
A review of healthcare in the community 
for young people who offend

‘Let’s talk about it’

Inspecting Informing Improving

October 2006



© 2006 Commission for Healthcare Audit and Inspection 

Items may be reproduced free of charge in any format
or medium provided that they are not for commercial
resale.  This consent is subject to the material being
reproduced accurately and provided that it is not used 
in a derogatory manner or misleading context. 

The material should be acknowledged as © 2006
Commission for Healthcare Audit and Inspection with
the title of the document specified. 

Applications for reproduction should be made in writing
to: Chief Executive, Commission for Healthcare Audit
and Inspection, 103-105 Bunhill Row, London, EC1Y 8TG.

ISBN: 1-84562-108-5 



1‘Let’s talk about it’ – A review of healthcare in the community for young people who offend

Contents 

Foreword 2

Executive summary 3

Introduction 8
• the role of healthcare organisations 9

• the aim of this review 9

• the way we worked 9

Findings 11

• staffing 11

• access to services 15

• working in partnership 20

• management 23

Conclusions 26

Recommendations 29

Next steps 31

References 32



2 ‘Let’s talk about it’ – A review of healthcare in the community for young people who offend

The particular challenge in working with
children and young people who offend is how
to ensure that both the child or young person’s
needs and their propensity to offend are
addressed. This joint review by the Healthcare
Commission and Her Majesty’s Inspectorate 
of Probation looks at the input made by
healthcare organisations in youth offending
teams and the extent to which they are able 
to fulfil this dual role. 

We were encouraged by some of our findings,
in particular the increase in the availability 
of healthcare services for children and young
people who offend since the inspection
programme began in September 2003. In
addition, a great deal of effort had been made
to recruit substance misuse workers resulting
in 90% of youth offending teams having good
access to both a worker and further substance
misuse services. 

However, there were some substantial areas
for improvement. Primary care trusts have 
a statutory duty to provide healthcare workers
to youth offending teams. Yet we found that one
in six of the youth offending teams we reviewed
had no healthcare worker, and a third had no
mental health worker. As a result, too many
children and young people who offend had
insufficient access to appropriate healthcare. 

Anna Walker
Chief Executive, Healthcare Commission

It was also disappointing that many youth
offending team management boards did not
have adequate involvement from a healthcare
representative. This undermined attempts by
the youth offending team to improve services
for the young people or to monitor the health
needs of their population. In light of this, the
Healthcare Commission will ensure that its
annual assessment of NHS trusts in England
checks that healthcare organisations comply
with their statutory duties.

As this report highlights, reducing offending
behaviour is everyone’s responsibility and 
not just the remit of those Government
departments, regulators and local agencies 
to which it is usually allocated. If we take
seriously the preventative agenda, then the
Departments of Health and the Department
for Education and Skills as well as local
schools and NHS trusts have a role to play. 
We hope that this report will continue to
stimulate debate on these issues, and more
importantly, encourage healthcare organisations
to take seriously their responsibilities in these
matters to meet the needs of these children,
as well as help contribute to a safer society. 

Andrew Bridges
Her Majesty’s Chief Inspector of Probation

Foreword
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For this reason, healthcare organisations 
are required to contribute to youth justice
services in their area, in an effort to meet
these needs and to minimise the extent to
which these issues may be contributing to
offending behaviour.

This joint review by the Healthcare Commission
and Her Majesty’s Inspectorate of Probation
looks at the role and input made by healthcare
organisations in youth offending teams. Youth
offending teams, established under the Crime

and Disorder Act 1998, have been created
across England and Wales primarily to prevent
children and young people, aged between 
10 and 17, from participating in offending
behaviour. Youth offending teams are made 
up of local authorities’ social services and
education departments, the police, probation
services and NHS trusts. Their roles include
providing reports to courts, supervising young
people in the community and addressing the
young people’s wider developmental issues,
such as ensuring they have access to

Executive summary

Children and young people who
offend have more health needs
than the non-offending population
of children. The provision of
healthcare for them has improved,
but it remains inadequate.
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appropriate healthcare and education to
prevent future offending. There are 155 youth
offending teams in England and Wales. 

This report provides the findings from a 
review of the inspections of 50 youth offending
teams in England and Wales. The inspections
were conducted between September 2003 
and April 2006. They were led by Her Majesty’s
Inspectorate of Probation and involved 
eight other inspectorates, including the
Healthcare Commission and Healthcare
Inspectorate Wales. 

This review was prompted by an analysis of
the recommendations from all the reports 
on the inspections of youth offending teams,
which found that, except for the police,
healthcare organisations were given more
recommendations than any other partner. 
The review is aimed at helping youth offending
teams in supporting children and young
people with mental health, physical health or
substance misuse needs. It is also aimed at
informing the debate on how healthcare and
other agencies could best work together to
reduce offending by young people, and its
subsequent impact on society. 

“I like being able to 

come in and talk about

my problems and my

substance misuse worker 

is good because she 

helped me to stop 

smoking drugs.”

Summary of key findings 
Since the inspection programme began in
September 2003, there has been an increase
in the availability of healthcare services for
children and young people who offend. The
numbers of healthcare workers placed in
youth offending teams has remained fairly
constant over this period, but they reported an
improvement in the provision of, and support
from, mainstream healthcare services to youth
offending teams. Despite this, there is a
significant amount of work that needs to be
done by healthcare organisations to meet all
the needs of this group. In particular, services
need to be made more accessible for 16 
and 17 year olds, as people in this age group
are responsible for the majority of crimes
committed by young people and they are also
responsible for the more serious crimes. 
We found that in most youth offending teams,
much effort had been made to recruit
substance misuse workers, resulting in 90% 
of youth offending teams having good access
to both a worker and further substance
misuse services. In contrast, English NHS
trusts have shown less diligence in fulfilling
their statutory duty to provide healthcare
workers to youth offending teams. NHS trusts
had not increased their provision of healthcare
workers to youth offending teams over the last
three years. However, among the healthcare
staff appointed there had been an increase 
in the number of healthcare workers who
specialise in mental health needs. One in six
youth offending teams still had no healthcare
worker, and a third of them had no mental
health worker. 

The Government’s intended role for healthcare
workers in youth offending teams was that
they would ensure that children and young
people who offend had access to healthcare
services. However, we found that a majority 
of healthcare workers in youth offending
teams spend most of their time providing
healthcare services to children and young
people themselves. Although we saw this as 
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a positive and practical response to the
difficulties in ensuring that children and young
people who offend had access to healthcare
services, it has also resulted, at times, in the
healthcare worker providing services that
reflected their experience and specialities
rather than the needs of the young person. 
It also meant that a young person who 
offends needed to be involved with the youth
offending team on an ongoing basis in order 
to receive treatment.

We found that youth offending teams’ access
to and support from their local child and
adolescent mental health services had
improved over the last three years. However,
between one sixth and a quarter of youth
offending teams were still experiencing
problems in gaining access to these services.
A lack of engagement by the healthcare
representatives on the management boards 
of youth offending teams had meant that the
youth offending team had no one to ensure
that access to these services was provided. 
In contrast, the support and access offered 
by substance misuse services had generally
been adequate. 

For youth offending teams to work effectively,
there needs to be effective joint working
across specialities. However, in 15% of youth
offending teams, significant problems were
reported in joint working between specialist
health and substance misuse workers and
case managers. These problems were
exacerbated by the lack of adequate
procedures for the sharing of information 
that affected many youth offending teams. 

Finally, the NHS in each local authority’s 
area covered by the youth offending team, 
is required by the Government to provide a
representative to the youth offending team’s
management board. This is to ensure that
children and young people who offend have

access to appropriate healthcare services. We
found that one in six youth offending teams did
not have a healthcare representative on their
management board. We were very concerned
that, where a representative did exist, too often
they were not sufficiently engaged in the work
of the youth offending team to make a positive
contribution to it and to young people who
offend. This resulted in 60% of youth offending
teams not having adequate involvement by a
healthcare professional at a strategic level.
One of the results of this was that in 80% of
youth offending teams, there was no overall
monitoring of either the health needs of the
children and young people or the impact of
services on those needs. Due to the lack of
healthcare representatives on their
management boards, youth offending teams
were unable to establish whether the services
that the NHS was providing to them were
appropriate, whether they were effective in
meeting the needs of this population, and
whether, consequently, they were helping to
contribute to reductions in offending behaviour. 

Recommendations
The Healthcare Commission and Her 
Majesty’s Inspectorate of Probation have 
made the following recommendations: 

PCTs working with youth offending teams
should ensure that:

• they fulfil their statutory duty to provide at
least one healthcare worker to their local
youth offending team 

• in light of the Government’s planned
restructuring of PCTs in England, neither
their representation on the management 
boards of youth offending teams, nor 
their provision of healthcare workers 
to and funding of youth offending teams, 
is compromised
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Child and adolescent mental health services
should ensure that:

• they implement the Government’s
guidelines to deliver mental health services
to children up to the age of 18 

PCTs, local health boards and child and
adolescent mental health services should
ensure that:

• an appropriate representative from both child
and adolescent mental health services and
the relevant PCT, PCTs or local health boards
attend meetings of the management board
on a regular basis and make a positive
contribution to the strategic planning of
healthcare services for children and young
people who offend or are at risk of offending

Healthcare representatives on the
management boards of youth offending teams
should ensure that:

• they take responsibility for the provision of
local healthcare services, which are flexible
and which meet the health needs of young
people who offend

• they provide appropriately qualified
healthcare workers to youth offending
teams who have the appropriate specialist
skills which meet the needs of children 
and young people who offend 

• protocols and service level agreements
between the youth offending team and
healthcare organisations are written or
updated as appropriate, to cover the
specifications of service and roles of
healthcare workers, including terms 
of secondment, arrangements for cover 
and access to mainstream services

• they take a robust approach to ensuring
that healthcare services are available for
and accessible to children and young people
who offend, especially mental health
services for 16-18 year olds

• an agreed, rigorous and workable policy 
on the sharing of information and keeping
records is implemented in their youth
offending team 

• health needs and the impact of healthcare
services on those needs are monitored
more robustly and comprehensively 

The drug action team and/or local young
person’s substance misuse service should
ensure that:

• they have representation on the
management board of the youth offending
team

• specific policies on the sharing of
information are developed for substance
misuse workers in youth offending teams
that address the concerns of the young
people, the staff in substance misuse
services, and the needs of the youth
offending team and the public

Managers of youth offending teams, their
healthcare workers and their substance
misuse workers should ensure that:

• the assessment and referral processes 
for health and substance misuse issues 
are sufficiently robust and efficient

The Department of Health and the Youth
Justice Board should ensure that:

• following appropriate research, more
specific guidance is provided on the role 
of the healthcare worker in youth offending
teams to ensure that the best use of limited
resources is made
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In England, the Healthcare Commission
should ensure that:

• its annual assessment of NHS trusts
checks that healthcare organisations
comply with their statutory duties in
relation to youth offending teams

• findings from the inspections of youth
offending teams are fed into their annual
assessment of NHS trusts for 2006/2007

• they identify existing measures of health
service contributions to youth justice
services that can be incorporated into the
screening process that accompanies their
annual assessment of NHS trusts 

In Wales, the Healthcare Inspectorate Wales
should undertake similar checks.
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They are more likely to have mental health
needs, misuse alcohol or drugs, have a
learning disability, have spent some of their
childhood in care, been subject to poor
parenting, witnessed violence in the home,
been abused or have been the victim of crime.1

In response to this, youth offending teams
were established in April 2000 under the
Crime and Disorder Act 1998. The teams have
the dual aim of preventing further offending,
while also helping to meet the needs of the
children and young people who offend. 

The teams are made up of people with
expertise in healthcare, education, social care,
police and probation services and attempt to
address these aspects in a young person’s life
in a systematic and integrated way. Each youth
offending team has a management board,
which is usually chaired by the chief executive
of the local authority. Members of the board
come from the NHS, the local authority, the
police and probation services.

Introduction

Children and young people 
who offend have a range of
characteristics that distinguish
them from the non-offending
population of children.
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The role of healthcare organisations 
Due to the association between mental health
disorders and problems relating to the misuse
of substances and offending behaviour, the
NHS was required to fulfil some specific
obligations when youth offending teams were
established.2 In particular, former health
authorities, whose responsibilities have now
been transferred to PCTs and local health
boards, were required to: 

• nominate healthcare staff to work with
youth offending teams

• make arrangements for the funding of
youth offending teams and youth justice
services

• discuss the availability of, and access to,
health services relevant to preventing young
people offending or re-offending 

• facilitate arrangements (which include 
a new statutory power) for the sharing 
of information among professionals and
agencies3

These requirements of Government are 
aimed at improving healthcare services 
for children and young people with mental
health needs who offend and those who
misuse substances. 

The aim of this review
This report is a preliminary assessment of 
the extent to which healthcare organisations
have been successful in meeting their
responsibilities. At this stage, there is
insufficient data available for us to state
whether the hoped for impact on offending
behaviour is also being realised. 

We conducted this review in response to 
the high number of recommendations made 
to healthcare organisations following the
inspections by Her Majesty’s Inspectorate 

of Probation of youth offending teams. A
formal analysis of these recommendations
confirmed that, apart from the police,
healthcare agencies were the subject of more
recommendations than any other partner. 
This report is aimed at providing an overview
of the contributions that healthcare
organisations make to youth offending teams.
We also identify good practice and make
recommendations as appropriate.

The way we worked
This review is based on the findings of 50
inspections of youth offending teams – 45 
in England and five in Wales. The findings of
these inspections were published between
September 2003 and March 2006. As part of
this review, we asked a number of questions
that explored the contributions that healthcare
organisations made to youth offending teams
at both a strategic and operational level. We
analysed the inspection reports and drew on
our experiences of inspecting youth offending
teams over the past two years. We believe 
that our findings provide a general indication
of the issues affecting all youth offending
teams in England and Wales because the 50
reports on inspections we analysed represent
almost one third of them. We feel that the
recommendations made in this report will 
be of relevance to youth offending teams
throughout England and Wales.

The inspection programme, led by Her
Majesty’s Inspectorate of Probation with
inspectors seconded from the Healthcare
Commission and the Healthcare Inspectorate
Wales, was split into three distinct phases,
each of which had slightly different inspection
methodology and criteria. Phase 1 took place
from September 2003 to July 2004 and
covered 15 youth offending teams, phase 2
took place from September 2004 to July 2005
in 29 youth offending teams and phase 3
started in September 2005 and has covered 
six youth offending teams until March 2006. 
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In this report we provide information on both
significant trends across each of the three
phases as well as the findings from the
analysis of the reports on all 50 inspections. 

There is an increasing recognition by
inspectors of youth offending teams of the
importance of capturing the views of children
and young people who offend on the services
that they receive. During the inspections, 
we obtained the views of this group in one 
of three ways: face to face interviews with
young people, a paper questionnaire sent 
out to young people known to the youth
offending team as well as through an
electronic questionnaire. We have included
quotes from young people in this report, 
all of which were in response to the question:
What do you like about the youth offending
team? We have also included quotes and
examples of good practice from the inspection
reports that we looked at. 

Introduction continued
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Staffing
Since 2003, there has been little change in 
the number of healthcare workers appointed
to youth offending teams, other than a small
move towards appointing healthcare workers
who specialise in mental health. There is a
shortage of healthcare workers and mental
health workers in youth offending teams. 
We found that the role of healthcare workers 
in youth offending teams varies significantly
across England and Wales and these roles 
are not in keeping with what was originally
envisaged by the Government. On the other
hand, we found that most youth offending
teams had a substance misuse worker.
Substance misuse workers were also clearer
about their roles, which were more consistent
throughout England and Wales. 

We found that one in six youth offending teams
did not have a healthcare worker. We also found
that a third of youth offending teams did not
have a mental health worker. The Crime and
Disorder Act 1998 requires primary care trusts
to provide a healthcare worker to all youth
offending teams. The equivalent function in
Wales is carried out by local health boards. 
In addition, since 2002 the Government has
designated specific funding for the provision 
of substance misuse workers to all youth
offending teams in recognition of the close
association between offending behaviour and
the misuse of substances. This means that
every youth offending team should have at least
one healthcare worker and one substance
misuse worker. We found that there are more
substance misuse workers on youth offending
teams than healthcare workers. Eighty three

Findings

Too many primary care trusts 
are failing in their statutory duty
to provide healthcare workers 
to youth offending teams.
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per cent of youth offending teams had a
healthcare worker and 89% of youth offending
teams had a substance misuse worker. These
figures have not changed significantly since
September 2003, when the programme of
inspection began. We found that youth
offending teams had made great efforts to
appoint substance misuse workers and the
11% vacancy rate was largely a reflection of
the national shortage of specialised workers
in this field. The situation for healthcare
workers was, however, very different. The
funding for these posts is insecure and subject
to the changing priorities of PCT and the local
health board concerned. In addition, we often
found that the healthcare representatives on 
the management board were not sufficiently
engaged in the work of the youth offending
team to ensure that active steps were taken to
recruit healthcare workers or find alternative
healthcare services. For example, one youth
offending team inspection report stated:

“Little progress had been made with regards
to the position funded by the health service.
We were concerned that not enough effort 
had been put into recruiting for the health
posts or providing an alternative service, 
and felt that the management board should
have taken a more active approach in holding
the PCT accountable.”

We found that PCTs and local health boards 
are appointing healthcare workers with more
relevant skills such as having mental health
backgrounds, to youth offending teams. The
proportion of healthcare workers with mental
health background has increased from just
under 60% in 2003 to just over 80% in 2006.
This is supported by an increase in funding
for child and adolescent mental health
services over the last few years. However,
when we combined these figures with the
number of healthcare workers appointed to
youth offending teams, we found that a third 
of youth offending teams did not have any

mental health workers (excluding those 
youth offending teams where we have no
information). Our own inspection program
found that during 2004/2005, 18% of children
and young people had physical health needs,
42% had substance misuse issues and 44%
had emotional or mental health needs. When
we asked the young people themselves what
the youth offending team had helped them
with, twice as many referred to emotional
and/or psychological issues as physical 
health issues. 

“We talk about ways I 

can control my emotions,

for example, how to

control my temper a lot

better and how to look

at life from a different

perspective.”

In recognition of the dual aim of preventing
further offending, and meeting the health
needs of children and young people who
offend, the original guidance to NHS trusts 
on the role of the healthcare worker was left
deliberately broad. The guidance stated that
the role of this healthcare worker would be to:

• help ensure that both the physical and
mental health needs of young offenders
which may be relevant to preventing further
offending are identified and are addressed
through appropriate services

• liaise with any health professionals who 
are currently providing healthcare services to
the young offender, such as those in primary
care settings, including concerning the
provision of information for court reports
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• provide advice on healthy lifestyles, 
sexual health or drug and alcohol 
issues as part of work under offending
behaviour programmes4

In addition, because children and young
people who offend have difficulties in gaining
access to mainstream services, for example
due to a lack of parental support, the
Government issued further guidance 
which emphasised that the primary role of
healthcare workers would be to help increase
such access to young people, rather than 
to provide healthcare services themselves. 

“The role of health staff seconded or
otherwise made available to youth offending
teams is expected to focus on facilitating
access to a broad range of health services,
reflecting both the physical and mental health
needs of young offenders, rather than on 
the provision of specific specialist services 
by the nominees themselves.”5

It was clear, however, that this aim had not
been realised. Our review of the inspections
has shown that, since the establishment of
youth offending teams, more than 90% of
healthcare workers had been delivering
healthcare  services themselves, and for most
of these workers this has been their main
function. The following series of quotes 
from inspection reports illustrate the kind 
of work that most healthcare workers in 
youth offending teams were undertaking:

“Health staff were involved in the delivery 
of D.Fuse, an anger management group 
that focused on a range of issues, including
literacy skills and sexual health.”

“(The health worker) ran immunisation
sessions, some minor injury work and
provided a significant amount of sexual 
health advice.”

“The child and adolescent mental health
service specialist ran an anger management
group and, at the time of the inspection, was
setting up a sexual health awareness group
for boys.”

“The health worker was delivering tier 1-3
services and onward referral for tier 3-4 was
facilitated by close contacts with child and
adolescent mental health services and the
adult mental health service.”

“The health worker had negotiated a trial
project with a local supplier to provide fresh
fruit on a weekly basis to distribute to children
and young people.”

These quotes demonstrate the wide range of
direct interventions that were being provided
by healthcare workers. We found that those
with physical health backgrounds focused 
on physical health issues, such as
immunisations, minor injuries work, healthy
eating and drinking and sexual health, 
while those with backgrounds in mental 
health services focused on psychological,
psychotherapeutic or counselling approaches
for young people, either delivered as a specific
anger management course, or more general
one to one work. This has led to a number of
consequences. The first is the wide variation
in provision of services. In some youth
offending teams, physical health services
predominate, in others the focus is on
emotional and/or mental health services. 
We found that the work done by healthcare
specialists in different youth offending teams
was rarely consistent. This pattern would be
understandable if it was based on the health
needs of the population. However, we found
that the provision of a healthcare worker was
based on a formal analysis of needs in only
one youth offending team. The types of
intervention available in any youth offending
team appeared to depend mostly on the
background and training of the health
specialist, rather than on a careful analysis 
of the needs of the children and young people.
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This variation in the provision of services was
also evident in the use of the Youth Justice
Board’s mental health screening tool. This tool
has been provided to youth offending teams to
assist in the screening and early assessment
of the emotional and mental health needs of
this population. Our findings indicated that
between one fifth and one third of youth
offending teams were not using this tool, and
that in some localities, an area wide decision
had been made to not use the tool. This was
acceptable where another validated tool was
being used instead, but this was not always
the case and in some youth offending teams,
young people were assessed and referred on
the basis of a process that was not sufficiently
robust. One inspection report read:

“The referral process to the health worker
was unclear and many referrals appeared to
be based on intuition rather than effective
screening. There was no systematic
monitoring of cases to identify children and
young people in need and the sample showed
that, where there was evidence of healthcare
issues, only two out of four cases were
referred.”

We found a lack of consistency in the approach
taken by healthcare workers in youth
offending teams. Their approach was not
always based on the needs of children and
young people who offend and was also not 
in line with the Government’s guidance on
their roles. Rather than facilitating access 
to mainstream services, the youth offending
team’s healthcare worker was more often
engaged in delivering an outreach service 
to the youth offending team. Most healthcare
workers were doing some work to facilitate
access to mainstream healthcare services 
and liaising with these services but this 
was not treated as a priority. 

We are not criticising the choice by healthcare
workers to provide treatment directly to
children and young people rather than
facilitate access to mainstream healthcare
services, as it may be the only option for a
healthcare worker who is finding it difficult 
to engage with mainstream NHS services. 
In other words, the healthcare worker might
have realised that they may be providing the
only form of healthcare that this young 
person will ever get. 

Given the wide variation in the provision of
services and the fact that the role undertaken
by most healthcare workers is not as
originally intended, it is incumbent upon the
Departments of Health and the Youth Justice
Board to both examine what the most effective
provision might be, and subsequently provide
more specific guidance on the role and
function of the youth offending team
healthcare workers in light of their findings.

In contrast to healthcare workers in youth
offending teams, we found that substance
misuse workers were clear about their roles
and were providing fairly consistent services
across England and Wales. The role of the
substance misuse worker had always been
more clearly defined from the outset as
assisting in the screening and identification 
of young people with substance misuse issues,
and then providing direct interventions as
appropriate. We found that in 100% of cases
where a youth offending team had a substance
misuse worker, that worker was delivering
direct interventions to the young person. Their
role has always been deliberately concerned
less with facilitating access to other services
and more about the provision of services
themselves, and this is what we have found.
Such consistency is in part due to the more
secure funding for substance misuse workers,
firstly from the Youth Justice Board, and now
through the Young People Substance Misuse
Partnership Grant. 
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The guidance accompanying that grant states: 

”Youth offending teams must have access to 
a named substance misuse worker to provide
specialist support to young people supervised
by youth offending teams, pre-sentence, on
community sentences and being resettled
from custody (and that) youth offending teams
receive at least the same level of funding from
the Young People Substance Misuse
Partnership Grant as from the Named Drug
Worker Fund.”

“I get to talk to someone

if I have something that

is troubling me or on 

my mind and I like the

practical work I do over

here, for example talking

to the nurse about

anything.”

Access to services 
Over the last three years, the provision of
child and adolescent mental health services
for youth offending teams has improved.
However, between one sixth and a quarter of
youth offending teams are still experiencing
poor access to and support from child and
adolescent mental health services. In
particular, services for 16 and 17 year olds
are inadequate in many areas. In contrast, 
the support and access offered by substance
misuse services was generally satisfactory.

Child and adolescent mental health services
are provided in a four tiered framework of
care.6 Tier 1 comprises a primary level of care
delivered by non-mental health specialists
such as GPs, school nurses, social workers or
workers in youth offending teams. Tiers 2 to 4

are delivered by specialist mental health
practitioners such as child psychologists 
or psychiatrists, psychotherapists, family
therapists, specialist nurses or primary
mental health workers. When working at tier
2, these practitioners see young people by
themselves, but receive referrals from the rest
of the youth offending team workers. Tiers 3
and 4 comprise the same workers but deal
with more severe and complex cases usually
as part of a multidisciplinary team. Tier 4
often consists of providing inpatient care. 

Healthcare workers in youth offending teams
either work at tier 1 or tiers 2 and 3 depending
on their own clinical background. Despite this,
they need good access to services at tier 3 and
4 for their more complex and difficult cases.
As part of our review, we examined whether:

• the youth offending team’s healthcare
workers had good access to tier 3 and 4 child
and adolescent mental health services for
advice, support and referral as necessary

• tier 3 and 4 services were adequately
provided in the locality 

The figure below shows the proportion of
youth offending teams where the healthcare
worker has good access to advice and support
from, and opportunities to refer patients to,
child and adolescent mental health services. 

These graphs show an improving pattern of
services provided to youth offending teams. 
We saw an improvement from just under half 
of workers having good access to specialist
child and adolescent mental health services 
for advice, support and referral to just over 80% 
of workers having good access. Similarly, in
relation to the provision of adequate tier 3 and 
4 services, there was an improvement in the
proportion of inspection reports indicating good
provision from 20% to 50%. At the same time,
the proportions indicating problems in provision
had decreased from 40% to fewer than 20%. 
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However, although there was improvement in
access to services from one phase to the next,
the numbers of youth offending teams with
poor access to tier 3 and 4 services remains
somewhere between one sixth and a quarter
(excluding those for whom we had insufficient
information and those we have not yet visited).
The following quotes from the reports that we
analysed illustrate the kind of problems that
were encountered:

“The inspection highlighted a number of
difficulties relating to the provision of health
services to the (youth offending team), 
and we were particularly concerned that 
the healthcare representatives on the
management board did not appear to be aware
of these issues. Both healthcare workers
provided a range of appropriate interventions
but there were no formal protocols covering
referral to tier 3 or 4 services: those successful
referrals which did take place were due more 
to the personal contacts of the worker than
formal process. As a result, both workers 
had been forced at times to manage cases
beyond their expertise.”

“The problems caused by multiple PCTs
serving a single youth offending team area
were keenly felt in accessing child and
adolescent mental health service provision,
where variance across the area seemed 
to contribute to a ‘post-code lottery’ type
differentiation in services (whereby the 
quality of service provided depended upon 
the part of the area the child or young 
person lived in).” 

“CAMHS (child and adolescent mental health
services) access was variable, in part because
six PCTs served the county. Although the
general perception was that, by dint of the
work done by the health representatives 
on the management board and task group,
matters were improving, it was clear that this
area of work was not able to meet the (youth
offending team’s) needs.”
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Figure 1: Proportion of youth offending teams
where the healthcare worker has good access to
advice and support from, and opportunities to refer
patients to, child and adolescent mental health
services

Figure 2: Proportion of youth offending teams with
adequate provision of tier 3 and 4 services
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This variance or lack of provision of mental
health services outside the youth offending
team meant that a number of children and
young people with considerable mental/
emotional health problems were not having
these needs met, or at least, were experiencing
long delays in getting access to mental health
services or support. In spite of the best efforts
made by healthcare staff to support children
and young people and make appropriate
referrals, some could wait up to 18 months,
making the successful referral of a child or
young person aged 15 years unlikely. Reasons
for such severe delays ranged from the
consequence of ‘ad hoc’ links between the youth
offending team and child and adolescent mental
health services, to child and adolescent mental
health services themselves being too stretched. 

On a number of occasions we found a highly
motivated, hard working healthcare worker in
a youth offending team struggling to get young
people seen by the mainstream services. The
following quotations are illustrative of this:

“Difficulties in the partnership arrangements
between child and adolescent mental health
services and the youth offending team,
manifested by the lack of effective referral
protocols and agreement on information
sharing, hampered positive health outcomes
for children and young people. Despite her
best endeavours, the youth offending team
health worker had great difficulty accessing
appropriate tier 3 and 4 services for the youth
offending team client population, and full
assessments and subsequent referrals were
subsequently often delayed.”

“Another area of concern was the ability to
access child and adolescent mental health
services for children and young people,
particularly for 16 and 17 year olds. The NHS
trusts did not prioritise these referrals and, as
a result, the youth offending team had to deal
unaided with a difficult group in the most
positive manner.”

Mainstream services provided a range of
reasons to justify their lack of engagement
with youth offending teams. We found that
some of these reasons were entirely
understandable, but on many occasions 
they merely indicated an unwillingness to 
be flexible in the face of the needs of young
people whose lifestyles are characteristically
chaotic. Reasons given for not accepting 
a referral from the youth offending team
healthcare worker were:

• the young person has an accompanying
substance misuse problem, and the
psychiatrist would be unable to conduct a
thorough mental health assessment until
someone else sorted out the substance
misuse problem 

• given that the young person was known to
the youth offending team, they must have 
a conduct disorder (disordered anti social
behaviour), and as there was little evidence
of effective interventions for conduct
disorders, the local child and adolescent
mental health services would not see 
the person

• the young person has been excluded from
school and is not in full time education, and
therefore does not meet the criteria for
referral for the child and adolescent mental
health services 

• the young person is not registered with any
GP in the catchment area (this was a young
person who was living in three different
locations, and had not registered with a GP
in any of those locations)

• the young person is 16 or 17 years old
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“I can communicate better

because we get 1- 2- 1

discussions about what 

I want to do, how I 

feel etc.”

The solution to these problems lies outside
the remit of the youth offending team’s
healthcare worker who, although often very
experienced, is usually at a too junior level
to influence the healthcare organisations 
to provide these services and change their
criteria for referral in order to accept more
young people. It is for this reason that the
engagement of suitably senior health
personnel in the work of the youth offending
team’s management board is of paramount
importance. The health service circular that
accompanied the establishment of youth
offending teams specifically indicated that:

“Health authorities, and, where appropriate,
primary care groups, will be expected to
engage in local discussions about the
availability of health services which may 
be relevant to preventing youth offending, 
for example in relation to mental health
problems and drug abuse7.”

We found that these discussions were 
not taking place as the health service’s
representative on the management board 
of the youth offending team was simply
unaware of the gaps in service that existed.

There were, however, many examples of
effective partnerships between the youth
offending team and child and adolescent
mental health services, as the following 
three examples demonstrate.

The common thread running through 
these examples is the value of effective
partnerships, the main determinants of which
are the attendance and participation of the
healthcare representative on the management
board. In this sense, there is huge scope to
improve links between youth offending teams,
their management boards and healthcare
organisations.

Example of good practice

The health worker was an experienced
mental health nurse, who undertook tier 1
and 2 interventions herself and referred
tier 3 and 4 to child and adolescent
mental health services. There was no
problem about getting children and young
people seen urgently. Referral protocols
were in place, supported by effective
informal links.
The youth offending team was well served
by a regular assessment service offered
by child and adolescent mental health
services. Joint assessment with child and
adolescent mental health service workers
and youth offending team staff took place
on a weekly basis in the One Stop Shop
centre. The child and adolescent mental
health service worker had access to a
psychiatrist for advice on cases and
working relationships between staff 
were positive.
The clinical psychologist was initially
based full time in the youth offending
team providing Tier 3 level services but,
subsequently, divided her time between
child and adolescent mental health
services and the youth offending team.
This change had resulted in more effective
working across the two organisations and
better exchange of information, with the
youth offending team becoming aware of
children and young people already known
and working with child and adolescent
mental health services.
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One particular group that has historically been
disadvantaged by the provision of child and
adolescent mental health services are 16 or 17
years old, particularly if they have left full time
education. Traditionally, child and adolescent
mental health services were a service that
stopped at the end of the statutory school age.
Often, adult mental health services did not
commence until 18 years of age therefore 16
and 17 year olds fell through this gap in
provision. For young people who offend, this is
particularly problematic, as it is this age group
that commit the majority of crimes by young
people. It is also this age group that commit
the more serious crimes. Approximately 40%
of children and young people who offend have
mental health needs, and therefore a lack of
mental health services for this particular age
group could have significant consequences 
for both the young person and the wider
community. The English and Welsh National
Service Frameworks for Children, Young
People and Maternity Services identified a
service from birth to 18 years of age as one of
their markers of good practice. Given this, we
examined the youth offending team reports for
their comments on the adequacy of provision
of services for this age group. Of the 16
reports in which mental health services for
16-18 year olds were mentioned, in 13 (80%)
the comments were negative, indicating a lack
of suitable services for this group. Even if we
assume that services were adequate in all the
areas that did not specifically mention them in
their reports, it still leaves a quarter of youth
offending teams indicating inadequate mental
health services for this age group.

One quote illustrates the problem and the
challenge inherent in solving it:

“The local children’s, families and adolescents
consultation services, who provided the main
tier 3 gateway to mental health services, only
provided a service to under 16s who were
attending school. If the child or young person
was not attending school, or was post
statutory school age, 

the youth offending team experienced
difficulty in accessing treatment on their
behalf. There was thus no effective service 
for post 16 year olds or those not attending
school. Following a best value review, the 
PCT had recognised the gap in mental health
services for 16-18 year olds, which would now
form part of a wider integrated children’s
strategy. However, there did not appear to 
be any interim strategy other than a continued
ad hoc approach.”

In some areas, services have been specifically
targeted at this age group precisely because of
the difficulties in gaining access to
mainstream services for them.

Compared to the provision of specialist child
and adolescent mental health services,
substance misuse workers in youth offending
teams generally had good access to their
parent organisations for support and advice.
One of the reasons for this is that, in contrast
to youth offending team’s healthcare workers,
substance misuse workers are generally well
connected to their parent organisations, and
usually receive both effective support from

Example of good practice

The youth offending team had set up a
team of health and drugs workers called
Project MAX who provided specialist
assessment and, where appropriate, would
refer cases on for further intervention. 
It was an example of the way the partners
had identified resources to meet the
assessed needs. The team included a
clinical psychologist and psychiatrist from
the forensic services, as well as child and
adolescent mental health services,
healthcare, and drug and alcohol services
for children and young people.Priority was
given to those aged 16-18 years because of
the lack of any other appropriate services
for adolescents and the need to manage
their transition into adult services.
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those organisations, and also have good links
into those organisations for onward referral
and support of the more difficult cases. 
Two inspection reports express this point: 

“Substance misuse workers provided a 
range of interventions including group 
work. More complex cases were referred
straightforwardly to local substance misuse
specialist services.”

“Following referral, the substance misuse
workers adopted a variety of approaches 
to work including information sessions,
family/parental work, group sessions, 
solution focused therapy and motivational
interviewing. They also made use of
diversionary schemes, when appropriate.
There was good access to tier 3/4 substance
misuse provision when required”.1

Despite these positive comments about tier 4
services, we found that the general pattern
across the country was that there was
insufficient provision of residential substance
misuse units for young people. The overall
pattern, though, was that provision of tier 3
substance misuse services was more easily
accessible than tier 3 child and adolescent
mental health services.

Working in partnership
Fifteen per cent of inspection reports quoted
problems in joint working between specialist
health and substance misuse workers and
case managers on youth offending teams.
Three times as many reports told of
inadequacies in the sharing of information
and keeping of records. 

Youth offending teams were deliberately
designed to function as multi-agency teams in
which the expertise of a range of professionals
could come together to deliver an integrated

package of interventions for the young person
that would address all of their needs and
safeguard the public in the most effective
fashion. For such an approach to work in
practice, it is essential for youth offending
teams to have good teamwork across all the
disciplines. In particular, it is necessary for
there to be good working relationships
between the youth offending team’s specialist
staff (health and substance misuse) and the
youth offending team’s case managers – 
those staff who take the lead on arranging 
the package of interventions designed for the
young person. As part of our survey of youth
offending teams’ inspection reports, we
explicitly examined whether good links do
exist between these groups of staff. In 15% of
the youth offending teams’ inspection reports
that we looked at, the team reported problems
with joint working. 

A particularly striking finding in a number of
youth offending teams was that, despite the
presence of an available health or substance
misuse specialist, the youth offending teams’
case managers did not always refer their
young people to the specialist workers. The
following quotations from youth offending
team reports illustrate the kind of problems
that we encountered: 

“The assessment of mental, emotional and
physical health needs by case managers, and
the process of referral into the health team,
required attention. Despite reports of a
greater understanding of the role of health
workers amongst wider youth offending team
colleagues, only two-thirds of the 60% of
cases with emotional and mental health needs
were referred to the health team”.

“There was an acceptable level of service
provided in relation to substance misuse, 
with an appropriate partnership agreement.
However, the youth offending team staff did

1 The four tiered approach to substance misuse services is broadly similar to that for mental health services, moving from primary prevention to
residential, highly specialised, multi-disciplinary provision.
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not avail themselves of this service. Of the 17
newly assessed children and young people
who reached the threshold of referral, none
were referred. This was despite two reminder
emails about how to contact the worker and
make referrals”.

It was not always clear to the inspection
teams why there was this breakdown in team-
working. However, one of the factors that was
mentioned often was the lack of adequate
exchange of information. 

When youth offending teams were first
established, guidance was issued by both the
Department of Health and the Youth Justice
Board concerning agreements on sharing
information between healthcare staff and
other youth offending team workers. In
particular, the guidance drew attention to
section 115 of the Crime and Disorder Act
which provided power where none previously
existed “for the disclosure by any person of
information to relevant authorities or persons
acting on their behalf which is necessary or
expedient for the purposes of any provision of
the Act”. The practical implication of this was
that health professionals could disclose health
information in the absence of consent if such
information was “necessary or expedient” to
prevent further offending. Furthermore, the
guidance made it clear that local areas were
expected to develop protocols on how this
would work in practice in their specific setting.
We found that 12% of the youth offending
teams that we looked at said that they share
information within the team well and keep
good records while almost three times as
many teams (34%) said the opposite. 

The following quotations from youth offending
team reports gives a flavour of the kind of
problems that were encountered:

“There were no clear arrangements made for
the health worker’s confidential practice,
particularly relating to the taking and keeping 

of notes. This meant either no record was made
at all on some occasions or records were being
kept separate from the care works file and held
outside of the normal arrangements for the
management and destruction of files.” 

“There was a lack of clarity about the
confidentiality of health information within 
the staff group. No formal data sharing
agreement existed and, as a result, we found
that there was still confusion amongst staff 
in relation to access to health information.”

In some youth offending teams almost all of
the information gathered was shared with
other staff, while in others it was minimal. 
In both cases, in many youth offending teams
we found practitioners unhappy with the
arrangements and this led to poor joint
working between staff.

This problem was worse in relation to substance
misuse workers than in relation to healthcare
workers. Because substance misuse 
workers were more involved in their parent
organisations, they had policies on the sharing
of information, which were adhered to rigidly.
The problem was that many of these policies
were drawn up by the substance misuse
agencies independently of the youth offending
team. Therefore, other workers in youth
offending teams did not know the full extent to
which the misuse of substances related to the
young person’s offending behaviour. 

The absence of a protocol also led to a range
of unacceptable practices by staff, including
notes kept on scraps of paper, notes that 
had no formal status, and information kept
nowhere but in the practitioner’s ‘head’.

“There was also no information sharing
protocol between the drugs worker and 
the youth offending team and, as a result,
there was a lack of clarity around what
information could or should be passed
between these agencies.”
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“We were concerned however, that the
agreement with [the drug agency] did not 
allow the substance misuse worker to share
information with youth offending team staff with
regard to the assessment and treatment of the
children and young people referred. This had
severely affected the case supervisor’s ability 
to make an overall assessment of the child’s 
or young person’s needs and their progress.”

“In general, case managers worked well with
their colleagues across the youth offending
team. However, certain aspects of the work 
of the drugs and alcohol service providers
were felt to be less satisfactory by several
practitioners in the youth offending team. [The
substance misuse] workers were part funded
by the youth offending team, but employed by
[a charitable trust] who operated a strict
confidentiality agreement in relation to work
with children and young people. Whilst the
manager regarded the information sharing
protocol as adequate, many practitioners felt
that, in practice, its use limited the information
flow between the agencies. The case managers
interviewed found this approach problematic 
in their assessment and work with children
and young people and pointed to the possible
compromise of safeguarding arrangements”.

“The thing I like about my

youth offending team is

that I can go to a calm

group meeting.”

It is, perhaps, the case that part of the reason
for this situation was the fact that usually
there was no representation from the drug
action team on the youth offending team’s
management board or representation from 
the agencies providing the substance misuse
services. This meant that protocols on sharing
information were being developed in isolation
rather than in consultation with the youth
offending team.

Despite some of the problems mentioned
above, it is also the case that in many youth
offending teams there were no problems at all
in relation to sharing information and good
working relationships between different parts
of the youth offending teams. The following
example of good practice highlights the
innovative and commendable practice
employed in one youth offending team that
was making a real difference to the lives of 
the young people.

Example of good practice

Every case, including final warnings, 
was subject to review at a resources
meeting, which was held when the initial
asset and sentence plan had been
completed. Its purpose was to quality
assure the sequencing and range of
interventions proposed. It would also
commission any specialist intervention
required. Any specialist intervention (for
example drugs work within a bail support
package) required urgently could be fast-
tracked and brought to the next meeting
for review. 
The meeting was chaired by a middle
manager and was minuted. The case
manager attended and described the case.
Where specialist interventions had been
proposed, the case manager invited the
relevant workers, who were expected to
attend wherever possible, to advise on
readiness and suitability for interventions.
The electronic asset was projected onto 
a screen for review. Asset scores would 
be challenged. Links were made with 
other youth offending team cases to 
ensure a consistent approach to family
circumstances. Guidance was then provided
to the case manager on any changes
proposed on how to proceed with a case.
A typical review would take between 20 
and 30 minutes. A copy of the minutes and
actions was sent to all relevant staff and
was placed on the electronic case record.
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Management
One in six youth offending teams had no NHS
representation on their management board.
Sixty per cent of youth offending teams had
no adequate engagement of healthcare at 
a strategic level. A third of youth offending
teams had no protocols or service level
agreements underpinning their work with 
the NHS. 

Throughout this report, we have drawn
attention to the way in which a lack of
adequate engagement of healthcare
organisations in the management board 
of youth offending teams has contributed 
to the problems that have been highlighted.
The inter departmental guidance on the
establishment of youth offending teams
expressed a clear expectation that healthcare
organisations would contribute to the
provision of youth justice services in their area
by nominating a healthcare representative to
the management board of the youth offending
team. We explored this issue by looking 
at whether PCTs and local health boards 
had identified an appropriate representative 
of sufficient seniority to sit on the board 
and secondly, whether this person engaged
satisfactorily in the work of the youth
offending team. We found that 16%, or
approximately one in six youth offending
teams, had no NHS representation on their
management board. The impact of this was
described by one youth offending team as 
a matter of “considerable concern”, as,
without it, the youth offending team manager
lacked the appropriate support at board level
in pursuing health matters for children 
and young people supported by the youth
offending team.

Even where youth offending teams had 
a healthcare representative on their
management board, we often found that 
this person had not sufficiently engaged 
in the work of the youth offending team. 
In particular, they had not engaged in the 

five responsibilities for the management boards
of youth offending teams that were set out in the
inter departmental circular that accompanied
the establishment of youth offending teams.

These were to:

• determine how the youth offending team
should be composed and funded, how it will
operate and what functions it should have

• determine how the appropriate youth
justice services will be provided and funded

• oversee the formulation, each year, 
of a draft youth justice plan

• oversee the appointment or designation 
of a youth offending team manager

• agree measurable objectives linked to key
performance indicators as part of the youth
justice plan8

“I get to speak freely and

discuss private matters”

Youth offending teams are primarily the
responsibility of the local authorities and the
local authority’s chief executive usually chairs
the board. However, as a member of that
board, the healthcare representative has some
responsibility for the youth offending team and
its work. He or she is responsible for making
sure that healthcare, that is relevant to the
prevention of offending, is being provided 
to the youth offending team. We therefore
examined the youth offending teams’ reports
for evidence that the healthcare representative
on the board had engaged in the work of the
youth offending team in the way indicated by
the guidance. Excluding those youth offending
teams’ reports that made no comment, we
found that half of the youth offending teams’
reports provided evidence of good engagement
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by the healthcare representative, and half
reported inadequate engagement. 

If we combine these figures with the 16% of
youth offending teams where there is no NHS
representative, then overall, in approximately
60% of youth offending teams there is no
adequate healthcare engagement at a
strategic level. This is one of the most
significant findings in this report, as we
believe that it is this lack of strategic
involvement that underpins many of the
problems that have already been mentioned.
The following three quotations from youth
offending teams’ reports illustrate this:

“The inspection highlighted a number of
difficulties relating to the provision of health
services to the youth offending team, and we
were particularly concerned that the health
representatives on the management board 
did not appear to be aware of these issues.”

“Neither the PCT nor the management 
board health representative… had any direct
knowledge of, or contact with, the youth
offending team health worker.”

“Engagement with the management board by
the three PCTs was insufficient to ensure that
they were able to contribute sufficiently to the
strategic planning of services to children and
young people with mental and physical health
needs. Long term recruitment problems had
meant that there were no clear routes into
Tier 3 or 4 mental health services for children
and young people known to the youth
offending team.”

One report went so far as to make a
recommendation that the healthcare
representatives on the management board
should meet the healthcare staff seconded 
to the youth offending team to familiarise
themselves with their work and the difficulties
they encounter. We would argue that this 
be considered good practice relevant to all

management boards and youth offending
teams, as without an understanding of 
the context of the work, the healthcare
representative’s capacity to advise the 
board on matters of health is undermined.

One of the key actions set out by the
Government for health organisations in their
contribution to youth justice services was 
the requirement to discuss the availability 
of, and access to, health services relevant 
to preventing young people from offending 
or re-offending.9

A failure adequately to fulfil this task was
evident in the lack of any jointly agreed
protocols or service level agreements between
the youth offending team and the relevant NHS
trusts. These agreements, which may cover
issues such as the exchange of information,
routes of referral and the provision of healthcare
workers, are an essential means by which the
youth offending team can hold the local NHS
accountable for the services that it is providing.
In the absence of such agreements, the youth
offending team is left in a precarious position
unable to be confident of the provision of
healthcare that is being made available to it. 
Our survey of youth offending teams’ reports
found that in a third of youth offending teams
either no such agreements existed or they 
were inadequate in some respect. The following
quotations from reports illustrate the problem:

“The agreed health protocols had neither been
signed nor dated by the parties involved. This
may have contributed to the confusion regarding
the service available for Tier three referrals.”

“The service level agreement between the youth
offending team and child and adolescent mental
health services was out of date and did not
adequately address consultations, referrals 
and joint working at an operational level.”

We found that in the one occasion where the
provision of healthcare services to the youth
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offending team was based on a comprehensive
analysis of health needs, the healthcare
representative on the management board of the
youth offending team was extensively involved. 

It is important to stress that, in 40% of 
youth offending teams not only was there a
healthcare representative on the management
board, but this person was also adequately
engaged in the work of the youth offending
teams. Until recently, healthcare organisations
did not contribute significantly to youth justice
services and we therefore acknowledge and
commend the degree of engagement that is
now visible in many youth offending teams.

In a period of continual change, and with a 
huge range of competing agendas, it is very
difficult for PCTs’ and local health boards’ 
senior managers to consider youth offending
teams as a priority in the way that we would
like. Nevertheless, we found excellent practice
in many parts of England and Wales and it is
therefore possible that the good work that is
done in some parts can be extended to all. 
This will be even more important given the
imminent restructuring of PCTs, and we can
only hope that the funding and support that is
provided to many youth offending teams will 
not be lost during this time of change.

Example of good practice

The management board is appropriately
represented by health. In particular, the
inspection team was impressed by the
extent to which the PCT representative
was engaged with the youth offending
team. For instance, at the inception of 
the youth offending team, an analysis 
of needs was conducted by the PCT to
ensure that the youth offending team was
provided with the most appropriate staff
given the diverse health requirements of
the youth offending team population. 
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Children and young people who offend present
a dual challenge to society. On the one hand,
they are clearly a group of people who are 
in need. We have already mentioned the 
fact that, compared to the non-offending
population of children, they are significantly
more likely to have mental and physical health

needs, have problems related to the misuse 
of substances, have a learning disability, have
spent some of their childhood in care, have
been subject to poor parenting, witnessed
violence in their home, and have been abused
or been the victim of crime.10

Conclusions

The responsibility for reducing
offending behaviour must not
just lie with the Home Office or
Youth Justice Board, but also
with the Departments of Health. 
It is not just the responsibility 
of the youth offending team, 
but also the local NHS. 
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At the same time, we cannot ignore the fact
that they are responsible for approximately
25% of all crimes in the UK.11 The cost of youth
crime is at least £1bn per year, and probably
much higher, and this does not even take into
account the social costs such as fear, isolation
and the breakdown in their community caused
by their behaviour.12

The issue that remains is how to balance our
responsibilities to meet their needs and the
needs of the wider community. We are not
remotely suggesting that there is a simple
answer to this question, but with respect to
healthcare, we need not always view these
responsibilities in opposition. As the recent
report from the Royal College of Psychiatrists
has indicated, it is possible to use
psychological and psychiatric treatments in an
‘even-handed manner’ where both the young
person’s therapeutic needs and the propensity
to offend are addressed.13

Unfortunately, our survey of the inspection
reports of youth offending teams has
demonstrated that this type of provision of
services does not always exist. While it is true
that support and services for young people
who offend has improved significantly over 
the last three years, current levels of provision
of healthcare for children and young people
who offend, especially mental health services,
are unsatisfactory. 

Many of the main building blocks for an
improved service exist but there is a lack of a
will to move this forward. This is most evident
in the reluctance of healthcare representatives
on the management boards of youth offending
teams to become more involved in the
strategic oversight and planning of healthcare
services for children and young people who
offend. There are many reasons for this
including the extremely wide brief that many
of these individuals hold and the consequent
demands placed on them to respond to 
a range of competing agendas.

Nevertheless, we found that one of the factors
behind this reluctance is an unwillingness to
take into account both the wider networks in
which children and young people who offend
live, and the impact of their behaviour on
society. Many healthcare representatives
understand their responsibilities as nothing
but the ‘healthcare’ needs of the populations
they serve. We agree that this must remain
their primary responsibility but we would
advocate a broader approach that ensures
greater attention is paid to the individual
circumstances of young people as well as the
consequences of not fully addressing their
healthcare needs. A young person who offends
and has an attention deficit disorder, for
example, is not exactly the same as any other
young person with a similar disorder and
services must be provided to this young
person in a way that takes account of this.
This is not to argue for preferential treatment
for children and young people who offend, 
but to argue for equal treatment, which 
means giving due consideration to their 
often complex individual needs.

“The youth offending team

gives me the chance to

talk about how I feel.” 

The result of targeting services more
effectively will benefit both communities 
and improve outcomes for the young person.
Too often, when distributing scarce resources,
the impact on the wider community is ignored.
However, targeting resources in this way will
ensure that money is spent more wisely. 

A recent view among some healthcare
professionals was that, apart from its strictly
medical consequences, child abuse was not
their responsibility but the responsibility of
social services departments or someone else.
We have seen the consequences of that kind 
of thinking in a series of high profile cases and
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quite rightly, such a view is no longer tenable.
The agenda of Every Child Matters represents
part of the Government’s response and is
appropriately encouraging the further
integration of children’s services precisely to
avoid similar cases. Child protection is now
considered to be the responsibility of everyone
who works with children. 

We would advocate a parallel approach for
children and young people who offend. In
2004, the Audit Commission, in its review of
youth justice services, indicated that what was
required was to convince “health and mental
health services of the crucial role that they
have to play” in contributing to youth justice
services.14 We echo that finding. The
responsibility for reducing offending behaviour
must not just lie with the Home Office or Youth
Justice Board, but also with the Departments
of Health. It is not just the responsibility of the
youth offending team, but also the local NHS.
Only when this change of mindset is achieved,
will we see improved outcomes for these
children and the wider community.

Conclusions continued
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In line with their statutory duties, many PCTs
provide excellent funding and support to youth
offending teams. However, we have found 
that too many PCTs have failed in this regard
by providing insufficient funds and/or staff 
to youth offending teams. We, therefore,
recommend that every PCT ensures that it
fulfils its statutory duty to provide at least one
healthcare worker to the local youth offending
team. In addition, in light of the Government’s
restructuring of English PCTs, we recommend
that PCTs ensure that neither their
representation on the management boards 
of youth offending teams, nor their provision 
of healthcare workers to and funding of 
youth offending teams, is compromised.

The National Service Framework for Children,
Young People and Maternity Services sets 
a standard that all children up to 18 years
should have access to good quality mental
health services and we recommend that child
and adolescent mental health services
implement these guidelines.

In over half of youth offending teams, there 
is no adequate engagement of healthcare
professionals at a strategic level. While children
and young people who offend have a range of
unidentified physical and mental health needs,
it is mental health needs that are more
prevalent, and that are more closely associated
with offending. For this reason, we recommend
that PCTs, local health boards and child and
adolescent mental health services ensure that

they identify an appropriate representative to
attend and participate in the management board
of the local youth offending team in order to
facilitate the strategic planning of services for
this group of children.

This report has identified a number of
weaknesses in the provision of healthcare
services to youth offending teams. In order 
to address these weaknesses, we recommend
that the healthcare representatives on the
management boards of youth offending teams
take the following action:

• take responsibility for the provision of local
healthcare services which are flexible and
which meet the healthcare needs of young
people who offend

• provide appropriately qualified healthcare
workers to youth offending teams who have
the appropriate specialist skills to meet the
needs of children and young people who
offend 

• ensure that protocols and service level
agreements between the youth offending
team and healthcare organisations are
written or updated as appropriate to cover
the specifications of service and roles of
healthcare workers, including terms of
secondment, arrangements for cover and
access to mainstream services

Recommendations



30 ‘Let’s talk about it’ – A review of healthcare in the community for young people who offend

• take a rigorous approach to ensuring 
that health services are available for 
and accessible to children and young 
people who offend, especially mental 
health services for 16-18 year olds

• develop an agreed, rigorous and workable
policy on the sharing of information and
keeping records, and ensure that it is
implemented in their youth offending team 

• monitor the health needs of the youth
offending team’s population more
effectively and the impact of healthcare
services on those needs 

We found good provision of substance misuse
services to youth offending teams. However,
this provision could be improved by ensuring
that adequate policies on sharing information
are developed that address the concerns 
of the young people, the staff in substance
misuse services, the needs of the youth
offending teams and the public. In order 
to facilitate such effective joint working, 
we recommend that the local drug action
teams and/or substance misuse services 
are represented on the management boards 
of the youth offending teams.

In many youth offending teams, staff from
different agencies and public bodies work
seamlessly together. However, we were
surprised at the number of youth offending
teams where there are problems related to
joint working. In particular, significant
opportunities to help young people in relation
to health and/or substance misuse were often
missed due to inadequate referral and
assessment. Therefore, we recommend that
managers of youth offending teams,
healthcare workers and substance misuse
workers ensure that effective and robust
processes for assessment and referral are 
put into operation, to ensure that every child
and young person with needs has those needs

identified, adequately assessed and is referred
for specialist intervention as necessary.

From the outset, healthcare workers in youth
offending teams have adopted a wide range 
of working practices. Due to an increasing
familiarity with the health needs of children 
and young people who offend, there is some
evidence of a convergence in working patterns.
However, we recommend that the Departments
of Health and Youth Justice Board look carefully
at this issue in order to ensure that the most
effective use is made of limited resources. 
We recommend that they examine the most
effective ways of providing healthcare to youth
offending teams and develop guidelines on 
best practice. This would also assist local
commissioners in identifying best practice 
for youth offending teams. 

In England, the Healthcare Commission
provides an annual assessment of the
performance of all NHS trusts. In 2006/2007,
the Commission will ensure that its annual
assessment of NHS trusts checks that health
organisations comply with their statutory
duties in relation to youth offending teams. 
It is also incumbent upon the Commission 
to use all of the information it gathers to
contribute to that assessment. Therefore, 
the Commission will ensure that for 2006/2007, 
it will incorporate the findings of the
inspections of youth offending teams in 
its annual health check. In addition, the
Commission will identify already available
measures of health service contributions 
to youth justice services that can be
incorporated into the screening process 
that accompanies the annual health check 
of NHS trusts. The Healthcare Inspectorate
Wales will also undertake similar checks.

Recommendations continued
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The Healthcare Commission, Healthcare
Inspectorate Wales and Her Majesty’s
Inspectorate of Probation will continue to
inspect and report on their healthcare
arrangements for youth offending teams. We
will continue to develop our methodology for
this inspection, taking into consideration the
need to ensure that inspection of local public
services is both efficient and effective. We aim
to produce reports that are informative to the
public, useful to professionals, and which
serve the needs of children and young people.

The Healthcare Commission and Her Majesty’s
Inspectorate of Probation will also continue to
liaise with the Department of Health and Youth
Justice Board regarding developments in
policy in this area. 

Finally, we will continue to seek ways to listen
to the views of children and young people
themselves, and the wider public, on the
services that they receive, in order to identify
the most effective means to improve public
services that both meet the needs of the
children and safeguard the public. 

Next steps 
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