is sort of the safeguarding section 47 in Section 17 which is child in need, or family support and actually the threshold for section 17 has drastically increased because of stretched resources and financial difficulties. And this has precipitated strife and difficulties with families which then impact the children's kind of emotional difficulties.  To get into CAMHS through the front door, in my borough, you’re looking at over a year to even get an assessment. So if we're thinking again about children in schools, and again the far reaching kind of sociological impacts of that, mental health conditions are one thing that contribute to  children, entering the justice system, for example, which has a significantly high financial impact, if you're looking at things in the long term. 
The last part of it is the early intervention services that were set up in the 90s, which have crumbled and been dissolved like Sure Start Centres which targeted young parents to get them into support and engaged in health, social care and social based supports. Which are now having an impact on the people that are coming through because these services have sort of crumbled. 
Jeremy Hunt MP: Anything on restraint or seclusion? 
Participant D: Again, from a community setting, I wanted to talk about two things. One of them is the use of the Mental Health Act, which is a form of restricting someone, right? So at the moment, within the community, if I have someone that's unwell in the community, it can be almost impossible to get a community mental health act assessment, and this is the absence of specialist section 12 doctors and amps that can complete that process. The last time I wanted one it was, I was quoted over a month before I could get a community Mental Health Act assessment, and what this then does is predisposes a young person to increase in severity and then present at higher level of crisis, which then could precipitate an admission that might have been potentially prevented if we manage to get them to a place of safety. As you know Section 136 copies can’t be used within family homes, I know the changes of that were fantastic as they removed all of the other rules about 136 being used in other environments, but if someone's within their House, we can't get a community Mental Health Act assessment in a timely manner, and that has a massive impact. 
The other thing is the mismatch between the, talking from an emergency perspective, so an Accident and Emergency stance and the use of the Mental Health Act within accident and emergency- unless there's an identified bed, you can't complete a section to keep that person safe within that environment. And this sometimes predisposes children to self-discharge, or the use of unnecessary restraint to prevent them from leaving. So, for example, if you're 16 and 17 and you’ve self-harmed, or you're suicidal, Accident and Emergency under NICE guidelines are not obliged to admit that person to a ward to complete a section, so they stay in Accident and Emergency. You've got a Mental Capacity Act which runs from 16 and up, so if you got someone that’s 15 then you have to kind of gauge that on a case by case basis. We've got a deprivation of liberty of state safeguards framework which is actually used for 18 and up. You've got a child health service which effectively covers up into the age of 16, and what you don't have is anyone owning the 16 and 17 year olds in Accident and Emergency, to help make these kind of quite complex legal decisions. And often Section 3.5 of the Children’s Act will be used, which is a professional's ability to act as a parent to protect a child from harm which isn't exactly an appropriate legal framework to do a restraint under. The other thing to point out that manual restraints are used in Accident and Emergency by security staff, so handcuffs for example and you're more likely to get an extended restraint within that environment because of the environments that they’re in. So if you’re doing a restraint might be in a resus space, surrounded by sharps and machinery, there is no seclusion- there's no legal framework within an accident emergency to use seclusion within that environment- an so your only options are tranquilization, which is used, and that can be very helpful or physical restraint. So you're more likely to see a longer restraint within a hospital that you are within a mental health unit. And the way that those are reported on isn’t always consistent. So in mental health we’re very good at reporting restraints but within physical health environments, because the restrainers are security, they don’t always report it. So your data is going to be less accurate on that and the way that we learn from those restraints aren’t always learnt from. 
One final point, I worked in police stations, I set up a Liaison and Diversion service in my borough, and so I trained most of the custody staff in identifying child protection concerns and option within those environment. And one of the things that a lot of police aren't aware of is that you can actually use the section 136 to move someone from custody to a place of safety, and that's because of the old kind of perspective of a custody is a place of safety. And thinking about another environment where we might see extended restraints and fatalities, which we have seen within custody, is that there is no tranquilization, there is no medication that you can give someone within the custody setting that may allow you to disengage from someone. I've seen acutely psychotic people in custody and the police are reluctant to move them from a custody suite to a place of safety, either a 136 suite or an accident and emergency, because they're worried about the impact that's going to have a staffing because they're police would have to accompany and stay with them. There is also a reluctance by the police to use Section 136 with children because of the impact it has on their staffing also, and this might predispose them to not making these decisions when it's actually needed. I think that's probably all I got to say about restraint.
Jeremy Hunt MP: Some of the legal details there you lost me, I must admit, I think that probably demonstrates the complexity of it, but can I just ask you to simplify it in a way? I'm if you were health secretary for a day what are the two or three big changes that you would make so that we get better outcomes for those young people that you've been talking about?
Participant D: So I’d target 16 and 17 year olds, because that's half of your cohort that present in crisis to hospitals. I'd be looking at why they're there and how they’re managed within hospitals. So the safeguarding team and the named doctor for safeguarding, who is often a paediatrician, has safeguarding responsibility in the hospital up until the age of 18, however 16 and 17 year olds are managed by adult clinicians, and paediatricians don't get involved in their care. So these complicated decisions that happen regarding this then fall through. 
Jeremy Hunt MP: So are you saying there needs to be a clear line of responsibility from a consultant for every single one of these people, who has the ability to put together a holistic solution which could span mental health, physical health, family support and everything is it? 
Participant D: Yes. Absolutely, there needs to be. We need to remove this kind of barrier between 16 in child health. So, if you're 15 and you self-harm you go to Accident and Emergency and the guidelines are that you stay overnight, and you'll see in by an appropriate team in the morning. Because you've got shadow social care services overnight and you've got junior staff who might not necessarily be trained in looking after children overnight, so we know by the evidence that these children get better outcomes when they stay the night and they are seen by an appropriate team. There is no obligation from the physical health staff to keep that young person or to admit them to place overnight and what this leads to is children staying in A&E. It leads to high levels of breaches, which causes political conflict between services. So directors start getting involved when a young person is in any over 12 hours like so it creates conflict within the system and sometimes it forces bad decisions. 
Jeremy Hunt MP: So at the moment if someone contacted you that they were held overnight would someone like Participant C then be contacted the next morning and saying look can you take responsibility for this young woman and given the tools to put in place a solution? That doesn't happen at the moment?
Participant D: No, I mean the reason why the person has to stay, like Participant C said earlier, it's often social circumstances. The child's has self-harmed and we need to keep that person safe and understand the family environment.
Jeremy Hunt MP: Can I go back to Participant C, and ask why you can’t then, once it reaches you why can’t you then put in place the solutions necessary for let’s say that self-harming 16 year old girl. 
Participant C: So for my Community Consultant colleagues, wherever a young person presents that local A&E will have a community team that services it, so it will be a duty consultant that goes. But in an ideal scenario if a young person self-harms we want them to home, but they need to go home with support and that support comes from the interplay of healthcare and social care and at times education and that doesn't always happen quickly. There aren't enough resources, so I think you know theoretically it would work, but in practice there just aren't enough resources all round. 
Jeremy Hunt MP: OK thank you let’s move on. I'm going to come back to you of course, but let's go to Participant E next. 
Participant E: In terms of the first question when I think about my inpatient experience, I echo what my colleagues have said in terms of difficulties accessing social care, or staffing levels where you're just working incredibly hard and feel like you're firefighting all of the time. But in my current role I think I give a different answer to this, in terms of being able to provide an appropriate level of care. The specific role is crisis response and we are able to support young people and their family, in that moment of crisis. That said, I think there are a couple of things worth thinking about there. While I feel I may be able to do my role, and my role well, what's being raised and what's being presented to us is an idea that the system isn't supporting families enough. So you will receive a telephone call from a parent who's been waiting in the system and their child or young person has deteriorated. That parent is being assaulted, that child's distress is more frequent and we're responding to that immediate crisis to help contain that, and perhaps nudge or activate a system, or to help empower that parent to feel that they can manage that situation safely, in that moment. I think some phenomenal situations, some really shocking situations, we get to hear about, I've heard parents being assaulted whilst on the telephone and acute stress from young people. Parents telephoning and asking us to remove their child immediately, because they've reached- or not just because- but because they have reached that absolute level of burnout. Parents lead with an awareness that the system is very busy, and they are aware of that, and almost becoming quite apologetic or disempowered about being able to access the system, or parents telling us that they've been advised by another professional just to take their child to A&E so they can rush an assessment. And they’re coming through to us wanting an immediate psychiatric assessment. Our service is not able to provide that, and as identified by my colleagues the system in itself is not able to meet the demands that that I experience in in my role coming from parents. 
Jeremy Hunt MP: Can I just ask you one question Participant E, sorry to jump in. I think when Norman Lamb, when he was a Minister working with me, was brilliant at getting resources put into crisis centres and it's amazing what you do, but just talk about prevention. Are the people you see, do you think to yourself this could happen to anyone or do you think actually a lot of the time the warning signs would have been here and if someone had been able to get help earlier it wouldn't have become a crisis? 
Participant E: Sometimes it could have happened to anyone, but actually- this is where my passion is- these telephone calls show that there's a breakdown in that system because they are preventable. For some parents the telephone call is as much as nudging an idea that they've picked up from school about reward systems. For other parents, you just don’t know how they've been missed by the system and how people don't have eyes on these families. So yes, I think they are largely preventable, this level of crisis. Not always, sometimes you know across this will come no matter how much prevention you put in. 
Jeremy Hunt MP: Sorry to push you, and I’m not going to hold you to this of course, but what proportion in your mind? Is half of them could have been prevented? 
Participant E: More. 
Jeremy Hunt MP: More, really? So maybe two-thirds? 
Participant E: Yes. Genuinely yes. At least. From the calls that I have received myself as a practitioner yes, prevention could have been put in place in multiple different ways from multiple services at different times. 
Jeremy Hunt MP: OK, that’s really helpful. Well come back to you, but first we’ll bring in Participant F, who is also working in crisis care for their thoughts. 
Participant F: I wanted to start by going back to the beginning when Participant A mentioned workforce issues and nursing, and being someone that has been in CAMHS for a long time, what I would say is that where we let down the workforce really is the preparation. So if you a qualify as a nurse, you come in with no CAMHS experience at all, you come as an adult trained nurse with no CAMHS experience, so it's unsurprising that the only jobs they can get is to actually go into the inpatient services. And that's actually quite an induction, in coming into the most intensive kind of setting with limited knowledge, so no child development knowledge, no intervention skills, no historical perspective. So we're doing is we're letting our nurses down really. So what that means is not unsurprising that they get traumatized themselves and leave or that they don't see it as a career pathway. So I think training has to be addressed. When I became a nurse, I did a year long foundation course in practical implementations of working with children, and that set me up for life, But when I meet staff now, what happens is they go away for either academic courses, which they need to fund themselves, or they can be partially released from the ward but actually they can only do really bite size training because we can't release them for the ward because we have workforce issues. It’s a circular process. It's very difficult for people. I've done quite a bit of work looking at developing some training programs, but it's very difficult to get that implemented into substantial training that would actually give the nurses those core skills, so that that's my first thing.
The second thing that I want to go onto is just the pathway experience and it’s been touched on by Participant A and E, and the waiting times. If you imagine you've got a parent who's really trying for a year on a waiting list with a very disturbed child unfortunately, by the time you get them after 18 months to engage in therapy, their relationship is really broken down with their child. So you're not talking then about giving them tips about mental health because actually you’re having to rebuild their whole relationship with their child, so that makes the prognosis much less likely to be successful. So for children on waiting lists that’s unhelpful. When Participant E is talking about crisis calls, getting often either people on waiting lists, people that haven't got help, or people that are currently actually in services, but their relationship has broken down so much that it's got to a point of assaultive behaviour between the parent and the child. So there has to be some interruption in that pathway from early years. The waiting list has to be reduced so that you can get into that engagement therapy at a much earlier stage so that you've got much more likelihood of successful outcomes. So I think that is about resources and kind of own ability to respond quickly to referrals.
Participant B did mention research. I was involved in a lovely piece of research which is a comparison between inpatient care and community intensive treatment. What that highlighted, and I think you will be interested in this, is that in the Community intensive care program- so these are children that should otherwise have been impatient, would have been at Tier 4, so they're cared for being seen daily at home or in a day-care setting and obviously there was much less restrictive practice- during the care and after the care there was a reduction in self-harm. What it was indicative of is that for children in inpatient settings self-harm doesn't necessarily reduce. Actually, it's more likely to increase. That's a new piece of research that I think was published last year in The Lancet. So it goes into that area of restrictive practice in terms of if you can engage children, even at a Tier 4 level, and form those relationships with the families and the children intensively, you have got a possibility of actually reducing restrictive practice. 
I just wanted to talk about our successes, actually because we’ve talked a lot today about what doesn't work and I just wanted to just mention that over the last three years I’ve worked with some incredible children that have actually embraced the treatment really well. I've got lots of stories about children that have been in the inpatient units, working with the likes of Participant C, that are now doing their nurse training or are now at University, and so I think it could be quite interesting for you to think about whether you want to meet some of those children. Have discussions about what does work rather than what didn't work, because or some of those children they've been able to overcome some really intense difficulties, so I think it's probably quite useful to get their perspective on what worked for them. 
Jeremy Hunt MP: That’s a fascinating thought. 
Participant F: One last thing I was going to say is about predictability and prevention. We've got a pilot study on at the moment about high intensity users and prevention and could you have spotted earlier on in their pathway whether they were going to be- if there wasn't an intervention- somebody that would be a high user of services. What we’ve found is that if we look at a child for example, that is currently using inpatient services usually there have also phone in the crisis line and they also were on a waiting list. so you can actually predict the children that we’re producing to not do well, so it's just something to be thinking about.
Jeremy Hunt MP: Thank you. We have to finish at 12 on the dot and you've been really generous with your time. I want to move on now to the second couple of questions, and because we’ve only got half an hour if I could ask everyone to just be a tiny bit briefer because I just to make sure I can really get through to everyone. So the other set of questions- which are actually linked to what we've been talking about and some of them we've sort of covered- are first of all just any observations about the pandemic. I would just be really interested in hearing who are the people that the pandemic made their mental health issues worse and also were there another group of people who the pandemic made mental health issues better. It isn’t often talked about but there are some people who benefited from staying at home with their family with the reduction of pressure from not going to work the whole time. And overall it appears that suicide rates didn't go up, the raw numbers, and that surprised a lot of people. Any thoughts on why that might be? The other thing I just want to come back to, which is a very regular theme in all our reports, is about staff staffing issues, burnout issues, but this one I'd like just to think before the pandemic, so in normal times. And we think we are going to recommend as a Committee, in a staff burnout report,  that we have a system where an independent body is asked to do staff workforce projections every year for what we're going to need in the next 10 or 20 years, because of the time scales it takes to train up doctors and mental health services. I asked Boris a question about this in the Commons yesterday about this because I think we need to completely overhaul our workforce planning system, but any thoughts you had as to what the solution might be in terms of workforce planning? Because we're clearly not getting it right at the moment. So let’s start with Participant A. 
Participant A: I guess probably the demand for services and acuity through the pandemic, I think we're seeing it more now rather than at the beginning of the pandemic. I think at the beginning of the pandemic everyone locked down a little bit, nobody was going anywhere near an A&E because it was terrifying. Some people that were quite unwell at the beginning became more acute because they didn't have… and we sort of closed down services because that's what we were told to do and  cut stuff back, so I think now we're seeing we're seeing a tsunami if I'm honest. Particularly with eating disorders. We've got this real focus on trying to cut down waiting lists and how is that achievable? Because the waiting list is just going through the roof because of the referrals coming in. Saying that, I think the fact that we have moved more in terms of technology and we can now offer young people different options, so they've now what the options of having virtual appointments, being able to do things with differently I think has opened up a lot for us. I think there still needs to be the choice and we still need to get it right, but I think we're in for a really, really tough few years ahead of us. I don't think we've even seen the scale with what this pandemic has done to mental health yet. I fear that's coming.
Jeremy Hunt MP: And staff shortages? 
Participant A: That’s been a bit of strange one actually because we had staff shortages way before the pandemic; we were struggling to recruit on to our wards, particularly before the pandemic. I don't think I could ever be prouder of the colleagues that I've worked with through this pandemic. The sickness levels haven't gone through the roof and actually I think there's people that have come in that shouldn't have been there. I've dealt with nurses in the last year that have had quite severe mental health concerns and I've supported staff who have attempted suicide because actually nobody wants to go off. Nobody wants to let their team down. Nobody wants to kind of step away at a time where it's just so busy and there's so much going on. Our PQ at the moment, we’ve got a couple of staff of, literally because they have broken bones because of the acuity that is on hold at the moment and they've received them from being at work. So yes, everywhere is short staffed- everywhere- and it was before. It worries me because it almost seems like people kind of feel that this resilience to keep going, but actually I think people need to stop. 
Jeremy Hunt MP: Yes. Is there a risk of an exodus? We do hear some people say that there's going to a lot of people that leave the NHS next year, or when the pandemic is over. They just say, actually, I've done my duty and I'm done.
Participant A: Yes. I hear that all the time at the moment, where I feel like people are sort of holding on an and just feel so burnout but they're kind of holding on until things are kind of a bit more settled and then they're going to something else.
Jeremy Hunt MP: Before we got to Participant B, James wants to come in. 
James Davies MP: So just in terms of the staffing arrangement, is it primarily an issue of retention? So for instance, the age profile retirement or is it because of increased flexible working or the stress of the job? Or is it because of recruitment and the fact that CAMHS is less attractive to people? Or is it training right in the beginning? Or is it all of those things? 
Participant A: I think a bit of everything. It’s accurate what Participant F said earlier, we’re not training people to be CAMHS nurses so there’s a real fear about working with young people and kids. People are like “I don't know how to do that I've been trained with adults.” Definitely recruitment getting people through the front door is massive, but then there is also the retention factor. We're focusing so much I think, on trying to get people through the front door and think about how we kind of recruit new nurses when actually there's a huge issue about retaining them. We haven't got so much of a retirement issue as CAMHS staff are predominantly fairly young. But yes, I think it’s a bit of a mix of each. I think also we've got these two arms at the moment; so there's a lot of focus on crisis, and what's happening there, so people can come into the crisis part of the wards, and it's really acute and we’re constantly firefighting, which you can only do for a certain amount of time. . And then you kind of got the other side where we're doing all this early prevention. Actually, we need to have as much focus on three different parts: we need to do the early prevention, we need to do the crisis, but we need to do that bit in the middle, the people that are on the waiting list as well. I think we just need three focus areas rather than going one or the other.
James Davies MP: Thank you. 
Participant B: I'm not going to say too much about the pandemic because I think there are other people on this call that will have a have a lot more to say on that from that sort of frontline experience. I was just really curious about something you said Jeremy, about whose mental health has improved during the pandemic and whose got worse, and I'd be really I be really interested about the children and toddlers during the pandemic. If we think about early years and the you know, 1001 critical days, etc- and I know we’re talking about research again- but looking at some sort of longitudinal study that looks at those children that have been born, or were under 18 months,  at the time of COVID because one of things that we have seen talking to new parents at that time is that they've they time to be able to invest in their toddlers and babies have been so much greater. Thinking about a lot of the work that we know about kind of early years, I'd be really curious about some of the sort of what are the outcomes, and just thinking a little more long term about those children and babies, and that's a really interesting point because parents during the pandemic of that age group, I think, has really a lot of benefited and therefore their children benefited. 
Jeremy Hunt MP: We’ll look out for that. I really felt last year that we actually weren’t one country we were three countries: there were the people who were bereaved or suffering with COVID, there were the people who are actually having quite a nice time at home because they don't have to go to work, and then the people working flat out in the health care system and their experience of the pandemic was radically different in all cases. I actually had a bit of all three because my job was very busy, I also did get COVID but I was at home with the kids so I had a bit of a taste of all three worlds, but definitely I think most people felt their perspective changed from staying at home so much and they to some extent benefited from getting off the hamster wheel of life. 
Participant B: Yes. I think that’s what’s impacted those children. On the flip side of that, though, I think it's the unseen and I've got real concerns about reduction. So I'm a bit trustee for a charity that works in schools and the reduction in safeguarding concerns etc. because the children were hidden for such a long period. I think there's a flip side for some people it was really beneficial thing and for other people it was an incredibly difficult time, we’re all different. 
The other thing I was going to say is around staffing and the burnout which I really think is a huge issue and it’s growing. I can only really talk about from a nursing perspective and it’s just thinking about the whole picture for nurses in terms of what informs their burnout and what are the mediating factors, and we don’t have enough of those. So in terms of thinking about developing nurses’ career pathways and their development opportunities and all those little things that buffer was really hard day at work or that you know when you've been injured or whatever. They're just they're not there. What we're seeing, particularly from an inpatient perspective, is that the inpatient is a stopgap before you then go onto a nine to five job where you tend to be in the community or whatever. Both jobs have challenges, both jobs and really important, but I think from an inpatient perspective there aren’t the structures in place to recognise the importance of developing that group of nurses. There aren’t the opportunities then to become an amazing inpatient nurse that wants to stay in inpatients because there are opportunities there, because they really enjoy the work that they do. At the minute it is just a bit of a revolving door, and again that links then to the quality of care that we're able to provide. So when we think about burnout, we need to think about what nurses need to mediate against the challenges. 
Jeremy Hunt MP: It’s a different inquiry, but we've actually just done an inquiry into burnout, and I think one of the factors we’re coming across is the intensity of work. Most people are able to cope with high pressure or stress in intermittent belts, but if one period of high stress is followed by another period of high stress and another period of high stress, then no one can manage it. That’s really helpful. Let me move onto Participant C. 
Participant C: I will just speak on the pandemic, because I think other people can talk more about staffing. From our perspective we've seen a reduction in psychosis, so in thinking about the idea of who’s benefitted. I think in young people who would typically we see usually see over the summer and increase in drug induced psychosis, but we didn’t see that last year. But I think in terms of our acuity and certain levels of self-harm, usually we have one or two young people at that kind of high level, now most of them are at that high level. And I think part of the reason is when they were going to school, I think schools picked up on things. I think parents have been at home trying to support the young people have contained and contained and contained until they've reached an extreme crisis point. I think one of the things that may have impacted young people's presentations is virtual learning, and a lot of them said to me seeing themselves on screen having to be on screen, is hugely anxiety provoking. It's not a surprise there for eating disorders increased. I think again with social media, because not being able to go and see your friends, you connect via social media, and we’ve  seen huge increases in mental health related to Tik-Tok because communities are bult there around your mental health presentations, and it’s almost an identity. Mental health is becoming an identity for young people so it’s quite significant. 
Jeremy Hunt MP: Anything on staffing shortfalls. 
Participant C: Nothing more than what Participant A and B have said.
Jeremy Hunt: Thank you very much. Let’s move onto Participant D. 
Participant D: So I think my colleagues have pointed out from a client perspective what the changes for the demand and services are. I actually wanted to focus on staff and the impact of staff needing pastoral support and mental health support. I've got colleagues from working over the last 16 years in the National Health Service, from a variety of different backgrounds, and I've had to direct people that I call friends for to receive support for post-traumatic stress disorder from working in Accident and Emergency in hospitals. Now Trusts have done fantastic things in regard to providing some degree of pastoral support, but it's not the evidence based treatment for the people that are suffering from these conditions. For example, six therapy sessions delivered through your Trust, is an amazing entrance and emotional piece of support, but if you got PTSD you're looking at 21 sessions of therapy, so there's a mismatch of people that actually need mental health support who are working in health and actually what they can access. There isn't a fast track entry system for NHS staff to the NHS to receive mental health treatment. There might have to be if you want to retain some of these staff who have been really, really affected by this pandemic, because being mindful, the staff that work in the NHS have suffered the same challenges as everybody else in this country and then on top of that have been looking after people in isolation. So for example, some of the people that I manage have been doing sort of work around trauma and actually talking about young people's trauma while sitting on their bed in their bedroom on a laptop. How do they then kind of disconnect from that? It's had a significant emotional impact. 
In regard to staffing, I just want to highlight that our staffing challenges in the community are a little bit different because the staff, for example, that I recruit to my team are quite senior so they would be people at least five years’ experience. I've had vacancies for months that I'm not able to fill currently, and that's including using agency staff. So actually the more senior staff are actually quite hard to recruit into positions for currently, so that is an issue in the context of managing crisis services.
One final point, and I'm afraid I'm going to have to go to attend an emergency, that I wanted to make was that acuity across the board has increased within the community, so the children that would have had the fastest entrance to receiving an urgent assessment, which would have happened within a week to two weeks is now taking three months to get the most urgent kids seen as quickly as possible. So all of these, not just the people that are on the generic waiting this for ADHD assessment, but the people that are waiting are all increasing and what this then leads to is people presenting in crisis to emergency departments and requiring admission.  And actually if we catch them quick then we can flip these around often.
Jeremy Hunt MP: OK, thank you. That's really, really helpful. Good luck with your emergency and thanks very much for your excellent contributions. Thanks very much.
Participant E: I think one of the things that was really noticeable, from my experience working in the in the pandemic, has been the amount of calls from families with children who present with behaviours that challenge, even with a known diagnosis of autism or a query about autism. Very clearly in speaking to those parents, what you see is a breakdown of the original routine that the young person had, current imbalance in their activities, a lack of daily lack of structure within their day and even as things started to open, being able to transition back into their old routine from their new routine was very problematic. Many of those families trying to hold it together to not access services most definitely resulted in in lots of calls to our crisis line. I'm not sure if I said it, but even for those who could go school, it was the rest of their routine which created a big impact and lots of trends of providing access to screen time- mobile phones- as a ways organising the day and then a big assaultive response when attempting to rebalance things. 
As Participant D said, receiving those calls are traumatic, they’re really, really stressful and I can't articulate that enough. They're incredibly stressful and I'm very fortunate that our team are so incredibly supportive. I just hope that all other crisis line services at present have that level of support and care. Just to the last points in in terms of the impact of staff shortages and burnout, I'm going to put my hands up and say I was one of those people that was burnt out. I was incredibly exhausted, and it was that firefighting, not enough staff, not enough skills, because as soon as you trained one set of staff they were leaving and again the acuity was high. The need for understanding positive behavioural supports working in the children’s unit was so important but as soon as you trained one lot (mic cuts out). In my experience of inpatient units, when there can be a breakdown in in the number of nurses or shortage in nurses, the occupational therapist is often called for. That's not to say that my other MDT colleagues aren't but OTs are, and then we still need to perform our role as well as support the nursing team. That's hard. It’s hard for everyone but I’m just doing an OT point of view. 
Jeremy Hunt MP: Thank you for sharing so openly. That's really appreciated. So last, but certainly not least, Participant F. 
Participant F: In terms of the children, I think there’s not much to say that other people haven’t said. The only area is drugs and looked after children are people that kind of presented more so in A&E. And in terms of the inpatient services-because I’m also in charge of the bed management team- the thresholds for admission were much higher. So for Community Crisis that meant that what they were holding was much higher. I guess just thinking about that experience for young people, but also the balance of community staff trying to refer people into the inpatient service and the inpatient services saying, well, actually they don't meet the threshold at this current time. So there was a lot of negotiation around risk management, which I think was quite a challenge in the pathway in terms of accessing support for young people. So that's one thing I would kind of say. In terms of the crisis system that I manage, the symptoms or the referral rates go up as soon as the schools open, so in the pandemic, every time the school opened, the referral rates went up fast. Every time schools closed and then we know isolation, the referrals rate went down. So I think school is a real big stress for young people and I that social interchange. 
I just wanted to pick on what Participant B was saying to normalise it a little bit. One is I’m a new grandmother and just the social development of little toddlers really has been affected. He has quite an unusual style and I know a lot of his friends do in terms of engaging with people because he hasn't seen people. I just wonder what the long-term effects are going to be in terms of his confidence. But he does some definitely unusual behaviours and I don't think that's because he's autistic, it's just that he doesn't know how to engage. I'm also a Scout leader as well and last night I had my first meeting face to face with my little 6-7 year olds. They were so excited to exceed each other, but their parents were quite anxious because they're confidence has deteriorated in public settings. So although they've been in bubbles at school and they've been familiarised meeting at people outside of them, they're actually quite anxious. So just to say that I do think there are going to be some knock on effects on children's confidence, and that may be rebuilt over the next few months if things go well, but I just think again, like Participant B says, I think it's something for us to be mindful of. What made me think is that probably people’s social phobias or anxieties might be at different level rather than other issues, just because actually they’ve got quite intense relationships with their parents, but their parents haven't necessarily been in a calm place, so this so I think that's maybe caused some anxiety. 
I’ll just go back to staffing, so some of my staff have worked in crisis and remotely and eight of them have had babies and those babies don’t really like their parents talking on the computer. They put the laptops down. That’s the other thing is that they're not able to attend to their children because actually they're having to look after them and work and deal with crisis at the same time. So that has been quite a juggling act for them, really. 
On a positive note I actually don't have any recruitment issues in my crisis teams, so I have four teams and I have no vacancies. I just wanted to say that within that setting, what makes a difference I think, is the fact that you're working in a non-institutionalised setting with an ability to engage with people, and it's continued all through the pandemic. So all of my staff that her face to face contact of continued through the pandemic and actually the reward that they get is from the children and the support and the feedback about how positive it has been for their relationship with the families means that their burnout is less. Because actually we all come into looking after children because we want to make a difference, and when you don't feel you're making a difference that adds to burn out. So just to finish on that positive note, that we've done some wonderful work and a lot of children have been really supported and have done really well and progressed through the pandemic.
Jeremy Hunt MP: Thank you all. That's a lovely positive note to end up on and congratulations on being a grandma as well. Has anyone got any final comments?
Participant B: Just on behalf of all of us, it is we're really grateful for this opportunity, and we're really keen to hear what happens with this information and how it’s going to contribute to make changes. Also to say there’s a hope from us that this isn't the end of the conversation, but rather this is a continuing dialogue. We obviously have our local context, but we also have a national perspective as well, so I think we are really well placed to provide ongoing support and input into these conversations. 
Jeremy Hunt MP: Good points and I’ll come back to you on that shortly, but James wants to come in. 
James Davies MP: Thanks Jeremy, yes, I wondered if there are any thoughts about the future gateway to your services. So from a GP perspective, of course waiting lists are long some referrals are rejected. In an ideal world, if you had all the resources in the world, would you see all of those referrals, or do you think actually their inappropriate? Could families and young children access your services in a in a in easier way than they currently do? And what's the integrated digital services? 
Participant A: I think we could be taking more referrals than the ones that are rejected because the threshold is so high, but I also think there needs to be mental health practitioners in every GP surgery. I think sometimes if you had the right mental health practitioners working in GP surgeries, they wouldn't need to come into the Tier 3 CAMHS services. I’d really advocate for that. 
Jeremy Hunt MP: Let me just talk to Participant B’s point for a moment as a final thought from me. We'll publish our report before the summer break. I think what you said has been incredibly helpful. I'm sure we're going to continue to say that it's vital that we completely overhauled our long term workforce planning to deal with some of these gaps that we're seeing in every field, which I think is very closely linked to chronic excessive workload, which is one of the biggest contributors to burn out, so we will definitely talk about that. You've helped us understand that the issues around restraint and seclusion are quite complex. I mean, we all want less of it, but it's also about making sure that there's a physical environment where that's possible. And so we would probably do that. I think you've confirmed what we already thought, which is that long term inpatient stays are not really appropriate in the vast majority of cases. I think on the whole our main concern with those is about people with learning disabilities and autism who are often shipped to the other side of the country and they’re put in a sort of independent sector run hospital for £11,000 a week and they sort of seemed to get forgotten about in the system. I think one of the biggest insights for me personally, which I will definitely make sure we get in the report is this idea of having a named consultant who is directly responsible for that 16 or 17 year old shows up self-harming in A&E who ends up in the bottom of everything. I think you also said some really interesting things about prevention and what we could be doing if we were intervening earlier. It’s been really helpful. I mean, absolutely, please do stay in touch. I'm sure that we will be coming back to mental health in due course there's just so much so much to cover, and so you know we'd love to carry on the dialogue. So thank you all very much for giving up your time. Really, really appreciated. Thank you, James, for joining us as well. I think you've helped to really inform our report. And hopefully when people read it, they will sense that we have listened to the voices of people who are dealing with these issues day in day out. So thank you very much and also of course a massive thank you to all your incredible efforts over the last year, which has been the most stressful in the history of the NHS and so massively, massively appreciated. Thanks very much and have a good rest of the day. 
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