National CAMHS Support Service

National Workforce Programme

MODEL CAMHS JOINT WORKFORCE PLAN




This model plan has been produced by Cernis Limited for the NCSS Workforce
Programme, to demonstrate how the workforce planning template can be populated
to provide an evidence base for decision making about the CAMHS workforce in a
typical setting. The model plan was produced using lessons learned from the
national pilot programme and subsequent roll out of the CAMHS workforce planning
tool.

The tool, which was initiated in 2006, has been updated and the Word version is
available from the NCSS Workforce Programme team. The team is currently
developing a web based version of the tool, which is being trialled, aiming to be fully
functional by the end of 2010.

For more detail go to http://www.chimat.org.uk/resource/view.aspx?RID=83517

The advent of the National CAMHS Mapping in 2003 provided public data sets,
enabling benchmarking and comparison, which made CAMHS the ideal starting point
for an evidence-based approach to workforce planning. Since that time mapping of
child health and wider children’s services has also developed and the web based
tool will build upon the earlier version, incorporating wider services than specialist
CAMHS, encompassing more of the children’s services workforce.

This model plan, therefore, should be seen as the starting point for the next stage in
which integrated workforce planning will be the key to developing the whole
children’s workforce towards the competence required to deliver positive outcomes
in psychological health and well being for children, young people and families.
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Deprivation affecting children

Small areas can also be ranked for income deprivation particularly affecting children,
showing for Midington that the most deprived for income deprivation affecting children is
South Central, ranked 7th nationally, with a further 51 small areas in the most deprived 1%.
North Midington and South Central have large concentrations falling in the most deprived
1%. The pattern of deprivation on income deprivation affecting children is very similar to
overall income deprivation, with slightly greater concentrations in the South Central area.

Prevalence of mental health problems is likely to be high in Midington.

Children in Midington are more likely to experience mental health problems than the national
average and higher concentrations can be expected in the North and South Central areas.

2.2 Ethnicity and diversity

In addition to demographic variables such as deprivation, ethnicity is a significant factor in
understanding the local population. Comparing the ethnicity of the caseload with the
proportionality across the population served can pose questions about the accessibility and
acceptability of services being offered currently.

Figure 2 Comparison of diversity in the population, Midington, Middle England and
England
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This chart excludes the predominant grouping, White British, in order to make it easier to
read.

Midington shows about the same as Middle England and England for White Irish, Mixed

heritage groups and some Asian groups, with higher than average Black British, Black
African and Chinese.
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The figure below shows how well the ethnicity of the caseloads matches the ethnicity of the
population. Some of the categories represent small numbers, so care should be taken in
interpreting them.

In many cases there are quite pronounced differences in proportionality between caseload
and population — there could be legitimate reasons for this, especially in targeted services. If
there are no known reasons for variance, consideration needs to be given to how culturally
competent the workforce is and whether enough outreach and community liaison is talking
place.

Figure 3 Ethnicity of CAMHS caseload compared to Midington population

2.5
2
1.5
X
1 -
0.5 -
0 m CAMHS
S & ¥ ¥ 5§ T § ST £ Zz 5 5 © 8§ © B Midington
E g & & 5 x 5 £ £ < o ©o 5 U g
- = 0 90 < g c 2 = = g = o .= o
& ¢ ©-W T - . T & @ G g < > § >
= Q c C c ) c a c e} © .o C oy
< £ © © T c © - c = O £ < v <
= 8 o o o 2 B £ g @ . 2 < 2o 4
h=d = + o %] < < h=4 < ]
> & & e > o B S % £ v o 2
c s B c = = .0 =) o s = =4
< 2 g S o o n T ~x = O o
.. T T o D c < o o] [~a) o 5
L ¢ ¢ 9 - L &£ © < O ® « -
= X X X % < g U] o o o < _E 2
—
= 2 2 5 £ 56 < < g =2 5 2 5 £
.. .. . S s o .© [an] o 0 _ -
T T o o “ = X 5 w
2 9 q ) < o ¢ o ¢
= = = D g m & O £
< = o o

Model plan Page |10



National CAMHS Support Service

National Workforce Programme

PART 3

Local CAMH services

3.1 Current specialist CAMHS service description and staffing

3.1.1 Service description
The current service provision of specialist CAMHS is given in Table 1 below:

Table 1 Service overview

Team name Team type Total WTE WTE
costs total clinical

City Team Multidisciplinary generic CAMHS 866.292 14.76 9.4
team

County Team Multidisciplinary generic CAMHS 1568.043 26.45 18.99
team

Family Action Targeted CAMHS team 858.344  20.5 8.5

LD Outpatients and Targeted CAMHS team 803.308 21.46 154

Outreach Team.

Marleigh House Tier 4 CAMHS unit/team 1138.259 35.16 27.5

Marleigh outreach Tier 4 CAMHS team 454.278  9.69 7.4

One stop shop Targeted CAMHS team 175.885  3.59 2.2

Primary Mental Health Dedicated CAMHS worker working in 409.873 11.06 8.7

Team a non-CAMHS team

Drop in centre Targeted CAMHS team 527.107 12.39 10.1

Total 6801.389 155.1 108.19

3.1.2 Current staffing

The emphasis of the CAMHS workforce plan is on using existing resources more effectively.
The National Service Framework (NSF) however has recommended that numbers of
specialist CAMHS practitioners outside Tier 4 services should be 15 WTE per 100,000
population for a non-teaching service and 20 WTE per 100,000 for a teaching service. The
actual recommendation from page 28 of Standard 9 is reproduced below. As can be seen,
much depends upon how a local service defines its multidisciplinary Tier 3.
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Extract from NSF for children, young people and maternity services

Estimating the numbers of staff required to populate viable multidisciplinary teams and services at Tier 3, that
can meet all the demands and provide a sustainable service, is not straightforward. Much depends upon the
local demography and the range and types of service needed and offered. Nonetheless guidance has frequently
been requested. An analysis of a number of attempts to estimate staffing need has suggested the following: a
generic specialist multidisciplinary CAMHS at Tier 3 with teaching responsibilities and providing evidence-based
interventions for 0-17 year olds would need a minimum of 20 whole time equivalents (WTEs) per 100,000 total
population, and a non-teaching service, a minimum of 15 WTEs. Care should be taken to ensure that the
number of new cases and overall caseload of each professional is compatible with the complexity of care
provided and the specific interventions employed. (DH 2004, Standard 9, p28)

Figure 4 Ratio of Tier 3 to total (all ages) 100k population served compared with
recommended levels.
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If Midington had 15 specialist clinicians per 100,000 population, the service would comprise
65, whereas at 20 it would be 88. The actual number is 85, so the capacity of Midington
CAMHS is close to what would be indicated for a teaching service, at 20 per 100,000, which
is not usual across England, where many services fall far short.

3.2 Skills

The National CAMHS Workforce programme has been running since 2006, initiating the
workforce planning tool, demonstration sites for New Ways of Working (NWW) and
implementing Creating Capable Teams Approach (CCTA) in children’s services. The aim of
these interlinked initiatives is to ensure the right staff are in the right place at the right time,
with the right skills to deliver evidence informed interventions.

Whilst it is necessary to ensure sufficient capacity to meet demand, the national programme
has been more concerned with using existing resources in new ways in order to improve
competence, focusing on new ways of working, new roles and education and training. These
aspects of the programme stress the importance of skills development, representing a move
away from the more traditional emphasis on disciplines and professional groups.
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3.2.1 Core functions

All staff working in targeted and specialist CAMH services are required to be competent in
the core functions (Skills for Health). The core functions include competencies in:

Effective communication and engagement
Assessment

Safeguarding and welfare

Care coordination

Health promotion

Supporting transitions

Multi agency working

Sharing information

Professional development

3.2.2 Universal competence

Standard 3 of the NSF lists the competences required by all in children’s services to enable
them to promote the psychological well being of children and young people:

Child and young person development (physical and psychological);

Safeguarding and promoting the welfare of children, including risk and protection
factors;

Effective communication and engagement (listening to and involving children and
working with parents, carers and families);

Supporting transitions (maximising children's achievements and opportunities and
understanding their rights and responsibilities);

Multi-agency working (working across professional and agency boundaries)

Sharing information.

3.2.3 Team profiles

The figure below shows the comparison in disciplinary mix of specialist CAMHS between
Midington, Middle England and England. Midington has significantly fewer nurses and a
higher number of psychologists when compared with the region and the country as a whole.
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Figure 6. Disciplinary mix of Midington CAMHS compared with the region and
England (WTE establishment)
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Figure 5. Ratio of administrative support staff to clinicians (WTE establishment).
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The ratio of administrative staff to clinical is 1:4.68, so one administrative worker is shared
by over four and a half clinicians. The ratio of administrative to all other staff (ie including
managers) is 1:4.73

Model plan Page |14



National CAMHS Support Service

National Workforce Programme
3.3 Current case mix and indicative skill mix

There is no national standard that determines the precise skill mix for a specialist CAMH
service, although there are approaches in development within the national CAMHS
workforce programme. Essentially these approaches, which have been adopted here, use
the best available data to produce proxy indicators of need and demand, then apply these to
the evidence for effective interventions.

The evidence for effectiveness in CAMHS is incomplete and developing and has to be
augmented by local, practice based evidence, as well as being informed by what service
users say they need and want. This requires careful judgment through continuous dialogue.
Case mix is an approximate indicator of demand and can be used as a guide to required
inputs in terms of professional staffing and skill mix.

The pie chart in Figure 7 below shows the case mix as indicated by primary presenting
disorder. The skills needed, according to the best available evidence (Wolpert et al), are
then mapped on to each segment of the pie chart in Figure 8, showing the range of
competences required for the service.

Broadly the figures show that the three main specialist skills sets required are:
Behaviour therapies
Prescribing and medical
Family, systemic and psycho-therapies

Figure 7. Midington CAMHS Case Mix
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Figure 8 Midington CAMHS indicative skills mix
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PART 4

The local labour market
Regional, national and international labour markets.

4.1 Local labour markets

The health and social care sector is an important part of the Middle England economy and
employs around 339,000 people, accounting for almost 12% of employment in the region,
compared with approximately 10% across the country as a whole. Within this hospitals are
the most significant employer in Middle England.

The occupational profile of the sector is as follows:
Medical and dental 7.5%

Nursing, midwifery and health visitors 47.7%
Scientific, therapeutic and technical 13.8%
Administration and estates 21.7%

Other 9.4%

Between 1991 and 2001, the numbers working in the health sector in Middle England
increased by about 17%. It was projected that by now there would have been a further
increase of 12,000 NHS jobs for consultants, nurses, midwives, health visitors, therapists
and scientists, though no up to date figures are available to verify this. Before the recession
numbers were expected to increase even more, so not withstanding predicted public sector
cuts, health and social care looks likely to continue to be the major area for employment in
the region.

The area with the highest concentration of health employment is in Greater Middleshire
where around 15% of those in work are employed in the health sector. In Midington and
Meanville, only 8.6% of the workforce are in the sector. The greatest concentrations of
health sector employment are in Modeford (18.2%) and Mead-in-Dian (17.4%). For
Middleshire as a whole this means there should be a pool of experienced workers from
which to recruit and access to external education and training, given the critical mass, should
be favourable.
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4.2. The regional, national and international labour markets.

4.2.1 Psychiatrists

Pidd (2003) offers key messages from senior house officers (SHO) about their training, reporting that
they want to:

= receive good, regular supervision

= work in safe, pleasant environments

= have exposure to varied posts in training schemes, including more specialities
= work with enthusiastic, positive consultants

= see a future in do-able jobs at the end of training (page 408)

Pidd also suggests various strategies to attract students and SHOs into psychiatry:

=  Getting enthusiastic young psychiatrists to promote the speciality at career fairs
= Developing promotional material targeted at graduate entrants

= Developing recruitment initiatives for those already in mental health

= Ensuring that undergraduate experiences are positive

= Identifying and nurturing interested students through to SHO posts

= Developing special study modules in psychiatry and promoting them to students
= Encouraging more pre-registration house officer posts in psychiatry (page 405)

4.2.2 Nurses

In the 1990s one in ten new nurse registrations were from overseas; by 2000-2001 this had risen to
over half of all new registrants. The Royal College of Nursing (2005) has responded to this upsurge
by producing good practice guidance for recruiting and employing nurses from overseas. The
guidance covers recruitment, retention, continuing professional development and culturally
competent practice.

The Royal College of Nursing (2004) has also produced The Future Nurse Project, in which it is
made clear that the shortage of registered nurses is not just about increasing numbers entering
nursing but also about understanding the exit routes out of the profession. If the number leaving,
either early by retiring, exceeds the number joining, then an increase in the workforce cannot be
achieved. Retention may therefore be seen as critical to future workforce levels.

The document reports there are relatively few nurses in the NHS at the end of their nursing career
and that the challenge for the NHS to retain nurses comes early on in nurse careers, when the vast
majority of nurses are NHS employed and form opinions about the suitability of the NHS as a
workplace for later in their careers.

Sixty-four percent of nurses employed in the NHS work full-time (around 44 hours per week) and
most (51%) of these work internal rotation shift patterns. In contrast 20% of nurses in general
practice work full-time. The level of choice and control over working hours also varies between
employment sectors. Nurses working in NHS hospitals or independent care homes are less positive
about the choice they have over their hours and those who work internal rotation shift patterns
particularly dissatisfied. Control over working hours and achievement of a work-life balance will be an
important determinant to their choice of employment.

4.2.3 Social workers

Lindsey (2005), in considering the question of multi-disciplinary CAMHS teams, notes that
social workers were traditionally part of the team, bringing particular skills capabilities. She
further observes that for many years there has been a lack of social workers employed in
many CAMHS, because of policy decisions by Local Authorities to withdraw, in part due to
resource issues, but also because of conflicting views about the social work role.
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Lindsey states, “It is quite clear that there are some CAMHS settings where the contribution
of social work remains essential. For example, in hospital paediatric liaison teams and in
child and adolescent in-patient units, social work is integral to the service for the users. This
includes, but by no means exclusively, a child protection role. In making recommendations
for the development of out-of-hours and emergency services, the same considerations about
social workers apply. Clearly, the first point of contact for a disturbed young person is
frequently emergency duty social workers, who carry out the initial assessment and who
need to be appropriately trained to do so.” Two specific areas in which Lindsey regards
social workers as pivotal in effective service delivery are given below.

Role of social workers in services for children and young people with learning
disabilities (Lindsey, 2005)

There has been a dearth of services for children with learning disabilities, despite the fact that 40% of
them have a mental health disorder and that the rate is higher amongst those with a severe learning
disability. The CAMHS Standard, together with Standard 8 — Disabled Children and Young People
and Those with Complex Care Needs, made recommendations that all disabled children, including
the learning disabled, should be able to access the range of mental health services they require. This
is one of the greatest challenges that the implementation of the NSF creates, since it requires the
creation of a workforce that is capable of working with children and their families, who also have the
skills and understanding to work with complex, severe and multiple disabilities. In the short term, this
is going to need a high level of cooperation between existing specialist services and CAMHS, with
services developing in partnership with them, by using consultation, joint working and training. A key
recommendation of the Disability Standard is the need for the children and families to receive co-
ordinated, high quality services which promote social inclusion. Here is another example where
children and families will benefit.

Role of social workers in highly specialist services (Lindsey, 2005)

Highly specialist CAMHS (Tier 4) should consist of a network of out- and day-patient, assertive
outreach and in-patient services for young people requiring highly specialised provision. The needs
of children and young people with severe, challenging and complex problems are best met in each
locality by a network of care. This recognises that all agencies but particularly health, social care,
youth justice and education, face situations with young people that require collaborative working of a
highly specialised nature. This may be provided in residential care and education settings; in secure
units and young offenders’ institutions; in intensive community settings, for example therapeutic
fostering. In these settings, social workers require a sophisticated level of mental health expertise
and CAMHS need to be in a position to offer consultation and advice from health, social care and
education services working together, since what is often the case for these families is that they have
to relate to a myriad of uncoordinated services.

Walker (2005) suggests additionally that social workers are essential members of the
CAMHS multidisciplinary team specifically in the three spheres of cultural competence,
social inclusion and young people’s participation.

Role of social workers in cultural competence (Walker, 2005)

One area where social workers can claim expertise and a strong value base is that of social justice
and anti-discriminatory practice. This is what marks out the difference with other professions seeking
to practise as PMHWSs or in other CAMHS roles. One way of actualising these principles is in the
practice of cultural competence. Too little attention is being paid to the needs of black, other ethnic
minority, and refugee and asylum seeking children and young people within the organisational and
policy changes being made to CAMHS. Social workers in CAMHS have the opportunity to
demonstrate skills and knowledge in this area by defining cultural competence in their understanding
of the mental health needs of children in an ethnically diverse and culturally rich society.
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Role of social workers in social inclusion (Walker, 2005)

The unique psychosocial perspective of social work offers a vast reservoir of knowledge and skills to
bring to bear on the problems of socially excluded children and families. A depressed black lone
parent for example could be seen in deficit pathological terms with poor early attachment requiring a
‘parental’ figure to explore repressed or ambivalent feelings. A whole person approach however
would perceive her as a survivor with resilience and positive characteristics despite a racist
infrastructure, within which she can be linked up with others in similar circumstances to learn
collective ways of supporting and changing their circumstances. The outcome of being more
emotionally available to her child is the same but the process is much more empowering.

Role of social workers in participation (Walker, 2005)

Practitioners have built up a repertoire of therapeutic methods in working with children and young
people, engaging with them in areas of great sensitivity such as bereavement, parental separation, or
sexual abuse. The same repertoire of research techniques is yet to be developed to ensure that
children and young people are being given the best possible chance of contributing to service
evaluation. By facilitating this, social workers in CAMHS can help build a children’s rights perspective
into their practice. Evidence of children’s desire to be part of therapy (Smith et al., 1996; Strickland
Clark et al., 2000; Walker, 2001a) suggests that children’s reactions to therapy can be influenced by
their attachment style. In families where there are insecure attachments for example, children can
feel constrained to speak more freely because of fears of what the consequences might be and the
discomfort in exposing painful or difficult feelings. Ways to engage such children have been
developed and could be adapted by social workers engaged in CAMHS research.

4.2.4 New ways of working

In essence, NWW is about promoting a model where responsibility is distributed amongst team
members rather than delegated by a single professional, such as the consultant. The aim is to
achieve a cultural shift in services that enables those with the most experience and skills to work face
to face with those with the most complex needs, and to supervise and support other staff to
undertake less complex or more routine work. This enables qualified staff to extend their practice,
e.g. non-medical prescribing, and provides opportunities for new people to come into the workforce at
various levels within the career framework, e.g. Support, Time and Recovery workers, Primary Care
Mental Health Workers, and Assistant Practitioners. NWW is about making the best use of the
current workforce, providing job satisfaction and career development for staff, and providing services
that meet the needs of service users and their carers and make efficient use of resources.

This ‘distributed responsibility’ model, across and between teams, represents a challenge — not just
about how members of the workforce operate as a team, but also to those individual members of
staff who are currently not working to their full potential or capabilities. It may mean some of them
having to ‘up their game’ if they are to take their proper place in a more fully functioning team. The
Creating Capable Teams Approach provides a valuable tool to help both teams and individuals focus
their approach on the needs of service users. It may mean changes in the expectations of their
practice to help improve the functioning of the team they work in.

NWW is not about undermining the role of professionals, nor about ‘dumbing down’ the workforce. It
does recognise, though, that with an ageing workforce and population, we need to concentrate on
how we develop all our staff, in order to ensure we provide the mix of capabilities required to meet
the needs of service users and carers. The solutions will differ across localities, depending on local
circumstances, such as vacancies, workforce supply, etc. It encompasses a willingness to embrace
change and to work flexibly with all stakeholders to achieve a motivated workforce offering a high-
quality service.
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4.2.5 Attracting people to work in the NHS

Arnold et al (2003) researched the reasons why people join, stay and leave the NHS.
They conclude that:

= The best aspects of working in the NHS are working with patients, job security and availability, a
good pension, task variety, team working and learning were also mentioned.

= Understaffing and associated pressures at work were the strongest barriers to working for the
NHS. Issues to do with the convenience, flexibility, length of work hours and low pay were also
mentioned.

= Working for the NHS as a nurse or associated health professional (AHP) was thought to be a
rewarding career.

= The starting pay levels for nursing, physiotherapy and radiography are often underestimated.

= Qualified staff currently working outside the NHS were unlikely to return. Agency staff are slightly
more likely to do so, but are still not enthusiastic.

= Unqualified people (students, school pupils, general public) were positive about the NHS.

The report recommends the following:

= Use realistic job previews.

= Emphasise job security and availability, pension provision and career progression prospects in
recruitment publicity.

= Further publicise the starting pay levels for qualified staff.

= Further opportunities for senior staff to retain direct patient contact should be made available and
publicised.

= Offer all staff (not just those with children) some control over their work hours.

= Effort should be concentrated on attracting new recruits, more than existing qualified staff
working outside the NHS.

Model plan Page |21




National CAMHS Support Service

National Workforce Programme

PART 5
Strategic vision for future services

The six principles of CAMHS workforce planning
Increasing capacity and capability

5.1 Strategic vision for future services

Midington CAMHS aims to be a centre of excellence. The Children and Young People’s
Services Directorate has a planned programme of service improvement, already
incorporating New Ways of Working (NWW) and Creating Capable Teams Approach CCTA).

The Trust vision is to be:
= the employer of choice in the NHS in Middle England

= an employer that makes the best use of all the talents of the workforce to provide
excellence in patient care.

5.1.1 The local issues identified within the six principles of CAMHS workforce
planning.

These have been organised under three sub-headings of:

Statements of value and principle
Broad aims and aspirations
Proposed actions and outcomes

5.1.2 Improve workforce design and planning

Values and principles

We are committed to:

Ensure equitability across localities

Exploit and use to the maximum scarce expertise
Base decisions on what to deliver on evidence

Aims

We aim to:

Promote 10 Shared Capabilities for all

Move from area to county level structure

Promote core delivery organised at locality level and specialist delivery organised at county
level

Establish core competencies for all staff

Match needs and resources more effectively

Focus on value for money

Agree essential and non-essential tasks for each role to establish what can be done more
cheaply
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Actions/outcomes

Our measurables will be to:

Introduce job planning for all staff

Establish the ratio of direct to non direct (including training) clinical time

Initiate succession planning by using specialists to train generalists

Introduce diary exercises to assess time commitments and usage, build data to help
capacity planning

5.1.3 Identify and use creative means to recruit and retain

Values and principles

We are committed to:

Develop a strong emphasis on staff well being

Promote healthy teams with managers who help people to grow and develop so that
clinicians then feel valued and are creative themselves

Aims

We aim to:

Grow our own from basic training (it is already happening but will soon end)

Improve our processes for validation and equitable remuneration

Produce high quality clinicians who can then pass on skills through in-house training.
Encourage local service based projects — from projects come ideas

Actions/outcomes

Our measurables will be to:

Create roles that are interesting and satisfying through role re-design, for example:

= lecturer/practitioner

= education/clinician

= clinical — researcher

Achieve a positive high profile in local/regional professional community by marketing the
service.

5.1.4 Facilitate new ways of working across professional boundaries

Values and principles

We are committed to:

Challenge the medical model

Embrace equality of value, recognising the contribution of each staff member or profession
as well as service users -

Aims

We aim to:

Facilitate an open/outward looking culture
Develop leadership

Actions/outcomes

Our measurables will be to:

Develop integrated pathways across tiers, including early intervention
Identify core competencies to meet needs
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5.1.5 Create new roles

Values and principles
We are committed to:
Create new roles on the basis of evidence of need

Aims

We aim to:

Investigate extended roles — e.g. nurse prescribing
Consider ‘support worker’ type roles

Identify core training required

Actions/outcomes

Our measurables will be to:

Analyse skills gaps in order to advertise for mental health workers with particular skill sets
Introduce a range of bandings to include newly qualified and unqualified.

5.1.6 Develop leadership and change management skills

Values and principles

We are committed to:

Emphasise that leadership is a real issue and is connected to but separate from change
management

Aims
We aim to:
Offer change management skills at ‘team managers’ level

Actions/outcomes

Our measurables will be to:

Identify knowledge and skills to fill the gap left by WDC and Modernisation Agency
Identify and/or develop training which equips us for the speed of change

5.1.7 Develop the workforce through revised education, training and development

Values and principles

We are committed to:

Complying with the NSF in leading training education and development of colleagues in
wider children’s services to promote psychological and emotional well being.

Aims

We aim to:

Develop a range of accessible courses at all levels, including distance and open learning,
interactive web based learning and facilitated/taught courses.

Encourage research at the coalface by all practitioners

Actions/outcomes

Our measurables will be to:

Develop and run practical skills courses
Validate good quality in-house training courses
Develop local courses to sell to others
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5.2 Implementing this plan

5.2.1 Action plan (see pages 26-7)
The aim of the workforce planning group in compiling this action plan is to promote a more
corporate approach across the directorate in workforce planning and service improvement.

The actions are not in any priority order, as each is linked into the others to form an
integrated plan.

5.2.3 Goals and milestones
= All staff have signed job plans
= Trust wide training strategy in place and training in place for universal services/Tierl
= All teams benchmarked for ethnicity, caseload, disciplinary mix,
= CAMHS good practice conference scheduled and organised
= All directors and managers graduated from leadership programme
5.2.2 Monitoring and review

At the action planning meeting it was agreed that service managers will be responsible for
disseminating the workforce plan to each service area/team, so that staff can become
involved in its implementation.

It was also agreed that a provider-commissioner dialogue needs to take place over the
coming months so that commissioners are aware of and can support the implementation of
the plan in achieving better outcomes in mental health and emotional well being for children,
young people and families throughout the whole workforce.

Review date: 6 months post publication, reviewed with CAMHS strategy

Data refresh: 12 months post publication

Model plan Page |25



National CAMHS Support Service

National Workforce Programme
ACTION PLAN

Task

| Rationale

| Resources needed

Lead

CAREER PATHWAYS AND PERFORMANCE

Introduce job planning for all staff. Integrate with Joint
Development Review (JDR) process — in which Personal
Development Plans (PDP) are already established. Add
to the core dimensions a forward looking section on job
and career planning.

This also links to succession planning, looking at
where we are today and where we are going.
Helps to target development opportunities better
rather than scatter gun approach (energies and
resources).

Relies on 100% appraisal target
being met. Needs HR support in
conjunction with training and
development

HR presence at local directorate

Summarise and analyse PDPs, produce a local training
plan and informing wider HR plans

Training development needs are already
recorded, but need to be aligned to Trust
objectives and priorities.

Close the loop on PDPs, be more robust

workforce planning group

Service Director
Coordinated by

Local directorate
workforce group

Local directorate
workforce group

Create training framework, linked to core competencies,
including mandatory, generic, specialist (may need
something different for inpatient — link into national T4
training programme)

Ensure training is aligned to Trust priorities and
reflects best practice against the evidence base.

Service Director

Introduce work plans to supplement job descriptions

More day to day and achievable than JDs.

Service managers

Initiate succession planning by using specialists to train
generalists.

Local directorate
workforce group

ROLES AND FUNCTIONS

Introduce e-diary exercises to assess time commitments
and usage, build data to help capacity planning. Links to
work planning (above).

Need baseline to establish the ratio of direct to
non direct (including training) clinical time which
in turn informs the provider-commissioner
dialogue

Use patient database

Service managers

Introduce a range of bandings to include newly qualified
and unqualified

Look at parity in responsibility between in patient and
community sectors (Use Agenda for Change
competencies to bring people to the same level).

Address the current imbalance that leads to
large turnover in Tier 4, thought to be due to
inequities in responsibility and banding.

HR support

Service
management team,
HR

Extend Creating Capable Teams Approach (CCTA) to all
staff.

Use mapping analysis from this plan to take
benchmarking to each team — eg caseload ratio, case
mix, productivity.

Service
development
officer with service
management team,
HR
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TRAINING AND MARKETING

Train the trainers in Everybody’s Business. Deliver group
training to Tier 1 and support e-learners.

Identify and/or develop training which equips us for the
speed of change

Develop and run practical skills courses

Validate good quality in-house training courses

Develop local courses to sell to others

Investigate whether money saved from efficiency savings
can be reinvested in training

Identify core competencies to meet needs (using the pie
charts as the starting point with each team)

Investment in training and development to
support better outcomes for children, young
people and families

Link into directorate education
and training group.

Service
development
officer with service
management team

Service managers.

Service managers

LEADERSHIP

Develop leadership skills — aligned to the objectives of the
organisation and using the Trust staff charter. Be clear
what leadership means (already started)

Support Trust leadership management and
development programme

Management team

Establish full representation from all professions of the
local workforce group

Be explicit about role and function of membership
(promote partnership between professional leads and
‘management”’) eg engage SpRs

(Two levels — getting participation, then promoting
leadership).

Set leadership goals via focus groups and awayday
programme for all staff (already established by Service
development officer)

Redress the balance from profession-led
membership and have clarity about the remit of
the group

Local directorate
workforce group

Service
development
officer
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