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Speech and language therapy within child, adolescent and adult mental health services
December 22

Following on from the publication of the DoH Mental Health Strategy 21-31, a MH workforce review steering group was established in early 2022. RCSLT NI were invited to sit on this group. The following report outlines the evidence gathered to demonstrate the need for SLT within both CAMHS and adult MH services across NI. 

INTRODUCTION
Over the next ten years we hope to see a stronger emphasis on a biopsychosocial, multidisciplinary model of care where AHPs are central to mental health service planning and delivery across the region. Decisions regarding service structures and funding models will determine which speech and language therapy posts will be made available and when. Ongoing concerns regarding sustainability of the speech and language therapy workforce add a further layer of complexity to service planning. With only 33 places at undergraduate level in 22/23, our small workforce will struggle to meet the demands laid out in this report. 
Nevertheless, as the professional body, the RCSLT NI will continue to lobby for more undergraduate places at Ulster University and call for the introduction of alternative routes into the profession, i.e., apprenticeships and Masters programmes. Furthermore, with the proposed developments in speech and language therapy within mental health services, a review of the undergraduate teaching syllabus as part of the BSc (hons) in speech and language therapy would ensure speech and language therapists (SLTs) leave Ulster University with adequate background knowledge of mental health when entering the workforce. 
Speech and language therapy in mental health is still relatively new and evolving across many parts of the UK. The evidence base is emerging, and interventions will continue to grow and develop based on this. Impacts, even anecdotal reports, are overwhelmingly positive, demonstrating how speech and language support can have far reaching benefits. 
The RCSLT NI welcomes discussions around any aspects of this report and the future development of mental health services in NI. Thank you.

Ruth Sedgewick
Head of NI Office, RCSLT
CAMHS
There are currently no SLTs in NI funded to work in CAMHS services, therefore I reached out to the other nations for their expertise and advice. I have also included some relevant case studies of SLT work here in NI within IDCAMHS and a successful pilot of SLT intervention into a residential care facility. 
In NI we have SLTs working as part of multi-disciplinary autism assessment and intervention services, yet autism is not included as part of this MH workforce review. In England however, the neurodevelopmental assessment teams are part of their CAMHS services. In NI, there will be those in CAMHS who end up requiring autism assessment and an overlap of services is likely. 


Note – I have included youth justice and looked after children in this report, however it is currently unclear if they will be included in the scope of this review. 

SLT role in core CAMHS – proposed 2x band 7 – I would advise 1 x8a, 1 x 7, 1x 6 (allows for career development)
· Differential diagnosis – detailed SLT assessment to discover unidentified language difficulties e.g. social communication or Developmental Language Disorder. A detailed language profile can unpick ASD versus trauma/ failed childhood attachment. May require onward ref for ASD assessment
· Selective mutism – environmental supports for family/ school to reduce maintaining factors
· Parent/child interaction work – individual sessions or block of therapy 
· Provide training and support for other professionals re accessible communication, how to best support child to engage in therapies or in the classroom environment  
· Contribute to better outcomes by improving engagement in therapies, personalised goal setting and reduced behaviours that challenge, for example, through work on effective communication strategies
· Contribute to risk management plans, considering the communication needs of the child in all environments, including identifying adaptions or reasonable adjustments required. 
· 
EXAMPLE - Haringey
· In the borough of Haringey, there is a population of approx. 271, 000 and they have 0.8wte Band 8a and 1.0wte band 7 in their core CAMHS team and they are very over-stretched. 
· SLT are called upon for input into the other services such as primary mental health, where children are receiving therapy for social, emotional and behavioural issues, or the drug and alcohol service. Often there are underlying/ undiagnosed speech, language or communication needs (SLCN) that contribute to their difficulties and language assessment may be required. Speech and language therapy provide education and support for staff to ensure children can access the required therapies in a way that is communication inclusive which is key to the success of any treatment or intervention.
· 81% of children with emotional and behavioural disorders have significant language deficits (Hollo et al, 2014)
EXAMPLE  - Cygnet health group https://www.cygnethealth.co.uk/services/camhs/ has a peripatetic SLT post which covers all requests for SLT support from any of the other services within a short time period. Feedback is that this post works very well and doesn’t take away from core CAMHS work. I think this should be considered within the new NI MH model. Additionally, it provides opportunities for SLT learning, development and expansion of roles. 

ID CAMHS – proposed 1x band 7 I would advise adding a band 6 and band 4 SLTA to this.


Speech and language therapy input into learning disability services is well recognised and established in most areas. These two case studies demonstrate the complexity of need around mental health when they are expressed via behaviours alongside learning difficulties and how SLTs are best placed to support positive interventions as part of ongoing treatment.

Regional inpatient – 24 beds proposed x1 band 7
Children who are admitted to the inpatient unit with a statement of special educational needs may have SLT, OT, Physio provision written into their individual statement, meaning there is a statutory obligation for therapy provision. This will likely increase the demand for speech and language therapy. 
Cygnet health (mentioned above) are inpatient only services for CAMHS in England and have a large team of SLTs. Of note, they also have an education system attached to the wards and all children, even those in for as little as one week, will be invited to attend some core classes, English, Maths, science. They also have a dedicated team to work on transitions between the education system back into their own school upon discharge. I am currently unaware of the connection with the education system for our regional inpatient centre in NI, but this requires further consideration and likely collaboration of both health and education departments. 






Looked after children –
Prevalence of SLCN amongst looked-after children
· A study published in the International Journal of Language and Communication Disorders in 2011 found high levels of communication impairment amongst children and young people in residential care. Much of it was severe and pervasive, and largely previously unidentified. [endnoteRef:1] [1: 

 McCool S and Stevens IC. Identifying speech, language and communication needs among children and young people in residential care. International Journal of Language and Communication Disorders 2011; 46(6): 665-74.] 

· An Office of National Statistics review of the health needs of looked after children found that speech, language and communication needs were the second most frequently reported difficulty for looked after children.[endnoteRef:2] [2:  Meltzer H. The mental health of young people looked after by local authorities in England. Office of National Statistics 2002.] 

· No Wrong Door, the service for looked after children in North Yorkshire, found 62% of its looked after children had communication needs. Only two of the children had previously seen a speech and language therapist (SLT).[endnoteRef:3] [3:  Information provided by Youth Communication Team North Yorkshire, 2016.] 

· A screening of 39 children in residential settings in the Western Trust (2020) found 75% of children have speech, language and communication needs – of these, none were open to core services and only 2 of these were previously referred to services[endnoteRef:4].  [4:  Data provided by WHSCT SLT Service, October 2019 - full case study available upon request] 


[bookmark: _Hlk122606376]This case study demonstrates the impact of AHP intervention and following this, a full time SLT post was commissioned within all five trusts (5 posts) to develop the CYP SLT service into residential homes under the Scaffold Team. 



Youth Justice –
Research shows up to 60% of young people who offend have low language skills, with 46-47% of these being in the poor or very poor range[footnoteRef:1].  Many of these young people have grown up with experience of multiple adverse childhood experiences including deprivation and poverty, trauma, neglect, abuse, and many are care experienced or looked after children. [1:  Bryan, K., Freer, J. and Furlong, C. (2007), Language and Communication Difficulties in Juvenile Offenders. International Journal of Language and Communication Disorders, 42 (5), 505-520). ] 

Some of the types of SLCN experienced by individuals in the justice system include: 
· Difficulty understanding spoken words and using language to communicate. 
· Difficulties remembering and recalling information accurately.  
· Difficulty understanding commonly used legal vocabulary, for example Liable, Remorse, Reparation, Threatening or Victim. These difficulties have prevented effective access to the legal and court system.  
· Difficulties in listening and understanding  
· Difficulties sequencing information to tell a story.  
· Difficulty using abstract language (for example idioms, metaphors).  
· Difficulties staying on topic.  
· Understanding non-verbal communication and relating to others in socially acceptable ways.  
· Difficulty expressing feelings and emotions in an appropriate way, for example they may use aggressive behaviour, instead of words, to express themselves. 

People with SLCN may not understand the terms of their sentence and what is required of them in their court order or under a licence agreement.  Evidence has showed that one of the main reasons for breach of community licence is failure to meet the terms of that sentence due to a lack of understanding of the terms[footnoteRef:2].   [2:  RCSLT Justice Evidence Base: Consolidation 2017   ] 


SLTs have an important role in supporting the accessibility of all discussions and interventions. Many or most of the interventions to support rehabilitation e.g., knife crime programme uses inaccessible language such as ‘perpetrator’ or ‘remorse’. These will not be understood when a young person is presenting with speech, language or communication needs. 

CAMHS conclusion
I strongly recommend an 8a clinical lead SLT within CAMHS. These will be new roles and will require a highly experienced and specialist clinician to develop the speech and language service and effectively lead the other SLTs within the team. Mental health is not a core component of the undergraduate SLT training in NI, unlike the occupational therapy course for example. A band 7, with the requirement of 4 years’ experience, will need appropriate guidance to ensure adequate learning and development opportunities to upskill as required. Speaking to Amy Hird, SLT band 8a clinical lead for adult MH services in Northeast England, she reports that before her 8a post, staff turn-over was high, and it was challenging to recruit and retain staff due to the lack of SLT leadership within the team. To ensure a successful and effective service, the 8a should be present from the inception of the new teams.

Please see helpful RCSLT factsheets below -






    






Adult MH services –
In NI we have two part-time SLT posts within two adult inpatient units and no other commissioned SLT roles within adult MH. Therefore, I have spoken with various SLT leads in other nations to gather information and data on SLT pilots as well as more established services.
Within many of the adult MH services, for example, trauma, crisis intervention or home treatment, there will be people presenting with mild/ moderate learning difficulties and/ or autism. It must be recognised that these people may need speech and language therapy input to support their MH interventions. Therefore, there should be a clear pathway for referral. These referrals should be monitored to avoid dilution of speech and language therapy input elsewhere. 
I am unsure if the regional forensic secure service is included in the scope of this workforce review, however I have included it below. 

Community intervention mental health – I would recommend x1 band 7 and 1x band 6 and 1x band 4 SLTA.
The SLT role would focus on early intervention to support those with unidentified speech, language or communication difficulties, which can often prevent access to talking therapies as part of essential treatment. E.g., providing strategies for the person and those around them to communicate effectively and enable better engagement with their treatment interventions. Often what seems like noncompliance, is the person being unable to ‘keep up’ with the language demands and possibly disengaging from services altogether. Part of the SLT role in this team would be training and educating other health care staff in ensuring accessible and appropriate language is used for all interventions. An SLTA would be beneficial here for supporting the creating of communication aids/ charts/ passports and facilitating group work. 

Community Forensic Service –  I would recommend– x1 band 7, x1 band 6 and x1 band 4 SLTA. (info above re youth justice is relevant here also)
Recent screening at Hydebank Wood College found that 67% of woman and 85% of men assessed had speech, language and communication difficulties (Source: SLT Data Jan – Dec 2021, SLT Team, NI Healthcare in Prison Service, South Eastern Trust). We currently have 2 x band 7 SLTs working across Hydebank and Maghaberry and they have evidence demonstrating the impact for this population. E.g., probation could be unsuccessful due to poor comprehension of the verbal and written information provided to the person, meaning the person inadvertently breaks their probation. Speech and language support has an important role to play in reducing and breaking the cycle of reoffending. 
We know that those who offend often have underlying SLCN that have been unidentified from childhood and likely written off as ‘bad behaviour’. There are added layers of complexity with this client group including trauma, adverse childhood incidents, poor or lower levels of education and lack of familial support. SLTs supporting those in the community forensic team form part of the preventative measures from offending or reoffending. Assessing levels of receptive and expressive language abilities and providing advice and assistance to both the person and those interacting with them to support their MH treatment. 
Eating, drinking and swallowing issues can also occur in this client group. Just having a diagnosis of schizophrenia makes a person 30times more like to die from choking (RCSLT). When a person has a mental illness, they often cannot regulate safe eating patterns and can present with eating, drinking or swallowing issues. Additionally, antipsychotic medications, which may be part of a treatment plan, can impact on the muscles used for safe eating, drinking and swallowing and provoke difficulties. If left untreated, there is a risk of malnutrition, dehydration, weight loss, chest infections, pneumonia or death.

Regional medium secure hospital – 34 beds, Shannon Clinic.  I recommend – 1x band 7, 1x band 6 and 1x band 4 SLTA.
There is no funded SLT service into Shannon clinic. Currently SLTs from the Belfast Trust community team input for eating, drinking and swallowing issues only. There are long waiting lists and SLTs do not feel they have the necessary skills for ‘ad hoc’ swallowing assessments in the forensic service. A SLT should sit within the forensic team as someone who will have the specialist skills needed to effectively manage this complex caseload and is already embed into the team.  The SLCN discussed above in relation to community forensics are equally relevant here. SLTs have a key role in supporting access to their treatment/ rehabilitation including talking therapies. 
For a similar-sized secure ward in Newcastle upon Tyne, they have 1xwte band 7 SLT and 1xwte band 5 SLT both for communication referrals only. They do not have funded input for dysphagia. 

Adult eating disorder service – I recommend a pilot SLT provision into the ED service to demonstrating the need – x1 band 7.
EXAMPLE -There have been a small number of referrals from the ED ward to the established SLT team across 22 wards in Northeast England. The SLT service lead reports that there are patients being missed. Referrals are only for eating, drinking and swallowing issues and yet between 4 -23% of those with an eating disorder are also autistic (National Autistic Society). A speech and language therapy pilot into ED within an inpatient unit in Scotland has seen referrals double since 2020. Social communication differences are commonly part of an autistic presentation and therefore communication intervention should be provided, as required, to support the patient and those working with them with their treatment programme and recovery journey. 

Acute Inpatient – Proposed x1 band 7 SLT - I recommend for inpatient units of 80 beds – 0.8 band 8a, 1x band 7, 1x band 6, 2x band 5, 1x band 4
Currently, Belfast Trust funds 0.6 Band 8a Lead SLT across their 80 bedded acute wards and Southern trust funds 0.5 band 7 SLT across their 80 bedded acute wards. 
The 8a is an established role that began as a pilot to scope the service need in 2019. Impact was shown and this document provides further information on that. I strongly believe this 8a role is required to fully embed SLT within the acute mental health inpatient unit. Alongside well-established professionals such as OTs and mental health nurses, it can be challenging to establish the SLT service needs and impact accordingly. An 8a can be present at more senior meetings to influence strategically and challenge where required. I recommend that the 8a SLT here would clinically supervise the band 7s in the other adult MH teams. 




EXAMPLE - a well-established adult SLT service within inpatients is in the Northeast region of England – Cumbria, Northumberland, Tyne and Wear. Across 22 wards there are 424 beds. 
· In 2019 there were 0 communication referrals, yet from Jan-June 2021, there were 104 communication referrals. This demonstrates that the need is often unknown until the SLT is present in the service. 
· Also of note, 90% of all SLT patients require community follow-up, strengthening the case for SLT within the community mental health teams. 
· For the 424 beds, they have – 1x 8a, 4 x band7, 4 x band 6, 6 x band 5 and 2 band 4 SLTAs. With this team, they are over-stretched and have waiting lists currently around 18 weeks, meaning that often the people have been discharged before they are seen. 

Home Treatment Team – I recommend pilot of x1 band 7 
Northeast England SLT service (mentioned above) report 90% of inpatients require follow-up on discharge. I would recommend a pilot SLT service into this – x1 band 7 to assess the demand and increase service as required.

Gender services – Proposed pilot of x1 band 7 – NI has a small speech therapy provision into Gender Identity Clinic (currently around 0.5 total of 8a and 7). This is a regional service currently based in Belfast City Hospital. These posts are not commissioned and therefore not included in MH workforce review that led to the workforce proposal. 
· Speech and language therapists (SLTs) have a key role to play in trans health care. Trans people do not have a voice disorder but may seek help to explore or make changes to their voice and communication congruent with their sense of self. The SLT working with trans and gender-diverse people delivers voice and communication therapy.
· In the 50 years since NHS healthcare records started in this field, 130,000 people have made a social gender role change. Since 1966, when the first Gender Identity Clinic opened in London, referral rates have risen by 20% in each subsequent year, and by 30% in 2018 (Barrett, 2017).
· Voice and communication therapy, also known as voice modification therapy, is delivered by speech and language therapists in order to assist trans and gender-diverse people in creating and sustaining their authentic voice and communication, congruent with their sense of self (Mills & Stoneham, 2017)
RCSLT clinical guidance & competencies framework are available 
https://www.rcslt.org/speech-and-language-therapy/clinical-information/trans-voice/#section-
https://www.rcslt.org/wp-content/uploads/media/Project/RCSLT/rcslt-trans-and-gender-diverse-voice-comm-therapy-2019.pdf
EXAMPLE – 
The Northern Regional Gender Dysphoria Service (NRGDS) based in Newcastle Upon Tyne, sees patients from all over England. There is a 6-year waiting list to access the service and patients cannot access the waiting list for SLT until they have had their initial assessment and diagnosis. The SLT service has had a 20% increase in yearly referrals and have increased their team to include a 1xwte band 8a, 1.8 x band 7. Demand continues to outweigh capacity and the need for SLT voice therapy is only going to increase. 
*In NI the service is adults only. Anecdotally there is an increasing number of paediatric referrals which cannot be accepted. Therefore, a pilot within CAHMS should be considered.   

MH & Deafness – proposed x1 band 7
SLTs have a well-established role working with both deaf children and adults. This report demonstrates the important role of SLTs within mental health services.  We know around 40% of deaf people have mental health issues, therefore we can predict a definite need for a dedicated SLT within NI deaf MH services. The Regional service here in NI was set up in 2005 and has 1.5 nurse specialists, 0.8 psychologist and 0.8 psychiatrist. In discussion with them, they advocate for and see the value of a SLT included in the future development of their service. There is a small piece of work currently looking into developing a CAMHS deaf service for which we would strongly advocate for inclusion of speech and language therapy.  
Language deprivation is common given that 95% of deaf babies are born into hearing families and therefore are not exposed to fluent BSL. Early language development is an essential component to accessing education and therefore deaf children are commonly disadvantaged. [endnoteRef:5]It is thought that ¼ of deaf students will also have learning difficulties, developmental delay, visual impairment or autism. Many of these conditions increasing the likelihood of SLCN and the need for speech and language therapy input.  [5:  Nina Thomas, 2018 Deafness and mental health – My Care Academy] 

SLTs are essential for providing clarity around the deaf person’s communication strengths and weaknesses and offering advice on how best to adapt other peoples’ communication and the environment in a way that supports the deaf person. This in turn allows for better access to more effective mental health therapies/ treatments. 
There are several inpatient units in England for deaf people with mental health conditions – Manchester, London and Birmingham, each with differing speech and language therapy provision, ranging from no SLT cover to 0.6 SLT. The wards differ and range in size and therefore there is no straight comparison with our community model in NI. However, the value of speech and language therapy input is clear and having a band 7 within the NI service is a good platform for service development and expansion of the role. 
RCSLT clincial guidance is available - Deafness – guidance | RCSLT 

ENDS.
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The links between mental health and speech, language and communication

Evidence summary

[bookmark: _GoBack]Research demonstrates important links between mental health and speech, language and communication:

1. Communication skills are a protective factor against developing mental health problems.

· A large general population cohort showed that early language development at age 2 and age 4 made an important contribution to emotional and behavioural functioning at age 6.[endnoteRef:1]  [1:  Clegg, J., Law, J., Rush, R., Peters. T.J., & Roulstone, S. (2015). The contribution of early language development to children’s emotional and behavioural functioning at 6 years: an analysis of data from the Children in Focus sample from the ALSPAC birth cohort. Journal of Child Psychology & Psychiatry, 56(1): 
67-75] 


· Analysis of data from the Millennium Cohort Study about children aged of 9 months-14 years found that verbal cognitive ability appears to be a powerful protective factor against the development of childhood conduct problems, substantially reducing the likelihood among both boys and girls of being on any of the three higher risk pathways.[endnoteRef:2]  [2:  Centre for Mental Health (2018). Children of the millennium: Understanding the course of conduct problems during childhood. Online: https://www.centreformentalhealth.org.uk/publications/children-new-millennium ] 


2. Communication difficulties are a risk factor.

Children with ‘primary’ speech, language and communication needs (SLCN) are at increased risk of developing mental health problems during school and adolescence, including anxiety, depression and psychosis:

· Anxiety is higher in individuals with developmental language disorder (DLD) than age matched peers and remains so from adolescence to adulthood; individuals with DLD have higher levels of depression symptoms than do peers in adolescence.[endnoteRef:3] [3:  Botting, N., Toseeb, U., Pickles, A., Durkin, K., & Conti-Ramsden, G. (2016). Depression and anxiety change from adolescence to adulthood in individuals with and without language impairment. PloS one, 11(7), e0156678.] 


· Deficits in pragmatic language (social communication) precede early and late adolescent psychotic experiences and early adolescent depression.[endnoteRef:4]  [4:  Sullivan S.A., Hollen L., Wren Y., Thompson A.D., Lewis G. & Zammit S. (2016) A longitudinal investigation of childhood communication ability and adolescent psychotic experiences in a community sample, Schizophr Res. ;173(1-2):54-61.] 


· Longitudinal studies of children with identified SLCN demonstrate an elevated risk of social, emotional and behavioural difficulties in adolescence.[endnoteRef:5] [5:  Snowling, M.J., Bishop, D.V., Stothard, S.E., Chipchase, B., & Kaplan, C. (2006). Psychosocial outcomes at 15 years of children with a preschool history of speech-language impairment. Journal of Child Psychology and Psychiatry, 47, pp759–765.] 


· The NICE quality standard on promoting health and wellbeing in under 5s states that “Children and young people with communication difficulties are at increased risk of social, emotional and behavioural difficulties and mental health problems. So identifying their speech and language needs early is crucial for their health and wellbeing”.[endnoteRef:6] [6:  National Institute for Health and Care Excellence (2016). Early years: promoting health and wellbeing in under 5s (QS128). Online: https://www.nice.org.uk/guidance/qs128] 




3. Many children with mental health problems also have communication needs.

· The Mental Health of Children and Young People in England, 2017 survey series, commissioned by NHS Digital, found that children with a mental disorder were about five times more likely to have speech or language problems than those without (14.9% compared to 3.2%).[endnoteRef:7]  [7:  NHS Digital (2018). Mental Health of Children and Young People in England, 2017: Multiple conditions and wellbeing. Available online: https://files.digital.nhs.uk/42/9E0302/MHCYP%202017%20Multiple%20Conditions.pdf] 


· Young people aged 12-18 referred to mental health services are three times more likely than their non-referred peers to meet the criterion for higher order language disorders affecting inferential thinking, understanding abstract concepts and the understanding and use of figurative language (45% compared to 15%).[endnoteRef:8] [8:  Cohen N. J., Farnia F. & Im-Bolter N. (2013). Higher order language competence and adolescent mental health. Journal of Child Psychology and Psychiatry, 54(7), 733-744.] 


· An analysis of 22 studies published in 2014 found that 81% of children and young people with emotional and behavioural disorders had significantly below average language ability.[endnoteRef:9] [9:   Hollo, A., Wehby, J. H. & Oliver, R. M. (2014). Unidentified Language Deficits in Children with Emotional and Behavioural Disorders: A Meta-Analysis. Exceptional Children, 80 (2), 169-186.] 


4. Many of the groups of young people at greater risk of developing mental health problems are also more likely to have communication needs, including:

· All children and young people with autism: All children and young people with an autism diagnosis will have some level of social communication needs, as the diagnostic criteria for autism includes “Persistent deficits in social communication and social interaction across multiple contexts”.[endnoteRef:10]  [10:  American Psychiatric Association (2013). Diagnostic and statistical manual of mental disorders (5th ed.)] 


· Around half of children and young people with learning disabilities: 45% of people with learning difficulties have serious communication problems.[endnoteRef:11] [11:  Bradshaw, J. (2007). Between You and Me. Chapter 6 in Learning Disabilities Today. Editor; S. Carnaby. Pavillion: Brighton.] 


· Between 46 – 67% of young people in the youth justice system: 66-90% of young offenders have low language skills, with 46-67% of these being in the poor or very poor range.[endnoteRef:12] [12:  Bryan, K., Freer, J. and Furlong, C. (2007), Language and Communication Difficulties in Juvenile Offenders. International Journal of Language and Communication Disorders, 42 (5), 505-520.] 


· Around two thirds of children in care: in one study of children and young people in residential care, 63% had communication needs.[endnoteRef:13] [13:   McCool S and Stevens IC (2011). Identifying speech, language and communication needs among children and young people in residential care. International Journal of Language and Communication Disorders; 46(6): 665-74.] 




5. Mental health problems can impact on young people’s ability to communicate.

· Young people with psychosis may experience disorganised thinking and speech.[endnoteRef:14] [14:  NHS (2016). Schizophrenia: Symptoms. Online: https://www.nhs.uk/conditions/schizophrenia/symptoms/] 


· Children who are socially anxious may find it difficult to speak to an unfamiliar person.[endnoteRef:15] [15:  National Institute for Health and Care Excellence (2013). Social anxiety disorder: recognition, assessment and treatment  (CG159). Online: https://www.nice.org.uk/guidance/cg159] 




6. Mental health problems may be incorrectly diagnosed if communication needs are not identified.

Communication difficulties can be mistaken for mental health disorders, or mental health problems incorrectly diagnosed if subtleties of language difficulties are not understood.

		Case study

A speech and language assessment of a young man with a diagnosis of ADHD found that his poor attention was actually linked to his language difficulties; as a result, the team were able to recommend practical strategies to support behaviour management, taking into account his SLCN.







		Case study

· A 15-year-old girl known to the youth offending team (YOT) who was hearing voices was diagnosed with psychosis, with a view to prescribing anti-psychotic medicine. 

· With the input of an SLT, a differential diagnosis of Developmental Language Disorder (DLD) was made, which compounded by her drug use and trauma meant that the voices she heard were her own internal fragmented expressive language trying to make sense of her traumatic childhood experiences.

· Understanding this led to a decrease in the young person’s distress, violence and drug use – she no longer reported hearing voices, and was able to participate in meetings. No anti-psychotic medication was prescribed, and no repeat offending was recorded.







7. Communication needs are a barrier to accessing psychological therapies.

· The success of cognitive behavioural therapy (CBT) is reliant on participants’ language and verbal reasoning capabilities.[endnoteRef:16] [16:  Snow, P. (2013). Language competence: A hidden disability in antisocial behaviour. InPsych. June 2013. https://www.psychology.org.au/publications/inpsych/2013/june/snow/ ] 


· Despite the fact that therapies are verbally based, language competence is rarely evaluated systematically before such therapies are undertaken.[endnoteRef:17] [17:  Cohen, N., Vallance D. Im N., Menna R., Horodezky & Isaacson L. (2000). The interface between ADHD and language impairment: an examination of language, achievement, and cognitive processing. The Journal of Psychology and Psychiatry v. 41: 3, pp.353-362.] 


· The NICE guideline on depression in children and young people states that the choice of psychological therapy should be based on “a full assessment of needs, including… communication needs.”[endnoteRef:18] [18:  National Institute for Health and Care Excellence (2019). Depression in children and young people: identification and management (NG134). Online: https://www.nice.org.uk/guidance/ng134] 




		Case study

· A young man (aged 17) had a history of serious multiple offences. He was perceived by YOT officers as difficult to engage due to his chaotic and volatile presentation compounded by drug use. 

· He presented with mental health difficulties including self-harming and was diagnosed with a Conduct Disorder. However he was unable to engage in therapeutic support. 

· When he was assessed by the YOT speech and language therapist (SLT) he was diagnosed with DLD.  The SLT helped him to understand the implications of this diagnosis and the impact of the language disorder on his life. He then agreed to work with the YOT Mental Health Social Worker. 

· The SLT supported the effectiveness of these therapy sessions by helping overcome any difficulties relating to his communication problems. HIs ability to stay in the room and engage with the therapy significantly increased and he was able to move forward successfully. 

· He ceased to offend and substantially reduced his drug use. He achieved and sustained full time employment and said he was happy.
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Case studies



1. X was adopted from an orphanage in Egypt when she was 18 mts to a loving family in NI. There was no available family or medical history but concerns developed from her new family when she was not achieving milestones particularly in speech and language development. 

After a couple of years attending community clinics X started a special school with a diagnosis of ASD and learning disability. The AHP staff in school recognised the importance of taking  a trauma informed approach to supporting X and her family.

 The SLT as part of the multidisciplinary team provided important information on speech, language and communication needs and taught X new skills of using alternative communication tools such as a core vocabulary board during everyday functional activities. The people important to X were supported to understand how X’s behaviour was communicating an unmet need or a distress- especially the behaviours such as hitting out or dissociation when she was not feeling safe secure and connected. 

The Integrated team of AHPs and classroom staff were curious about the reasons beyond X’s behaviours and established a predictable routines, activities and environments, regular sensory breaks and nurturing and attuned relationships with X.

 x is now more settled in class and at home. She has a way to communicate through her core board and has choices in her day. X’s family and classroom staff are more tuned into her presentation every day and can best meet her needs through this collaborative way of support.





2. X is 9yo and attends a Special school. He has Down Syndrome, learning disability and a recent diagnosis of ASD. X can follow his visual schedule, understands and says short phrases and has a great sense of fun. Recently he has presented with behaviours of concern in class such as hitting out against his peers and classroom staff.  It was viewed that these behaviours were a sign of dysregulation and feeling unsafe in his environment.

X was referred to IDCAMHS and a multiprofessional approach was provided through zoom meetings and telephone calls between the family and the team to try and understand what was happening to cause this distress and behaviour. X’s family was central to the information that was gathered and each professional looked at the behaviour through their professional lens. 

SLT team encouraged the use of visuals with X to support his understanding such as a daily schedule, first/then, choice boards and social stories. Although X used language when he was alert, calm and engaged he also acted out his frustrations and feelings as he had limited self awareness, self control and lack of empathy. 

The SLT worked closely with the OT in school who recommended sensory breaks, circuits and functional activities for X.

SLT provided training to classroom staff on the Intensive interaction approach and being a Communication partner and providing a communication friendly environment. Discussions with staff reflected on what was has happening beyond the observed behaviours and helping them to understand about X’s developmental level and his social behavioural and emotional wellbeing needs. 

[bookmark: _GoBack]Outcomes for X were that the frequency of his behaviours of concerns reduced and he more able to participate fully in activities. He had a secure predictable schedule and environment which made him less anxious and dysregulated. Adults were more attuned and responsive to his behaviours and could approach with empathy and understanding. 
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J’s story

Background 

J was known to Speech and Language Therapy (SLT) and Occupational Therapy (OT) within the Community Paediatric service from early childhood and presented with significant developmental, communication and sensory processing needs. He started special school in September 2009, receiving OT and SLT support there, and his family availed of respite care as needed. 

In early 2018, J’s family could no longer support him and he moved to full time residential care. A few months later his place at the special school also broke down and so J spent his whole day being cared for by staff at the residential placement. J was very violent and injured several members of staff. They were frightened and on high alert in his company. Staff regularly recorded high numbers of Datix incidents and MAPA interventions.

OT and SLT were asked by the residential home to work with J one day a week for a period of 6 months.

SLT and OT support for J and his carers 

Following a 6 week period of assessment and observation, OT & SLT clinical reasoning concluded that J was functioning in survival mode for the majority of the day. His previous experiences meant that he presented with developmental trauma and attachment difficulties and as a result, his distressing behaviours were easily triggered. J’s autism and learning difficulty impacted on his ability to self-regulate his arousal levels and communicate his needs.  He had no functional communication skills and used his behaviours to signal that he was distressed. Other observations were made around his functional needs in his everyday activities and environment eg J did not know how to end an activity and his transitions between activities were difficult. Staff managed these behaviours with a firm tone of voice and severe facial expression, MAPA interventions and other behaviour management strategies such as removing him to his room.

The initial focus from the AHP team was to ensure that J’s basic human needs could be met. The residential staff team had been extremely resilient during very difficult times and welcomed the advice, support and intervention provided. Questionnaires used with staff, baselined their understanding of, and confidence in, dealing with J’s challenging behaviour and also gave staff an opportunity to share valuable information about J. Training workshops were then provided for staff in areas of trauma informed practice, the social engagement model, communication and sensory regulation.  The SLT & OT also provided face to face interventions with J which ensured therapeutic approaches were understood, modelled and practiced with staff. 

Outcomes for J and staff 

Using attunement and co-regulation approaches resulted in safe and secure attachments between J and the staff. In turn, this led to a reduction in his survival behaviours and an increase in sensory regulation and communication. Staff are now confident to use co-regulation strategies to gain that calm alert periods of time where J is more able to access the higher level cognitive functions required for communication skills and learning tasks. J’s heightened behaviours have significantly reduced and he demonstrates a shorter recovery time following any trauma episodes. The MAPA interventions used by staff reduced to zero and Datix figures were significantly reduced over this period of AHP support.

J is now more able to engage with others and learn new skills. He can pay attention for longer and he is more motivated to participate in activities such as reading a book & eating a meal with adults, enjoying play, using a range of communication tools, including Makaton signing and picture symbols to make choices, comment and  communicate his needs.  He is happier and looking physically stronger and healthier.

“I am much more engaged with J as I can see the benefits of implementing such interventions. Overall I am much more confident in working with J.” Residential worker 

“Without SLT and OT support in this form, we cannot continue to support J to the same extent to meet his full potential. We have made a good start with J, but continued growth, development and therapeutic input in this for needs to continue”. Residential worker 
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Therapy transforms lives -

Supporting children and young
people’s mental health services

any children and young people who access H ow d oes commun i Cati on i m paCt
mental health services have speech, language and on me ntal h ea I th?

communication needs. These include communication Communication difficulties are a risk factor*>

needs that existed prior to a mental health problem, ® Adolescents with developmental language disorder (DLD) are
and communication difficulties which are part of a more likely to have symptoms of depression and anxiety than
mental health disorder, or a combination of the two. their peers.®

@ Problems with pragmatic language (social communication) in
childhood are associated with psychotic experiences in adolescence.’

What are speech, Iang;uage and
communication needs?

A person with speech, language and communication needs may Unm.et -
. . . ) e s communication
have difficulties understanding and remembering what is said to need

them; explaining and expressing themselves; or following the ‘rules’
of social interaction. Some speech, language and communication
needs are considered to be a hidden disability, because they are not
immediately obvious.

Mental health
and wellbeing

Life ex
and relat

Communication difficulties are a barrier to accessing

psychological therapies
® Many psychological therapies rely heavily on the individual’s

The Size Of the issue ability to use language - to identify treatment goals, articulate the
® 81% of children with formally identified emotional and difficulties they are experiencing, reflect on their strengths and
behavioural disorders have significantly below average resources, and regulate their own behaviour and interactions.®
language abilities.’ @ Therapies may need to be adapted for children and young people
® 45% of young people referred to mental health with neurodevelopmental conditions, learning disabilities or
services had a higher order language impairment other communication needs.’
(difficulties with understanding inference and abstract
language) compared to 15% of young people in a How do mental hea_lth prOblems
comparison group: impact on communication?
® Children with a mental health disorder report having Mental health disorders can impact a person’s ability to
speech or language problems five times more than communicate. For example:
those without.? @ Eye contact, facial expression and intonation may be reduced in
® Many children and young people who are at increased people with depression.'
risk of developing mental health problems are also @ Children who are socially anxious may find it difficult to speak to
likely to have communication needs, including those an unfamiliar person." Selective mutism is an anxiety disorder in

with autism, learning disabilities and attention deficit
hyperactivity disorder, children in care and young
people involved in the justice system.

which a person is unable to speak in certain social situations.*
® People with psychosis may experience disorganised thinking
and speech.”





HOW SPEECH AND LANGUAGE THERAPY CAN SUPPORT CHILDREN AND YOUNG PEOPLE’S MENTAL HEALTH SERVICES

Speech and language therapists (SLTs) have an important role to play at every level of children and young people’s mental health services.

T I E R 01 Universal

TI E R 02 Targeted

TIER 03 Specialist

TIER O4

Highly
specialist

“The Government recognises “Certain therapies may not be S ’ “Children and young people with
that speech, language and suitable or may need to be adapted =1 communication difficulties are at
communication skills are a for use with children generally . : increased risk of social, emotional
primary indicator of child or those with comorbidities, Y | and behavioural difficulties
wellbeing.” neurodevelopmental disorders, | . | and mental health problems.

Caroline Dinenage, Minister of State learning disabilities or different ~ So identifying their speech and

(Department of Health and Social Care) communication needs.” . language needs early is crucial for

July 2019 NICE Guidelines: Depression in children and young people: their health and We"being-”

identification and management g2 NICE Quality Standard - Early years: promoting health and
wellbeing in under 5s






Amy’s story

Amy is 15 years old and has selective mutism, autism
and severe anxiety, and has received care from

a CAMHS inpatient service. On admission to the
ward, she demonstrated no intent to communicate
and showed minimal levels of engagement and
participation.

A speech and language therapist who is embedded
within the inpatient service worked with Amy and

the rest of the team to support her communication.
This involved training staff on how best to
communicate with Amy, working with Amy and

her family to create a communication passport,

and providing Amy with a non-verbal method of
communicating so that any pressure to communicate
verbally was reduced. Direct sessions with Amy
focussed on providing opportunities to communicate
in a low pressure environment.

As a result of these interventions, Amy started to
communicate verbally with family and all familiar
staff members to share her opinions on aspects of
her care and engage in general social exchanges.
With unfamiliar staff she used an alphabet chart
to make requests. Overall, her engagement and
participation levels improved and she was able to
access more interventions on the ward.

» For further information, please contact info@rcslt.org

Hannah’s story

Hannah is 18 years old and has been known to
CAMHS since she was 12 due to her social anxiety.
During that time she received several courses of
cognitive behavioural therapy (CBT) which were not
effective. This left Hannah with a sense of failure,
and as a result she refused any further CAMHS
involvement.

Hannah was assessed by a speech and language
therapist, who identified that she had pragmatic
language difficulties. These difficulties may explain
why Hannah has not been able to engage with CBT.
Hannah has engaged well with speech and language
therapy, which helped her to understand the impact
that her language difficulties have had on her life and
her mental health. Hannah hopes to be able to attend
the university course she has been offered.

Policy recommendations

In order to support better outcomes for children and young people

accessing mental health services, the Royal College of Speech and

Language Therapists recommends that:

® Speech and language therapists should be recognised as part of
the core CAMHS workforce

® Speech and language therapists should be embedded in all
relevant children and young people’s mental health services

® The wider children and young people’s workforce should
receive training on the links between speech, language and
communication needs and mental health

® Funding should be made available to research the impact of
speech and language therapy input on children and young
people’s mental health

May 2020

Also see our factsheet on Promoting social, emotional and mental health
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Therapy transforms lives -

Promoting social, emotional
and mental health

any children and young people with social,
emotional and mental health needs (SEMH) have
unidentified speech, language and communication
needs (SLCN). These needs include problems
understanding language (making sense of what
people say), using language (words and sentences), and knowing
how to join a conversation in the right kind of way (social
communication). Children and young people with SLCN can also
have problems developing positive relationships and knowing how
to act in a range of settings. Speech and language therapy plays a
crucial role in identifying and supporting SLCN. It promotes better
outcomes for those with social, emotional and mental health needs.

SEMH and speech, language

and communication needs

SLCN are likely in children with social, emotional and mental health
difficulties. Children with attention deficit hyperactivity disorder,
conduct disorder and attachment difficulties may also have SLCN.
Many looked-after children, whether in mainstream or other
schools or in residential care, also have SLCN.

4 )

The size of the problem

@ One in eight (12.8%) 5 to 19 year olds had at least one
mental disorder when assessed in 2017.

@ Children with a mental disorder are five times more
likely to have problems with speech and language.?

® 81% of children with emotional and behavioural
disorders have significant unidentified language
deficits.

® People with a primary communication impairment are
at greater risk of a secondary mental health disorder,
commonly anxiety or depression.4

@ Children with persistent developmental language
disorder from preschool to early primary school
may be more likely to have social, emotional and
behavioural difficulties (particularly behavioural
difficulties).s

® Between 40% and 54% of children with behaviour

problems have language impairment.67

J

A serious issue

Left unidentified and/or unmet, SLCN can have a range of negative

consequences. They can affect:

@ Social, emotional and mental health and wellbeing, identity,
relationships, educational attainment, and the securing and
retaining of employment.

® Behaviour. Many children with unidentified and/or unmet SLCN
communicate through behaviour, which can lead to exclusion
from school, offending behaviour and involvement in the
criminal justice system. Sixty per cent of young people in the
youth justice estate can have difficulties with speech, language or
communication.®

Unidentified and/or unmet SLCN can also prevent children and

young people from accessing and benefitting from treatments and

programmes that are primarily verbally delivered, such as talking
therapies.





/

Who are the children and young people with SLCN?

® More than 10% of children and young people have
long-term speech, language and communication needs
(SLCN) which create barriers to communication or
learning in everyday life:

® 7.6% have developmental language disorder.®

® 2.3% have language disorders associated with another
condition such as autism or hearing impairment.™

SLCN also include conditions such as speech difficulties,

stammering and many others.

Children living in areas of social disadvantage are at much

higher risk, with around 50% of children starting school

with delayed language and other identified SLCN.""2

\_ J

How speech and language therapy
can help

As part of a multi-disciplinary team, speech and language

therapists promote better social, emotional and mental health.

They play a crucial role in identifying SLCN and in contributing to
differential diagnosis. They promote ‘inclusive communication’

by developing accessible environments that remove barriers to
communication. They provide 1:1 speech and language therapy to
those children and young people who need it and train others in
awareness of SLCN and how to respond appropriately. This can have
arange of benefits:

PROMOTING POSITIVE OUTCOMES - it helps children and young
people develop their social communication skills and the language
they need in everyday life; helps them form positive relationships;
enhances resilience; promotes participation in education, work, and
society; and enables children and young people to take an active
part in making decisions about their treatment and care. Learning
emotion vocabulary can help with emotion regulation'®, which is
important for social outcomes.*

REDUCING THE RISK OF NEGATIVE OUTCOMES - it reduces the
risk of children and young people not understanding what is being
said to and asked of them and not being able to make themselves
understood. It also reduces the risk of this leading to frustration,
depression and depressive and withdrawn behaviour, aggressive
behaviour and behaviour that might result in involvement in the
criminal justice system.

Prevention of SEMH

Good communication skills are a protective factor for good mental
health:
® A large population cohort study showed that early language

development at age 2 and age 4 made an important contribution
to emotional and behavioural functioning at age 6.1

® Analysis of data from the Millennium Cohort Study found that
verbal cognitive ability appears to be a powerful protective factor
against the development of childhood conduct problems.*

® The NICE Early years: promoting health and wellbeing in under
5s Quality Standard states: ‘Children and young people with
communication difficulties are at increased risk of social,
emotional and behavioural difficulties and mental health
problems. So identifying their speech and language needs early is
crucial for their health and wellbeing.’"

® A study of 9-12 year olds with SLCN found that hope, agency
and positive relationships were protective factors in relation to
wellbeing.!®

Access to treatment for SEMH
4 N\

Mental health referrals, assessments and interventions put
a significant demand on communication skills. For example,
the success of cognitive behavioural therapy (CBT) is
reliant on participants’ language and verbal reasoning
capabilities.”

Unless speech, language and communication needs are
identified and accommodated, referrals, assessments,
support and treatment programmes may be inaccessible
or deliver inaccurate results. This risks public resources
being wasted on failed interventions.

J

Addressing the underlying causes
of behaviour

The UK’s Department for Education has recognised that speech
and language difficulties may be an underlying cause of disruptive
or withdrawn behaviour. They have stated that, ‘Where there

are concerns about behaviour there should be an assessment

to determine whether there are any causal factors such as
undiagnosed learning difficulties, difficulties with speech and
language or mental health issues.’*
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The Royal College of Speech and Language Therapists ® Where professionals working with a child or young person with
recommends that: social, emotional or mental health needs are concerned that there
® The multidisciplinary education, health and social care teams could be an underlying SLCN, the child or young person should
supporting children and their families have access to speech be assessed by a speech and language therapist and provided
and language therapy services - this would include speech and with the appropriate level of speech and language therapy where
language therapists contributing to assessment, planning and needed.
intervention where appropriate. In addition, as recommended in the report Bercow: Ten Tears
o All staff working with children and young people should be On, funding for research is required to identify more effective
trained in recognising and knowing how to respond to SLCN. This interventions for children and young people with social, emotional
includes through making classrooms, material and treatment and mental health needs and SLCN.

programmes communication accessible.

Emma’s story Given concerns about her ability to continue in

mainstream education, she was referred to speech

and language therapy services by her social worker.
Emma is a 10-year-old looked-after child with social, Following work with the speech and language therapist,
emotional and mental health needs. She had extreme Emma’s social communication and interaction skills
social difficulties, including being highly aggressive with other children greatly improved, as did her ability
both physically and verbally. She had very poor social to build new relationships as well as maintain the ones
communication skills, very poor ability to recognise and she had already formed. She got better at managing
respond to the communications of others, emotional her emotions when things did not go as she would like,
literacy difficulties and extreme difficulties managing and at recognising what information was appropriate to
her emotions. She could not make or keep friends and speak about, depending on her audience (i.e. recognising
she had regular exclusions from school. Parents of other  private versus public subject matters). She learned
children complained about her behaviour and school phrases to use to negotiate and compromise. Her file
staff labelled her as ‘the devil'. has now been closed, very few difficulties have been

Aged seven, she was about to move carers, reported since, and she has continued in mainstream

geographical area, and to another mainstream school. education.






Becky’s story

Becky was a girl of 15 in the care system, known
to the youth offending team (YOT) and with a long
history of violence and drug use. She presented to
Child and Adolescent Mental Health Services as highly
distressed and ‘hearing voices’. She was diagnosed with
psychosis with a view to prescribing anti-psychotic
medication. The YOT speech and language therapist
worked with Becky, her mother, the YOT mental health
worker, YOT officer and drug worker to provide a
differential diagnosis of a pre-existing developmental
language disorder compounded by her drug use and
developmental trauma.

Becky worked hard to understand her language

disorder and that the voices she heard were in fact her
own internal fragmented expressive language trying to

make sense of her traumatic childhood experiences.
Becky’s distress, violence and drug use immediately
decreased. She no longer reported hearing voices. Her
care placement stabilised. Becky was empowered to
participate in meetings by first explaining that she had
a language disorder and how she could be helped to
participate. Before this, meetings such as Care Order
meetings had ended in Becky becoming abusive and
walking out. Becky’s diagnosis of psychosis was revised
to developmental language disorder with no anti-
psychotic medication being prescribed, saving the NHS a
significant sum through non-prescription of medication.
Becky completed her Court Order. No repeat offending
has been recorded.

Revised February 2020

» For further information, please contact info@rcslt.org

Also see our factsheets on Safeguarding, Looked after children and Behaviour.
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The links between speech,
language and communication
needs and social disadvantage

ommunication provides the foundation for children’s
development. Early language skills provide the building
blocks upon which children’s reading skills develop and
are a key indicator of educational success and influence

life prospects. However, in areas of high social deprivation in the UK,
between 40% and 56% of children start school with language delay."?

Understanding the links

Poor communication skills are closely linked with social
disadvantage.’ Research shows children living in poverty in the UK
suffer disproportionately from language delay.* Poverty can strongly
reduce parents’ ability to respond to their child’s early language

needs and offer a home learning environment that enhances language

skills in the early years.® As a group, children from disadvantaged
backgrounds more commonly have reduced developmental
opportunities that can limit their learning of language.®

Why this issue matters

Speech, language and communication difficulties have a direct
impact on children’s developmental and educational outcomes,
health and wellbeing:

@ Educational achievement: oral language development
is central to a child’s ability to access the school curriculum
and develop literacy skills.” Vocabulary difficulties at age five
are associated with poor literacy in adulthood, and children
who obtain below the nationally expected level in reading are
typically characterised by poor communication, language and
literacy scores.®

@ Emotional wellbeing and behaviour: children with
primary language difficulties are at higher risk of developing
behavioural, emotional and social difficulties, which can
increase the risk of their exclusion from school and, in the most
extreme cases, can lead to young people entering the criminal
justice system.? As many as 60% of young offenders are believed
to have speech, language and communication needs (SLCN).!

Communication in early childhood
is key to boosting life chances™

@ Employability: if left unaddressed, speech, language and
communication difficulties can adversely affect children in
adult life, for example, poor communication skills affect
employability.'>"* 88% of long-term unemployed young men
have been found to have SLCN.™"

@ Social inequality: gaps in language development between
children from affluent and disadvantaged families open up as
early as three years of age.”* Improving language development in
the early years is an important tool through which educational
and social inequality between social classes can be tackled.!®

@ Cycle of communication deprivation: failure to
address SLCN can encourage an intergenerational cycle of
communication deprivation and poor communication skills
passed down from parent to child, which can have a detrimental
impact upon the child’s life outcomes."”





Spotlight on social
disadvantage

According to the latest child poverty statistics for
2012-2013:

» Across the UK: 17% of children (2.3 million) live in
relative poverty and 19% of children (2.6 million) live
in absolute poverty.”®

» In Scotland: 19% of children (180,000) live in
relative poverty and 20% of children (200,000) live
in absolute poverty.’®

» In Wales: 22% of children (100,000) live in relative
poverty and 24% of children live in absolute
poverty.2°

» In Northern Ireland: 20% of children (approximately
89,000) live in relative poverty (before housing costs)
and 22% of children (96,000) live in absolute poverty
(before housing costs).?’

» In England: child poverty rates vary significantly
according to region: in the South East 13% of
children live in poverty before housing costs and
22% after housing costs. In the North West, 21%
of children are in poverty before housing costs and
30% after housing costs.z
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Policy solutions

In line with the recommendations of the All Party Parliamentary

Group on Speech and Language Difficulties report regarding the
links between social disadvantage and SLCN, the Royal College of
Speech and Language Therapists is calling upon national and local
decision makers to:

» Provide support in the early years to ensure children from
disadvantaged backgrounds have a secure foundation for
language and literacy development.

» Support identification and referral of children with SLCN by:

-»commissioning education and training about children’s
oral language as part of core speech and language therapy
services.

-ensuring the early years and education workforce has the
requisite skills, knowledge, confidence and attitudes to
promote language development, and identify and support
children with SLCN - through initial training and continuing
professional development.

» Support speech and language therapy services.
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Understanding the links
between communication
and behaviour

ehaviour is communication. Many children and young
people who have behavioural difficulties, including
many of those with social, emotional and mental
health needs (SEMH), also have speech, language and
communication needs (SLCN). These needs often go unrecognised
because behaviour can mask a child or young person’s difficulties
with communication. Speech and language therapists play a key
role in supporting children and young people with behavioural

The size of the issue

» 81% of children with emotional and behavioural
disorders (EBD) have significant unidentified
communication needs.’

» 57 % of children with diagnosed language deficits are
identified with EBD.?

» In a study of pupils at risk of exclusion from school,
two thirds were found to have SLCN:

» Excluded boys had significantly poorer expressive
language skills than their peers who had not been
excluded from school; many of their difficulties had not
previously been identified.4

» More than 60 % of young people who are accessing
youth justice services present with SLCN which are
largely unrecognised.

» Children with persistent and severe conduct problems
are about three times more likely to have low verbal
ability than children with a low risk of conduct
problems.®

problems and SEMH by identifying their SLCN, advising their
families and professionals working with them on how to respond

appropriately, and providing direct therapy to those children and
young people who need it.

What are speech, language and
communication needs?

SLCN can take many forms, including:

@ problems understanding what others say;

o difficulties explaining their actions clearly;

® not having many words to express feelings; and

o difficulties with social communication, so they don’t know how
to join a conversation in the right kind of way.

SLCN might be masked by other ‘labels’ or ‘diagnoses’, such as

learning difficulties.

What does communication have
to do with behaviour?

Communication difficulties are strongly associated with behavioural
problems, with studies observing consistently higher levels of
disruptive and antisocial behaviour amongst children and young





people also identified with SLCN.” 810 These associations can be
understood by considering the impact of SLCN on the skills and
abilities a child or young person needs to behave appropriately.

1=~ Understanding

Children and young people with SLCN often have problems
understanding what others say to them - for example, understanding
instructions and understanding things that are not directly stated.
They may also have difficulties understanding indirect requests.

These children may then appear to be uncooperative, disobedient or
oppositional, when in fact they have not understood an instruction or
the broader context.™ It can be harder for them to learn new words,
and words for thoughts and feelings.

=" Expressive language

Children and young people with SLCN can have a variety of
expressive language difficulties, such as: stammering; selective
mutism; difficulty finding the right words; and problems
constructing sentences or a clear narrative, all of which can be
misinterpreted negatively.? Those who are hesitant and revise their
sentences might be seen as untruthful.

1= Memory and concentration

Children and young people with SLCN often have poor working
memory abilities, meaning they are more prone to distractions and
require repetition of information. These difficulties can often be
interpreted as laziness or a wilful desire to frustrate teachers and
parents.”

1= Emotional regulation

Language is important for emotional regulation.'** Children and
young people with SLCN may have difficulties finding the words
which describe their own feelings, and can find it hard to cope
with their emotions and calm themselves. Language skills are also
needed to understand our own and other peoples’ thoughts'® and
feelings,"” which are important for behaving in the expected way.

15 Social interaction

Children and young people with SLCN may struggle to understand
jokes, idioms (for example,‘get a grip’) and sarcasm, all of which
are important for social interaction. They may also have difficulties

understanding the rules of conversation, including how to repair

misunderstandings when they occur.!® This can be partly due to
slow processing, which leads them to miss cues and means their
turn taking is mistimed.

Understanding behaviour
as communication

Negative behaviour in children and young people with SLCN

could mean:

| don’t understand
what you want me to do

I can’t understand
my feelings or do
anything about them

1 know you don’t
understand me and its

making me very anxious

| can’t explain
what | mean

This work is
too hard for me

I’'m in a fight again

and | don’t know
how to make it better

The risks of not supporting
speech, language and

communication needs

Unidentified and unsupported SLCN put children and young people

at risk of a range of negative outcomes in relation to behaviour:

o Difficulties forming friendships, resulting in fewer opportunities
to learn how to behave and communicate well; they may be
at risk of peer rejection which can lead to further behavioural
problems"





1=" Training on how to adapt teaching

and support

® Providing communication-friendly environments, including by
modelling appropriate interactions and language.

@ Sharing effective vocabulary teaching strategies, ensuring
children and young people understand the language of the
classroom and vocabulary around behaviour management.

® Collaborating with others to make sure behavioural targets are
differentiated so they can be understood and broken down into
small achievable targets.

® Contributing to behaviour management training on
communication needs, including on differentiation, visual
support, the effects of being literal, language for self-regulation
and emotional literacy.

1=~ Direct support

® Helping the child or young person to understand and express their
needs and involve them in planning for change in a respectful
way; helping them understand what behaviour is required in a
way that is meaningful for them.

® Teaching the communication skills required to behave well;
offering verbal and nonverbal scripts and coaching online,
offering opportunities to practise and succeed in using new skills
including how to repair conversational breakdown.

@ Supporting children and young people through transitions, both

through the day and in phases of education - for example from
primary to secondary school.

® Literacy difficulties which impact on school work

® Exclusion from school®
@ Involvement in the youth justice system?
® Increased risk of being bullied or being a bully y
@ Effect on emotional wellbeing J S Sto ry

J was receiving individual support in the inclusion /
nurture house at a secondary school for children with
social, emotional and mental health (SEMH) needs, as

In addition, behaviour assessments and interventions which
are language based, such as anger management and cognitive

behavioural therapy, and other ‘talking therapies’ place significant he was not able to mix with other students. A previous
demand on language processes.” Unless children’s SLCN are attempt to reintegrate J into a mainstream school had
identified and their needs accommodated, assessments risk been unsuccessful, and he returned to the secondary
delivering inaccurate results, and treatment programmes risk being SEMH school, but with lengthy periods of absence. The
ineffective. Research has shown that: speech and language therapist assessed J and, on the

@ verbally-based behavioural interventions may not be effective basis of that assessment, proposed that J might benefit
from a social skills group at another mainstream school.

The speech and language therapist arranged for this to
be set up and as a result the student’s attendance and

participation subsequently increased.
A .
-~
-

with young people who have unidentified communication
needs;* 2 and

® un-adapted group interventions may be challenging and therefore
less effective for those with social communication difficulties.?

How speech and language therapy \l ‘ Q‘ :
can promote positive behaviour ‘»ﬁs

Speech and language therapists have a key role to play in promoting

-
N
h

X

positive behaviour and reducing the risk of negative behaviour by
enabling the following.

=" Greater understanding of communication

needs

® Working collaboratively with other staff to understand the skills
gaps and emotional needs which may underlie ‘behaviour’
problems.

® Acting as an advocate for the child or young person, helping
others to understand their communication needs.

® Ensuring that procedures and policies regarding de-escalation,

positive handling and debriefing are accessible to children and
young people with SLCN.





Improving outcomes for
children and young people
with behavioural problems

= Identification: It is important that children and young people
with behavioural problems have any SLCN identified as early as
possible. This is in line with Department for Education guidance:
“Where there are concerns about behaviour, the school should
instigate an assessment... to determine whether there are

any underlying factors such as... difficulties with speech and
language”.?* Identification of SLCN can also change adult attitudes,
leading to more positive outcomes.

= Responding appropriately: All professionals working with
children and young people should be trained on the impact of SLCN
on behaviour, and how to respond appropriately to children with
SLCN.

== Removing barriers: Children and young people with behavioural
issues should be taught the skills they need to behave well and
should be empowered to regulate and reflect on their behaviour.
Barriers to communication which spark inappropriate behaviours
should be removed and structured environments with explicit
teaching of rules and procedures should be created.”

= Support: Speech and language therapy should be provided to

REFERENCES AND RESOURCES

those children and young people who need it, as well as ongoing
advice and support to staff to enable them to meet the needs of
individual children and young people.

1= Research: More research is needed to find effective ways to work
with children and young people who have speech, language and
communication needs and behavioural problems.

January 2019

"Hollo, A, Wehby, J.H. and Oliver, R.M. (2014). Unidentified Language
Deficits in Children with Emotional and Behavioral Disorders: A Meta-
Analysis. Exceptional Children; 80(2), 169-186.

2 Benner, G. J,, Nelson, J. R, and Epstein, M. H. (2002). Language skills of
children with EBD: A literature review. Journal of Emotional and Behavioral
Disorders, 10 (1), pp. 43-59

3 Clegg, J. (2004). Language and behaviour: an exploratory study of pupils
in an exclusion unit. British Psychological Society Conference, University of
Leeds, UK, September 2004

4 Ripley, K. and Yuill, N. (2005). Patterns of language impairment and
behaviour in boys excluded from school. British Journal of Educational
Psychology, 75, 37-50.

5 Bryan K, Freer J, Furlong C. Language and communication difficulties in
juvenile offenders. International Journal of Language and Communication
Disorders 2007; 42, 505-520.

6Gutman, L. M., Joshi, H., Khan, L., Schoon, I. (2018). Children of the
Millennium: Understanding the course of conduct problems during
childhood. www.entreformentalhealth.org.uk/publications/children-new-
millennium

7 Benner, G. J.,, Nelson, J. R., and Epstein, M. H. (2002). Language skills of
children with EBD: A literature review. Journal of Emotional and Behavioral
Disorders, 10 (1), 43-59;

8 Pickles, A., Durkin, K., Mok, P,, Toseeb, U., and Conti-Ramsden, G. (2016).
Conduct problems co-occur with hyperactivity in children with language
impairment: A longitudinal study from childhood to adolescence. Autism
and Developmental Language Impairments. Vol. 1, 01.06.2016.

o Nelson, J. R., Benner, G. J,, and Cheney, D. (2005). An investigation of the
language skills of students with emotional disturbance served in public
school settings. The Journal of Special Education, 39, 97-105

© Snow, P. C. and Powell, M. B. (2011). Oral language competence in
incarcerated young offenders: Links with offending severity. International
Journal of Speech Language Pathology, 13(6), 480-489.

" Beitchman J. H. and Brownlie, E. B. (2013). Language Disorders in
Children and Adolescents: presentation, diagnosis, assessment, and
empirically validated treatment. Hogrefe Ltd.

2 Snow, P. C., & Powell, M. B. (2005). What'’s the story? An exploration of
narrative language abilities in male juvenile offenders. Psychology, Crime &
Law, 11(3), 239-253. https://doi.org/10.1080/1068316042000209323

3 Snow, P. (2018). The Snow Report: Behaviour as a form of
communication: What'’s the issue? Available at: http://pamelasnow.
blogspot.com/2018/06/behaviour-as-form-of-communication.html

4 Petersen, |, Bates, J. and Staples, A. (2015). The role of language ability

and self-regulation in the development of inattentive-hyperactive behavior
problems. Development and Psychopathology, 27(1), 221-237.

s Torre, J. B., & Lieberman, M. D. (2018). Putting Feelings Into Words:
Affect Labeling as Implicit Emotion Regulation. Emotion Review, 10(2),
116-124. https://doi.org/10.1177/1754073917742706

® Yaghoub Zadeh, Z., Im-Bolter, N. and Cohen, N.J. (2007) Social Cognition
and Externalizing Psychopathology: An Investigation of the Mediating Role
of Language. Journal of Abnormal Child Psychology 35(2): 141-152.

7 Rieffe, C. and Wiefferink, C. (2017). Happy faces, sad faces: Emotion
understanding in toddlers and preschoolers with language impairments.
Research in Developmental Disabilities, 62, 40-49.

8 Snow, P. (2018). The Snow Report: Behaviour as a form of
communication: What's the issue? Available at: http://pamelasnow.
blogspot.com/2018/06/behaviour-as-form-of-communication.html

' Menting B., van Lier P.A,, Koot H.M. (2011) Language skills, peer rejection,
and the development of externalizing behavior from kindergarten to fourth
grade. Journal of Child Psychology & Psychiatry. 52(1), 72-79.

2o Ripley, K. and Yuill, N. (2005). Patterns of language impairment and
behaviour in boys excluded from school. British Journal of Educational
Psychology, 75, 37-50.

2 Bryan K., Freer, J. and Furlong C. (2007). Language and communication
difficulties in juvenile offenders. International Journal of Language and
Communication Disorders, 42(5), 505-520.

22 Snow, P. C. (2013). Language competence: A hidden disability in
antisocial behaviour. InPsych. June 2013. www.psychology.org.au/
publications/inpsych/2013/june/snow/

23 Wilson, J.J.,, Levin, F.R., Donovan, S.J. and Nunes E.V. (2006). Verbal
Abilities as Predictors of Retention Among Adolescents in a Therapeutic
Community. Child Psychiatry and Human Development, 36(4), 393-401.

24 Cohen, N. J,, Farnia, F,, and Im-Bolter, N. (2013). Higher order language
competence and adolescent mental health. Journal of Child Psychology
and Psychiatry, 54(7), 733-744.

25 Wintgens, A. (2012). Children with communication problems and
additional emotional/ behavioural problems in: M. Kersner & J.A. Wright
(Eds), Speech and language therapy: the decision-making process when
working with children (2nd Ed.) New York: Routledge.

26 Department for Education (2018). Mental health and behaviour in
schools. Available at: https://www.gov.uk/government/publications/
mental-health-and-behaviour-in-schools--2

27 Hollo A. and Chow J. (2015) Communicative Functions of Problem
Behavior for Students with High-Incidence Disabilities. Beyond Behavior,
24(3), 23-30.

» For more information, contact: info@rcslt.org






image8.emf
SLT Pilot within  acute MH.docx


SLT Pilot within acute MH.docx
SLT Pilot within acute MH unit – Jan 2019-June 2021



[image: ]Impact of SLT clinical input in Acute Mental Health Unit – Swallowing:

 Training/Education  Enhanced MDT working  Patient safety  Patient Choice  

· Addressing requirements of Safety and Quality Reminder of Best Practice guidance letter ‘Risk of serious harm or death from choking on foods’ (SQR-SAI-2021-075)

· Provision of Swallowing Awareness sessions to nursing staff, PCSS staff and OTs within unit 

· Addition of SLT recommendations into safety brief and E-PIPA boards where applicable.

· Attendance at MDT strategy & family meetings to discuss complex patients and their SLT management. 

· Work with PCSS to provide recommended food and fluid textures and promote improved quality and choice. For example, modified meals ordered from outside agencies due to quality concerns. 

· Joint sessions and liaison with OT staff re: swallow safety during cookery groups and discharge planning. 

· Collaborative working with Physiotherapy around respiratory management and positioning to ensure patient centered and holistic approach to managing dysphagia.

· Development of and provision of “Choking story / swallowing story” for two patients with LD. This has increased their understanding and compliance with swallowing recommendations and has supported preparation for discharge.

· Provision of Outreach training to community facility to support safe and effective discharge process for LD patient.

· Introduced and used Talking Mats communication tool to explore patient’s understanding of choking and risks associated with non-compliance with SLT recommendations 

· MDT project to address clear and concise handover and communication of SLT swallowing recommendations across all five wards to ensure maximum patient safety..

[image: C:\Users\anamarie.magorrian\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.MSO\EC759798.tmp]

Potential Impact of SLT clinical input in Acute Mental Health Unit – Communication: 



 Assessment & Treatment  Patient advocacy  Interdisciplinary working AAC  

 

· Development of SLT clinical communication disorders role including; exploration of under-recognised communication disorders, development of screening tool for communication disorders and increasing knowledge, awareness and recognition of the impact of communication skills in a person’s MH wellbeing and recovery.

· Assessing communication and providing specific, individual advice for staff and family re promoting and maximizing communication skills.

· Advocating and supporting the patient to communicate their wishes and needs. 

· Joint working with Clinical Psychology to support timely discussions with patients on views and wishes on specific matters. 

· Joint working with Consultant to support patient with progressive neurological disorder to communicate wishes re medication management.

· Joint working with RQIA to enable patients to communicate feelings re treatment and care on ward. 

· Joint working with Social Work staff to facilitate guardianship discussions using Talking Mats communication tool.

· Assessing for low-tech communication aids/ charts/ pictures to support and promote ease of communication at ward level for a variety of patients. 

· Supporting patient and staff in use and maintenance of AAC – organising the upgrade of device, securing additional funding to add another language to the device to ensure person centered care.

· Specific communication input for patient e.g.Parkinson’s disease (LSVT Loud type therapy).





Average New: Review ratio 1:2 direct contacts per patient

Need to develop capacity within Speech and Language Therapy workforce to provide consistent service.



Ana Marie Magorrian, Assistant SLT Manager, Acute Mental Health, BHSCT, June 2022 Commentary for Steering group for the DoH on workforce review for MH as part of the new ten-year strategy
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