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Tuesday 8 November 2016 
 
The Committee will meet at 9.30 am in the James Clerk Maxwell Room (CR4). 
 
1. Audit Scotland report - NHS in Scotland 2016: The Committee will take 

evidence from— 
 

Shona Robison, Cabinet Secretary for Health and Sport, and Paul Gray, 
Director General Health & Social Care and Chief Executive NHSScotland, 
Scottish Government. 
 

2. Recruitment and Retention: The Committee will take evidence from— 
 

Shona Robison, Cabinet Secretary for Health and Sport, Shirley Rogers, 
Director of Health Workforce and Strategic Change, and Fiona McQueen, 
Chief Nursing Officer, Scottish Government. 
 

3. Mental Health: The Committee will take evidence from— 
 

Rachel Stewart, Senior Public Affairs Officer, Scottish Association for 
Mental Health; 
 
Sophie Pilgrim, Director, Kindred Advocacy, representative of Scottish 
Children's Services Coalition; 
 
Michael Gowan, Member, Scottish Youth Parliament. 
 

4. Recruitment and Retention (in private): The Committee will consider the 
main themes arising from the oral evidence heard earlier in the meeting. 

 
5. Mental Health (in private): The Committee will consider the main themes 

arising from the oral evidence heard earlier in the meeting. 
 
6. GPs and GP Hubs (in private): The Committee will consider its conclusions. 
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Government response. 
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Health and Sport Committee 
 

Child and Adolescent Mental Health – Summary of Written Evidence 
 
This paper summarises the written evidence received in relation to the Committee’s 
call for evidence on Child and Adolescent Mental Health Services (CAMHS). The 
Committee received 24 responses to the questions specifically on CAMHS. The 
following details the main themes but is not intended to be an exhaustive account of 
all of the evidence. 
 
Please note that throughout the paper reference will be made to tiers 1, 2, 3 and 4. 
This is the general structure of CAMHS and each tier can be described as follows: 
 
- Tier 1 is the identification level, generally by teachers or GP’s, with services 

provided by practitioners working in universal services who are not mental health 
specialists. 

- Tier 2 is a combination of some specialist CAMH services and some community 
based interventions including primary mental health workers.  At this level 
identification of severe or complex needs requiring specialist assessment and 
intervention leading to treatment at a higher level can occur. 

- Tier 3 provides a service for CYP with more severe, complex and persistent 
disorders. 

- Tier 4 consists of specialised inpatient CAMH units and intensive community 
treatment services for those at most risk. 

 

Question 1: What are the key factors that result in long waits for 
CAMH services? 
 
The underlying theme of the responses to this question was simply that demand for 
services outstrips supply. Therefore the responses can be summarised in to: 
 
- Demand side factors 
- Supply side factors 

 
These are outlined in greater detail below. 
 
Demand side factors 
 
Many of the submissions highlighted factors that had increased the demand for 
services and led to a general increase in the volume of referrals. These included: 
 
- Inappropriate referrals – the number of rejected referrals (i.e. those deemed 

not suitable for specialist treatment) was raised by a number of submissions 
(n=8) as a reason for long waiting times. Some of the reasons given for this was 
that referral criteria are unclear or not understood, meaning that children and 
young people are inappropriately referred to specialist services when they do not 
need to be (e.g. Barnardos, West Lothian Council, Falkirk Children’s Services) . 
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It was also suggested that people are unaware of other sources of support or 
that alternative sources are lacking (e.g. British Psychological Society). Some 
also highlighted a lack of confidence among universal services, such as 
education, in dealing with common problems resulting in a tendency to refer. It 
was also felt that inappropriate referrals include those for conduct/behaviour 
disorders which are better dealt with by other services and can ‘clog up the 
system’ (Centre for Youth and Criminal Justice). 

Some submissions were more sceptical about the level of rejected referrals and 
suggested that it meant young people were not getting the care they needed, or 
that it was being used as a way to manage waiting times (SAMH, the Alliance). 
West Lothian Council called for an urgent review into rejected referrals. 

- An increase in the general awareness and recognition of mental health 
problems – some responses attributed this increased awareness to anti-stigma 
campaigns, the focus on health and wellbeing in the Curriculum for Excellence 
and the GIRFEC indicators (e.g. NHS Forth Valley, SAMH, NHS Lothian). 

- Increased prevalence of emotional distress and anxiety in young people 
and some evidence of increased prevalence of mental health problems in 
general – this was felt to be especially true in deprived areas (SAMH, British 
Psychological Society) and was attributed to things like online bullying, 
substance misuse and sexual exploitation (e.g. Falkirk Children’s Services, 
Social Work Scotland). 

- Increased prevalence of neurodevelopmental diagnoses – for example, 
Autistic Spectrum Disorder (ASD) or Attention Deficit Hyperactivity Disorder 
(ADHD). These young people undergo extensive assessments via CAMHS 
which some submissions highlighted as being especially time consuming (e.g. 
NHS Borders). 

- Increased parental expectations – some pointed to an increasing 
medicalisation of parenting problems, family breakdown and normal emotional 
distress in young people which leads to an expectation of professional 
intervention. 

- Increased age eligibility to 18 – many CAMH services have increased the 
maximum age of eligible patients to 18, thereby increasing the potential number 
of people that may be referred. 

 
Supply side factors 
 
Many submissions highlighted factors that limited the capacity of services and 
claimed that capacity had generally failed to keep pace with demand. The British 
Psychological Society states that just 4.6% of the health budget goes on CAMHs and 
this is not enough to meet demand. The main factors raised in relation to capacity 
were: 
 
- Lack of alternative support services and early intervention/prevention – the 

most commonly mentioned reason for long waits was the lack of alternative 
support services at tiers 1 and 2. Many stated that funding cuts had eroded 
service provision at these levels, or that the focus on waiting times at tiers 3 and 
4 had diverted resources away from the lower tiers. This was felt to have had a 
perverse effect on tiers 3 and 4, as many of these services provide early 
intervention and prevention work which can prevent the need for escalation to 
tiers 3 and 4.  
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- Recruitment and retention of appropriate personnel – many highlighted the 
small workforce and difficulties in recruiting key personnel such as consultant 
psychiatrists. Due to the small workforce, sickness absence and maternity leave 
can have a significant impact on capacity. Vacancies can also be slow to fill and 
in some areas, turnover was reported to be high due to expanding opportunities 
in the CAMHS sector (NHS Lanarkshire). 

- Lack of specialist skills – some submissions highlighted a lack of personnel 
with certain specialist skills, especially clinicians, which can increase waiting 
times. For example, assessment of neurodevelopmental disorders (e.g. NHS 
Western Isles). 

- Limited involvement of non-specialist mental health staff – this was 
mentioned especially in relation to the role of the third sector. Some submissions 
felt a greater role could be played by the third sector, for example, around 
assessments and assisting in diagnosis. 

- Lack of skills and confidence among staff in universal services -  

 

Question 2: What would you identify as the main reason(s) for the 
CAMHS waiting time target not being met? 
 
Many of the responses to this question mirrored the responses given to question 1, 
especially in relation to: 
 
- an increase in referrals 
- the capacity of the workforce, poor workforce development and lack of specialist 

skills 
- the number of inappropriate referrals 
- increase in eligibility to aged 18 which has increased the patient pool in some 

areas 
 
However, perhaps the main theme to emerge in response to this question was 
around the reduction in early intervention and prevention services, which was felt by 
some submissions as one of the main causes of why the target was not being met.  
 
These submissions tended to feel that the waiting time target and service cuts had 
skewed resources towards the higher tiers, to the detriment of prevention and early 
intervention. As a result, young people were more likely to be referred to the higher 
tiers due to a lack of alternatives or because their problems had gone untreated and 
escalated to the point of requiring specialist care. 
 
These submissions therefore argued that the waiting time target itself has had the 
perverse effect of causing greater pressure on tiers 3 and 4, reducing access and 
ultimately making it more difficult to meet the target. 
 
Other reasons given for the target not being met included: 
 
- over investment in interventions with little effect on waiting times e.g. talking 

therapies (N Ayrshire) 
- unequal access and provision across the country (e.g. The Alliance) 
- medical intervention is prioritised over a social response which might be more 

appropriate (The Alliance) 
- people worsen while waiting, resulting in the need for more support which 

lengthens lists (Barnardos) 
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Question 3: Are there any other issues in CAMHS that you would 
identify as being a priority for improvement? 
 
Respondents to this question highlighted a wide range of suggestions for 
improvement and some went so far as calling for a wholesale review of CAMHS 
(SAMH). Some of the most common suggestions are outlined below. 
 
Increased investment in early intervention and prevention 
 
The most common suggestion for improvement put forward in the submissions was 
the need for greater investment in services that promote early intervention and 
prevention. This was felt to be more likely to improve patient outcomes, promote 
wellbeing and relieve pressure on specialist services (Social Work Scotland,  NHS 
Borders, Carers Trust Scotland, North Ayrshire HCP, Scottish Independent Advocacy 
Alliance, NHS Western Isles, NHS Lothian, NHS Forth Valley). 
 
Increased capacity at tiers 1 and 2 
 
Increased capacity at the lower tiers was mentioned in relation to providing better 
support for people experiencing emotional distress and reducing pressure on tiers 3 
and 4 by preventing escalation of problems (Social Work Scotland, NHS Greater 
Glasgow & Clyde Children’s Services, NHS Lanarkshire, Falkirk Children’s Services, 
Penumbra, West Lothian). 
 
Referral criteria 
 
Some submissions suggested the need for clear referral criteria in order to improve 
understanding of what CAMHS is for and therefore reduce inappropriate admissions 
(Carers Trust Scotland, the Alliance, NHS Forth Valley). 
 
Revise performance management and accountability 
 
A number of submissions called for a new approach to performance management 
and accountability in order to avoid the waiting time target skewing service priorities 
(e.g. Carers Trust Scotland, the Alliance, Royal College of Psychatrists). Some 
suggested moving away from attendance based measures, towards monitoring and 
evaluation which is based on outcomes and embedded across the service tiers. 
 
Greater multi-agency collaboration 
 
Some submissions proposed a more integrated approach among professionals 
across the sectors. One which would move away from a medical model towards a 
more holistic, rights based approach to working with children and families (e.g 
Midlothian Council, NHS Forth Valley, Barnardos, BMA, Falkirk Children’s Services ). 
 
Greater flexibility in approaches to service provision 
 
A number of submissions criticised the current clinic-based service provision as 
inappropriate for many patients. Specifically, they felt the requirement to attend NHS 
premises during office hours did not suit all patients, some of whom may lead chaotic 
family lives (Social Work Scotland, Centre for Youth and Criminal Justice, Barnardos, 
Falkirk Children’s Services ). These submissions suggested greater outreach in order 
to engage young people and reduce missed appointments. The policy of excluding 
patients for missed appointment was also criticised. 
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More suitable inpatient facilities 
 
Suitable inpatient facilities was felt to be important to prevent the inappropriate 
admission of children and young people to adult psychiatric wards or general 
paediatric wards (Social Work Scotland, Mental Welfare Commission, North Ayrshire 
Health and Social Care Partnership, NHS Greater Glasgow & Clyde Children’s 
Services, British Psychological Society ). It was also highlighted that a small number 
of patients with complex needs are sent to England, far away from family and friends 
and at significant cost to the NHS. 
 
Neurodevelopmental disorders 
 
Some submissions called for a new approach to services for neurodevelopmental 
disorders such as ASD and ADHD. For example, North Ayrshire Health and Care 
Partnership called for clearer investment and action, and NHS Lothian wanted 
opportunities for wider professionals to receive training and practice in these 
disorders so that therapies can be used more frequently by greater numbers of staff. 
The Royal College of Psychiatrists called for a more consistent approach to service 
provision for these patients. NHS Lanarkshire highlighted that there are ‘tensions’ in 
CAMHS and guidance for neurodevelopmental disorders as they are not mental 
health disorders. 
 
Adverse Childhood Events 
 
A number of submissions mentioned the importance of identifying children and young 
people who have experienced adverse childhood events (ACE) such as abuse, 
family breakdown or bereavement and working with them to prevent the escalation of 
mental health problems (Centre for Youth & Criminal Justice, NHS Greater Glasgow 
& Clyde Children’s Services). 
 
Age criteria 
 
Some submissions highlighted the disparity in ages used across different boards (16 
in some, 18 in others). SAMH called for CAMHS to be extended to those aged 25 if 
they need support. It was felt that this could aid transition to adult services. 
 

Question 4: Are there any particular factors or initiatives you can 
identify which has helped improve services either locally or in 
other parts of Scotland? 
 
Responses to this question had a tendency to name specific services or initiatives in 
their area, without much detail of what they do. As a result, it was difficult to 
undertake any meaningful analysis of common themes. 
 
However, one theme that was mentioned repeatedly was initiatives that have moved 
towards multi-agency working and a more collaborative, whole-systems approach 
across key agencies and the third sector (North Ayrshire HCP, The Alliance, NHS 
Greater Glasgow & Clyde Children’s Services, South Lanarkshire’s Children’s 
Services Team, Barnardos, British Psychological Society). Examples of this included 
the Partnership Forum approach in North Lanarkshire. 
 
Other specific initiatives that were mentioned by more than one submission included: 
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- Choice and Partnership Approach (CAPA1) – this is a demand and capacity 
model which shares decisions making with service users (Royal College of 
Psychiatrists, NHS Greater Glasgow and Clyde Specialist Children’s Services). 

- Intensive Home Treatment Service – this was seen as a good alternative to 
inpatient admissions but it is not available everywhere (Social Work Scotland, 
NHS Lanarkshire CAMHS). 

- Psychology of Positive Parenting (PoPP2) – this is a parenting programme for 
families of young children who have elevated levels of behaviour problems 
(Falkirk Children’s Services, NHS Borders, NHS Lothian). 

- GIRFEC processes – GIRFEC was felt to have improved shared understanding 
and risk management (NHS Western Isles, NHS Lothian) 

- Family based treatments for eating disorders – seen as enabling more 
people to be treated at home with better outcomes for patients (NHS Lanarkshire 
CAMHS, Royal College of Psychiatrists, NHS Lothian) 

 

Question 5: What support is provided to children and young while 
they are waiting for a tier 3 referral? 
 
Most of the responses to this question (n= 13/18) detailed that those waiting would 
continue to be supported by tiers 1 and 2 services. Some areas also combined this 
with signposting to other support services, usually in the third sector, and/or self-help 
information or online resources. 
 
However, some submissions stated that little or no support is provided and it is an 
area where more could be done (North Ayrshire HCP, the Alliance, SAMH, NHS 
Lanarkshire). For example, SAMH highlights that of 71 respondents to its survey, just 
5 stated they received any support. This usually came from a GP or school. 
 
NHS Borders felt strongly that we should not go ‘down the route of developing 
supports for people waiting to be seen, but rather the focus should be on reducing 
waiting lists, not managing them. 
 
 
 
 
 
 
Kathleen Robson 
SPICe Research 
03 November 2016 
 

Note: Committee briefing papers are provided by SPICe for the use of Scottish 
Parliament committees and clerking staff.  They provide focused information or respond 
to specific questions or areas of interest to committees and are not intended to offer 
comprehensive coverage of a subject area. 

The Scottish Parliament, Edinburgh, EH99 1SP www.scottish.parliament.uk 

 

                                                 
1
 http://capa.co.uk/ 

2
 NHS Education for Scotland webpage on Psychology of Positive Parenting 

http://www.scottish.parliament.uk/
http://www.nes.scot.nhs.uk/education-and-training/by-discipline/psychology/multiprofessional-psychology/psychology-of-parenting-project.aspx
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Mental Health 
SAMH 

 
In summary: 
 

- The numbers of young people currently seen and supported by CAMHS in 

Scotland represent a small proportion of young people who need mental 

health support. 

- Despite the investment in CAMHS workforce, there continues to be high 

pressure on accessing services; the majority of funding seems focused on 

acute rather than preventative services. 

- SAMH wants to see a wholesale review of CAMHS, and its extension up to 

age 25 

- Mental Health education in schools should be a priority, to develop life skills 

around resilience, to promote wellbeing and improve early intervention. Better 

teacher training in mental health is required. 

- The previous Mental Health Strategy was more focused on outputs than 

outcomes, with poor reporting of progress and no published evaluation to 

date.  

In preparing our submission, we have consulted children and young people who 
have experience of CAMHS, through a survey and focus group; and discussed these 
challenges with sector colleagues. We have drawn on our experience of being 
involved in the last Mental Health Strategy for Scotland 2012-15, and on the 
evidence which led to our Ask Once, Get Help Fast Manifesto. We hope that the 
Committee will speak to young people directly when exploring these important 
issues.  
 
 

1.    What are the key factors that result in long waits for CAMHS services? 
 
Some recent studies1 suggest higher levels of poor mental health than 1 in 10 young 
people experiencing poor mental health. Rates of poor mental health amongst 
children in areas of deprivation are significantly higher than these statistics suggest2; 
the interaction between poverty, austerity and poor mental health cannot be 
separated. The increased awareness of mental wellbeing and (relative) reduction in 
stigma may also have alerted young people to ask for help.  
 
CAMHS waiting times are measured for tier 3 and tier 4 specialist CAMHS services, 
with Health Boards tasked to ensure referral to treatment within 18 weeks for 90% of 

                                                           
1
 http://www.girlguiding.org.uk/pdf/GAS_15_website.pdf  

2
 https://www.centreformentalhealth.org.uk/children-of-the-new-century  

http://www.girlguiding.org.uk/pdf/GAS_15_website.pdf
https://www.centreformentalhealth.org.uk/children-of-the-new-century
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children and young people. Only 8 of the 14 Health Boards are reported as achieving 
this target, which was due for delivery by December 20153.  
 
Resources appear to be focused on specialist services rather than on prevention and 
early intervention. Many young people are unable to receive support at the early 
stages of their illness, leading to them joining waiting lists for more specialist 
treatment due to a dearth of appropriate support, or if their unsupported condition 
deteriorates.  
 
There has been a 30% increase in the CAMHS workforce from 764.6 WTE (883 
headcount) in 2009 to 993.5 WTE (1154 headcount) as at 31 March 20164. In that 
time period, however, there has been a significant increase in the waiting list for 
assessment, as well as the numbers of young people being admitted for CAMHS 
treatment (4,436 children started treatment in the quarter leading to March 2016; 
compared with 2,600 in the quarter leading to June 2012)5.  
 
Of the 993 WTE CAMHS workforce, there are 80.6 WTE medical staff (i.e. 
psychiatrists), a drop of 4.3% in 2015; this figure has remained relatively static in 
recent years. The small proportion of medical staff overall may contribute to long 
waiting times for assessments; and SAMH heard of short assessments which may 
not capture the full picture of a young person’s mental health.  
 
“I waited a year for my CAMHS assessment, and it lasted 20 minutes. It was 
the school nurse who told me a few weeks later that I wasn’t being referred, 
they never sent me a letter. I asked why not and apparently it was because I 
wasn’t suicidal. But they never asked if I was suicidal.” (Female, SAMH focus 
group) 
 
With over 16,000 children rejected for treatment over a three year period6, the needs 
of too many young people are not being met. Demand outstrips supply, and we 
believe it will continue to do so until there is a radical shift towards prevention and 
supporting people at the earliest opportunity in social as well as medical settings. 
 
While ISD Scotland reports the waiting times for treatment to begin, there is no 
subsequent measurement of the wait between first and second appointments for 
treatment; nor follow up if support is provided for young people who are deemed not 
to need CAMHS treatment, or whether they re-enter the system at a later date; and 
there is no record of the waiting time for support for tiers one and two.  
 
Referral routes to CAMHS differ by health boards – there is no consistent ‘Ask Once, 
Get Help Fast’ approach. Nor is there equity of provision for all children in Scotland; 
some health boards still only provide CAMHS services to children aged 16, rather 
than 18, which will also affect numbers on waiting lists, and the outcomes for those 
young people attempting to access support. 

                                                           
3
 http://www.isdscotland.org/Health-Topics/Waiting-Times/Publications/2016-06-07/2016-06-07-CAMHS-

Summary.pdf?  
4
 https://isdscotland.scot.nhs.uk/Health-Topics/Workforce/Publications/2016-06-07/2016-06-07-CAMHS-

Report.pdf  
5
 http://www.isdscotland.org/Health-Topics/Waiting-Times/Publications/index.asp  

6
 http://stv.tv/news/scotland/1328144-more-than-16000-mental-health-referrals-for-young-people-rejected/  

http://www.isdscotland.org/Health-Topics/Waiting-Times/Publications/2016-06-07/2016-06-07-CAMHS-Summary.pdf
http://www.isdscotland.org/Health-Topics/Waiting-Times/Publications/2016-06-07/2016-06-07-CAMHS-Summary.pdf
https://isdscotland.scot.nhs.uk/Health-Topics/Workforce/Publications/2016-06-07/2016-06-07-CAMHS-Report.pdf
https://isdscotland.scot.nhs.uk/Health-Topics/Workforce/Publications/2016-06-07/2016-06-07-CAMHS-Report.pdf
http://www.isdscotland.org/Health-Topics/Waiting-Times/Publications/index.asp
http://stv.tv/news/scotland/1328144-more-than-16000-mental-health-referrals-for-young-people-rejected/
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Speaking to children and young people who have been assessed for CAMHS, many 
apparently struggled to be taken seriously about their mental health; this problem 
also perseveres for young people treated in adult settings due to lack of CAMHS 
capacity. Reductions in school nurses and counselling services could also mean 
there are ‘risk-averse’ referrals due to lack of capacity, training or awareness 
amongst existing tier 1 services. SAMH therefore recommends a wholescale review 
of CAMHS tier 1-4 provision.  
 

2.  What would you identify as the main reason(s) for the CAMHS waiting 
time target not being met? 

 
SAMH acknowledges the additional funding and staffing for CAMHS in recent years, 
and that there has been progress for some young people in accessing treatment; 
however, we believe that the lack of investment in prevention and early intervention 
to this point has impacted the provision of CAMHS support in the round. The support 
needed by young people before they become acutely unwell is not adequately 
provided.  
 
“I saw my GP twice, who was very understanding, and my school were 
excellent. However, I did feel a bit "stranded"- my problem was recognised but 
there was limited resources to address it. By the time of my assessment, I 
believe my problem has deteriorated.” (Survey respondent) 
 
Clear training in mental health and guidance on referrals is required for everyone 
working with children and young people. A consistent approach to referral is required 
across Scotland, and the measurement of access needs to improve. We know that 
many people assessed by CAMHS do not receive treatment, yet wait for a long time 
without support before this assessment, and if they do not receive a diagnosis or 
referral to treatment, they have no support at all. More support should be provided in 
tiers one and two, with greater emphasis on primary care and community support, 
including within schools. Recent reductions in educational psychologists7 is 
concerning and educational authorities must do more to ensure adequate staffing.  
 
Social prescribing and community support for young people should be explored 
outwith the medical model of CAMHS; GPs, teachers (including named persons), 
school nurses and other tier 1 CAMHS professionals should be able to quickly direct 
young people to community supports. This requires knowledge of local support 
services and for those services to be resourced.  
 

3.    Are there any other issues in CAMHS that you would identify as being a 
priority for improvement? 

 
SAMH believes the time is right for a wholesale review of CAMHS, and a longer 
term, recovery-focused approach which builds on the work to date, and drills down 
into how this is helping young people to recover. As 50% of mental illness in adult life 
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 Scottish Parliament PQ S5W-00691   
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starts before the age of 158, we need to ensure children and young people get the 
help they need, when they need it. 
A rights-based approach should be adopted. As well as ensuring fast support for 
young people, the quality of the support they receive must improve – we hope the 
Health and Sport Committee will scrutinise the adequacy of staffing, the availability 
and range of community based services, and the interaction between health, social 
services, advocacy and education; and what happens to children and young people 
who are deemed not to need support from CAMHS, despite being referred for 
assessment. On a clinical basis, the Mental Welfare Commission’s young person 
monitoring report 2014/159 highlighted a number of issues which require 
improvement – including not receiving information from all Boards on a quarterly 
basis about young person admissions to adult wards; the lack of educational links 
and age-appropriate activities for young people when in hospital; and the ongoing 
disparity of CAMHS provision to under-18s across Scotland.  
 
Transition from children’s to adult services can often set back the recovery of young 
people; some of our focus group attendees reported not being referred to adult 
services after they had turned 18, yet they felt they still needed support. The Scottish 
Government’s Children and Young Person’s Act 2014 recognised that some young 
people require support beyond their 18th birthdays, and this principle should extend 
to mental health care and treatment for those vulnerable young people. SAMH 
recommends that access to CAMHS, for those young people who need this support, 
should be extended until the young person is 25, in order to cement their recovery. 
 
Stigma from health and social care workers remains an issue according to the young 
people we heard from. In our focus group, one young person spoke about attending 
A&E whilst in crisis, having been waiting for a CAMHS assessment; but he was told 
to go home and wait for his assessment because ‘you’re still here’ (i.e. he hadn’t 
attempted or completed suicide).  
 
64% of our survey respondents felt they were not consulted about their care.  
 
“I was given a really unsupportive occupational therapist who I felt didn't really 
take me seriously and it was only until I started self harming more severely 
that they begun to take me seriously.” (Survey respondent) 
 
“My GP was really dismissive. He told me I just need to learn to calm down. I 
have anxiety!” (Female, SAMH focus group). 
 
“I was self harming and went to see my CPN. She said, those marks on your 
arm, those are cat scratches, aren’t they?” (Male, SAMH focus group) 
 
It should be said that other members of the focus group and survey praised their 
GPs as providing them with ‘top notch’ support. 
 
“GP was the best help I received I think even more so than the CAMHS team.  
Very, very reassuring and sympathetic with me and made me feel like I was 

                                                           
8
 Kessler RC, Amminger GP, Aguilar-Gaxiola S, et al (2007) Age of onset of mental disorders: a review of recent literature. Current 

Opinion in Psychiatry, 20, 359–364. 
9
 http://www.mwcscot.org.uk/media/240702/yp_monitoring_report_2014-15.pdf  

http://www.mwcscot.org.uk/media/240702/yp_monitoring_report_2014-15.pdf
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doing the right thing, unlike the CAMHS team who made me leave my sessions 
feeling like I didn’t want to go back because I felt pressured to take blood tests 
and make diaries that I didn’t want to do or share.” (Survey respondent) 
 
In our focus group, young people told us about the pressures to open up to strangers 
about their mental health, often in a short space of time for their assessment; and 
how they disengaged from a process when they felt unheard, leaving their health 
unsupported. There must be more time to ensure that young people are supported 
and treated with dignity and respect; a holistic assessment that takes all their needs 
into account and co-produces their recovery journey; and if CAMHS as is currently 
set up is not appropriate for them, they must receive support elsewhere.  
 
SAMH reiterates calls from other organisations, such as See Me, Barnardo’s 
Scotland and the Scottish Youth Parliament10, for better mental health education. 
There must be capacity building in schools for a whole school approach, to help 
teachers to promote wellbeing and respond appropriately to young people who may 
need support in this environment; and outwith schools, with other adults who support 
and interact with young people. SAMH highlights the respectme model – policy 
support, training and resources to build the capacity of parents and other adults 
working with children and young people. 
 
The overwhelming majority of individuals responding to our survey felt they had 
received no mental health education in school aside from minimal information about 
coping with exam stress. Due to such a lack of provision, most said that any form of 
mental health education would be helpful – even if it was very general or basic. 
Respondents felt there was a lack of knowledge about mental health issues amongst 
teachers, including guidance teachers; and a lack of communication between 
schools and health bodies. 
 
“I haven't received any mental health education in school. I think it should be 
taught as much as physical health issues. It may be helpful for young people 
to be taught the signs/symptoms and how to help others and themselves. As 
well as giving them advice on where to go for help, such as CAMHS but also a 
teacher or school counsellor”. (Survey response) 
 
“My guidance teacher didn’t know what CAMHS was” (Focus group attendee) 
 
 

4.    Are there any particular factors/initiatives you can identify which have 
helped improve services either locally or in other parts of Scotland? 

Young people told us that third sector counselling in schools had been helpful, when 
it was offered; recent reductions in funding and cuts to services in many parts of 
Scotland have therefore left these young people unsupported; time will tell if this will 
translate into greater demand for specialist CAMHS support. 

5.    What support is provided to children and young people while they are 
waiting for a stage 3 referral? 
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We asked people responding to our survey what support they had received whilst 
waiting for an assessment. Fewer than 5 respondents (71 responded to this 
question) said that they received support, stating that their GPs and schools had 
provided support.  

“We have received no support at all. No follow up communication, no updates, 
no suggested support or advice.” (Survey respondent)  

Many comments in our survey stated that support once received was helpful but lack 
of continuity was a problem. Many also noted that there was a lack of range of 
support available and not having a say in the type of help provided; some young 
people spoke of being dismissed when they said that the support they were getting 
wasn’t appropriate to their needs.  

Our survey responses also showed a great reliance on support from parents, who 
themselves might be struggling to help their child navigate a confusing and disjointed 
system.  

“CAMHS idea of help is for my mum to hold me close when I'm knocking 
lumps out of her.” (Survey response) 

6.    Which parts of the previous mental health strategy have been the most 
successful? 
 
General Points 
SAMH welcomed the overarching seven themes for mental health and four Key 
Change Areas. SAMH has been an active participant in implementing the strategy, 
participating in several working groups, and co-leading the Employability 
(Commitment 29) group.  
 
Commitment 4  
One of the most successful aspects of the strategy was the refounding of See Me 
(Commitment 4). This followed a 2009 evaluation, which highlighted See Me’s 
ground-breaking work in tackling attitudes but recognised the need to refocus on 
behavioural change11. The development and management of the newly constituted 
See Me are excellent examples of partnership working between Government, the 
third sector and people with lived experience. 
 
Commitment 5 
Another success was the partial fulfilment of Commitment 5: 
We will work with the Scottish Human Rights Commission and the Mental Welfare 
Commission to develop and increase the focus on rights as a key component of 
mental health care in Scotland  
The report was published in September 201512. It identified good practice and made 
recommendations to embed a human rights approach in the next Mental Health 
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Strategy. However, publishing a report does not in itself fulfil Commitment 5: we 
need to see a genuine shift in mental health care in Scotland. 
There have undoubtedly been other successes. We have limited our comments both 
for brevity and because, due to the lack of reports or scrutiny of the strategy, it is 
very hard to know which commitments have been fulfilled.  
 
7.    Which parts of the previous mental health strategy have been the least 
successful? 
 
Commitments 11 and 13 
Commitments 11 and 13 related to the 18-week waiting times target for CAMHS and 
psychological therapies respectively.  Both targets were due by December 2014. 
However, the most recent statistics showed just five of the fourteen Health Boards 
have achieved the psychological therapies target13 and eight met the CAMHS 
target14.  
 
Commitment 36 
Commitment 36 required arrangements to coordinate, monitor and performance 
manage progress on the strategy. This did not happen. While six Implementation 
and Monitoring groups15 were established, there has been no regular programme of 
reporting and no consistent publication of the implementation and monitoring group 
meeting minutes.  Indeed, a recent response to a PQ about progress on the strategy 
confirmed that there were no plans to publish a final report and stated that updates 
could be found on a Scottish Government webpage16. But at the time of writing, there 
were no updates whatsoever for 14 of the 36 commitments17.  Indeed, as part of our 
role chairing the Commitment 29 group, SAMH and our colleagues delivered a report 
to the Scottish Government making recommendations on improving employability for 
people with mental health problems. This report has never been published.  
 
8.    What would you identify as the key priorities for the next mental health 
strategy? 
 
It is essential that an outcomes approach is adopted in the forthcoming 10 year 
Scottish mental health strategy.   We need: 

 A clear overall vision to transform Scotland’s mental health 

 Supplementary rolling 3 or 4 year delivery plans 

 Targets for each commitment, reported on annually  

 A Steering Group, chaired by the Minister and including the key delivery 

partners, meeting at least three times a year  
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 An Advisory Group, including people with lived experience, families and 

carers and the third sector, meeting at least biannually  

Earlier this year SAMH launched our Ask Once Get Help Fast manifesto, informed 
by over 700 people.18  We propose the overall vision: 
“Everyone who needs mental health support will be routed to an appropriate 
recovery-focused source of help at the first time of asking, within a clear timescale”.  
 
We propose four key areas of focus: 
 
Access to Support 
We want a new mental health support service within GP surgeries, providing 
community based supports that build on current care and treatment models.  This is 
much-needed, since one in three GP consultations relate to mental health, rising to 
one in two in deprived areas19.  
We want an independent inquiry into the failure of Health Boards to meet waiting 
time targets for psychological therapies. Health Boards should then be supported 
towards an interim 12 week target, giving mental health treatments parity with 
treatment for other illnesses. It is notable that in England, 61% of people are seen 
within 28 days.20 
 
Employment 
Mental ill health accounts for the highest cohort of people who are unable to work 
due to sickness; yet it has the poorest outcomes through the DWP’s contracted Work 
Programme.21 SAMH recommends redesigning employability support to include 
Individual Placement and Support principles. IPS has eight times the success rate of 
placing and retaining individuals with mental health problems in work.22   
 
Supporting people in crisis 
SAMH recommends a Scottish Crisis Care Agreement to strengthen joint working 
between NHS, social care, emergency services and police, creating clear pathways 
for people in crisis or distress. We must end the revolving door between A&Es, GPS, 
Police Scotland and other statutory services. 
 
Children and Young People 
We want a review of CAMHS, extending support to people up to the age of 25 and to 
a much wider cohort. In education, a whole school approach is required, with mental 
health education a stronger part of the curriculum, and training and support for all 
professionals working with children and young people with self-harming behaviours 
and eating disorders.  
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