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EXECUTIVE SUMMARY

Guidance from the National Institute for Health and Care indicates that conduct disorder, a risk
factor for entry into the youth justice system (YJS), can be preventable, and that effective
management strategies are available (NICE, 2013). Support for children and families is often
experienced as fragmented, difficult to access, stigmatising and/or punitive (Staniford, 2020),
despite complex comorbidity with genetic, biological and environmental factors. It is already
known that most children in the Youth Justice System (YJS) have neurodiversity in addition to
other needs (DfE and MOJ, 2022). Given the adversity experienced by children, families and
society arising from youth offending behaviours, this study set out to explore multiagency
practice in London with reference to the NICE 2013 CG158 clinical and care guideline for
prevention, recognition and management of antisocial behaviour and conduct disorders in
children and young people. The study also considered practice relating to neurodevelopmental
and other issues that are linked to causation or comorbidity of conduct disorder, or to
involvement with the YJS.

Methods

Freedom of Information (FOI) requests were sent to training providers for social workers and
teachers, and relevant London service leads for public health, child and adolescent mental
health (CAMHS), community paediatrics, speech and language therapy (SLT), and local
authority (LA) services, and followed up with a survey to children’s social care (CSC), early help
(EH), education, and youth justice services (YJS). Questions asked about practice relating to all
stages of the NICE guideline, including identification of coexisting conditions and prevention of
associated factors. Findings were summarised according to these factors, and cross
referenced within boroughs.

Results

In total there were responses from 29 of 33 London boroughs (plus anonymous responses),
with individual agency responses covering between 4 and 14 (median 12) of the named
boroughs. NICE CG158 compliant practice included detailed preventative work in schools of
one borough, and two multi borough services gave details of excellent collaborative services
and a pathway to assess and manage children with significant externalising behaviours.
However, most areas did not have a service consistent with the NICE CG158 guidance and had
no overarching strategic pathways or services for prevention, assessment or evidence-based
psychosocial intervention for these children and families at an early stage. SLT services from
one provider were comprehensive in assessment and management both in schools and in the
YJS, but most had a more limited commissioned offer. None had a comprehensive multiagency
strategy to address prevention of Foetal Alcohol Spectrum Disorder (FASD), which is
associated with CD.
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Conclusion

We found many gaps inimplementing the NICE CG158 guidance and evidence of the imperative
for multiagency strategic oversight, and changed practice in commissioning of services, to
prevent harm long before a child’s entry into the YJS. Recommendations are set out in the light
of our report but need to be considered in the context of the need for the earliest interventions
possible, including in the first 1,000 days of life.

CONCISE RECOMMENDATIONS

e Training providers should include training on conduct disorder and comorbidities (training
colleges for social work and education)

e There should be multiagency strategic oversight and planning of local authority wide NICE
compliant pathways to prevent conduct disorder, with early intervention for CD and
coexisting conditions (LA and health commissioning with local child safeguarding
partnership oversight)

e All primary schools should use NICE compliant whole class strategies for prevention of CD
(directors for education and governing bodies) (see NICE, 2013 1.2.1-1.2.2)

e All staff working with children should be trained in screening for possible conduct disorder
and comorbidities (LA and health commissioning with local child safeguarding partnership
oversight)

e Early Help should commission NICE compliant psychosocial interventions for CD (local
authority)

e CAMHS should provide training and advice on assessment of comorbidity (e.g., in mental
health in schools teams), and accept relevant referrals for comprehensive assessment of
possible CD in accordance with NICE CG158 guidance, and as part of a multiagency
pathway for psychosocial management (CAMHS, health and LA commissioning)

e Speech and language therapy should provide an equitable offer to schools and train the
health and education team in the recognition of speech, language and communication
needs, including DLD, to enable early identification of language disorders, and
interventions / practical tools for parents and schools and for vulnerable children such as
those in care or in the YJS (speech and language therapy commissioning via schools,
health, and LA)

e Clinicians assessing children in care should be trained to carry out speech and language
screening (provider trusts and health commissioning)

e Foetal Alcohol Spectrum Disorder prevention work should be developed, including in
schools (public health)

e Youth justice services should monitor trends in identification of co-morbidities prior to
entry into their services with strategic oversight of trends (local safeguarding children
partnerships)
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FULL REPORT

1. INTRODUCTION AND BACKGROUND

The impact of youth offending on society, children and families is significant. The experience of
supporting a young person through the youth justice process is described as distressing and
stigmatising for parents (McGinnis, 2024). The burden on the children themselves is
considerable and the incidence of self-harm of children in the YJS is high, increased during
COVID and hasincreased further recently (GOV.UK, 2024). Long-term outcomes for individuals
are poor, related to mental health, substance abuse, social isolation and lack of employment
(NICE, 2023; Fazel, 2008). In England and Wales, young people have been increasingly injured
by knife crime (Allen and Wong, 2025), but there is also a more positive picture given by the
Youth Endowment Fund (2024) in that there are decreased numbers of cautions and youth
custody sentences overall, rates of violent crime arrests have plateaued and cautions and
convictions have fallen compared with 10 years previously (GOV.UK, 2024a).

Of concern, however, is that most children in the criminal justice system have Special
Educational Needs (SEN) (The Michael Sieff Foundation, 2025). Data from Department for
Education (DfE) and Ministry of Justice (Mol) (DfE and MoJ, 2022) shows that 80% of children
who receive a sentence or caution through the English and Welsh YJS have Special Education
Needs and Disability (SEND); this figure is 86% for severe crimes. Not all children have detailed
assessments within the system, and therefore this figure may be higher. Most children have
received some special educational needs and disability (SEND) support at some point prior to
a first offence, although 26 per cent only obtain an EHCP after their first offence (DfE and Mo,
2022). The timing and nature of any SEND support for the remaining children is not specified,
and it is noted that the most recent data relates to 2014/ 2015 and the landscape may have
changed.

NICE guidance (NICE, 2023a) indicates that conduct disorder (severe disruptive externalising
behaviours with a pattern of antisocial and aggressive behaviour that has lasted for at least six
to 12 months and significantly impairs social, academic, or occupational functioning) is
preventable, and that there are effective psychosocial strategies to manage CD in children
whether or not they have SEND. Whilst not all offenders will meet the threshold for a diagnosis
of conduct disorder, itis notindicated in the DfE/MoJ (2022) report whether these interventions
had been implemented for any children with CD.

Neurodivergent or neuro-different are terms that can used to describe individuals with
conditions such as ADHD, Autism and Developmental Language Disorder. People with these
conditions often describe themselves as ‘neurodiverse’ and the terminology 'neurodiverse’ is
therefore used throughout this report.



1.1 THE CHARACTERISTICS OF CHILDREN IN THE YOUTH JUSTICE SYSTEM

1.1.1 SPECIAL EDUCATIONAL NEEDS AND DISABILITIES (SEND)

Children with SEND are more likely to have been excluded from school (IPSEA, 2025) and
although the relationship is complex, exclusions are found to be an independent precursor to
involvement with the YJS (Cathro, 2023). Children found to have SEND tend to enter the YJS
younger and receive longer sentences compared to their counterparts (DfE, MoJ, 2022). There
is additional disproportionality in that more than a quarter of children in custody are black
(Youth Justice Board, 2024), yet only six per cent of children aged 10-17 years in the general
population of England and Wales are black according to the 2021 census (Youth Endowment
Fund, 2025).

Studies of young offenders in custody summarised by Hughes (2012) detail that 60-90% have
a communication disorder, and 15% have an autism spectrum disorder (ASD). Compared with
the general population, ADHD is 10x higher in boys, and up to 20x in girls in detention (Fazel,
2008), which may reflect under diagnosis of ADHD (and other neurodiversity) in girls (Martin,
2024). Early identification of neurodiverse conditions such as autism spectrum disorder (ASD),
ADHD, developmental language disorder (DLD), other Speech Language and Communication
Needs (SLCN), and learning disabilities is essential for ensuring timely intervention and support
(Elliot-Smith, 2024).

Conduct Dissocial Disorder (CD) is present in at least 50% of children in the English YJS (Fazel,
2008). CD is associated with a range of neurodevelopmental conditions that are either present
from birth or recognised later in childhood, including Foetal Alcohol Spectrum Disorder (FASD)
and attention deficit hyperactivity disorder (ADHD). These conditions can lead to CD or may
themselves lead to problematic behaviours and CD (Hughes, 2012; Fazel, 2019). It is of
concern that the stigmatising nature of CD diagnosis (Staniford, 2020) may contribute to
decreased identification and intervention for comorbidities.

Mental health conditions such as depression are much higher for children in detention than in
the general population, particularly in girls who may repeatedly self-harm (Fazel, 2008). Whilst
this study has a focus on SEND, we also recognise that children with developmental problems
have much higher rates of mental health difficulties and experience of trauma.

The relationship between learning and mental health difficulties has been known for decades
and summarised in the Children’s Commissioner’s reports (Hughes, 2012, Da Souza 2025), as
well as in a recent study that explores why there has been little change in addressing the
challenges for these children within the justice system (The Michael Sieff Foundation, 2025).



1.1.2 FOETAL ALCOHOL SPECTRUM DISORDER

Children with Foetal Alcohol Spectrum Disorder (FASD) are at risk of a range of
neurodevelopmental, behavioural and learning difficulties that may lead to involvement with
the YJS. It has also been shown that FASD is an independent factor leading to CD, after
correcting for adverse environmental, maternal and perinatal factors (Larkby, 2010). Early work
(Streissguth et al., 1996) indicated a 60-fold risk of involvement with the law.

Globally, more recent literature does not give a consensus on the percentage of youth justice
entrants having FASD with some areas having low recognition, and others up to 38% (Flannigan
etal,, 2018). The reported prevalence is dependent on the jurisdiction and requires recognition
of the condition as underlying a child’s difficulties. Outcomes will be influenced by individual
harm and circumstances, and it is recognized that the issues are likely to be multifactorial as
the link between CD and FASD is likely to be influenced by familial and environmental factors
as well as direct harm from alcohol on the developing brain (McQuire, 2020).

The Royal College of Obstetricians and Gynaecologists (RCOG, 2018) state that there is no safe
level of alcohol to drink in pregnancy. Work in primary schools in Manchester (McCarthy, 2021)
indicated a crude prevalence of FASD of 1.8%, (up to 3.6% including possible cases) leading to
city wide prevention work (Drymester, n.d.). Itis likely that the prevalence and risk is similar in
London, and the impact on the individuals and their families, as well as services, is likely to be
high, and unquantified. Evidence is emerging of the risk of paternal preconception alcohol
exposure, independent of maternal alcohol exposure (Van der Windt et.al, 2024). The NICE
QS204 (NICE, 2022) clinical standard makes recommendations relating to prevention by
midwifery services but to our knowledge there are no evidence-based programmes in schools.

1.1.3 LANGUAGE DIFFICULTIES

A key reception age population-based survey (Norbury et al., 2016) identified that nearly 10%
of children had language disorder, equating to two children in most classes of 30. Those without
an underlying diagnosis such as intellectual disability or ASD (three quarters of those with
SLCN), are given the diagnosis of developmental language disorder (DLD). Although the link is
likely to be multifactorial, there is evidence that language difficulties can lead to behavioural
difficulties (Petersen et al., 2013). In one study (Law et al.,, 2011), 40% of the childrenin an area
of significant social difficulty had delayed language with 10% having severe difficulties. Those
most in need were not accessing SLT services. [-CAN’s report in 2023 highlighted additional
concern during COVID and included recommendations to train all teachers in recognition of
children with language difficulties, and for this also to be part of the Early Career Framework
training. This recommendation was reiterated in 2022 (Speech and Language UK, 2022) as it
was estimated that 1.7 million children in England were struggling with talking and
understanding words because of SLCN (an increase from the estimated 1.4 million children in
2018 (Bercow, 2018)). This increase, along with the recommendations from Bercow (2018),



formed the basis for including questions about DLD in the study, as the major contributor to
SLCN.

Whilst DLD severity will be influenced by environmental factors, particularly in the early years
of life, DLD is a lifelong neurodevelopmental disorder that has a strong genetic basis with a
strong association in identical twins, and 27-52% heritability based on known molecular
correlates (Nudel et.al., 2024). The actual inheritance may therefore be higher than this, which
has implications for the support that may be needed for both children and their families.

Care leavers have particularly high rates of SLCN (90%), and 60% of care leavers have been
assessed to have DLD (Clegg, 2021). Bryan (2007) found that language difficulties of young
peopleinthe YJSranged from 60% —90%. Statistics published by the Youth Justice Board found
that 71% of sentenced children in the youth justice system had identified speech, language and
communication needs (GOV.UK, 2023a).

1.1.4 CONDUCT DISORDER

Conduct Disorder (CD) is a mental health disorder now categorised in the International
Classification of Disease ICD 11 (section 6C9) as ‘Disruptive Behaviour and Dissocial
Disorders’ (WHO, 2022). It ‘is characterised by a repetitive and persistent pattern of behaviour
in which the basic rights of others or major age-appropriate societal norms, rules or laws are
violated’. For a diagnosis, these behaviours need to have a significant impact on functioning,
last for at least 12 months, be repetitive and persistently affect the basic rights of others or
violate significant age-appropriate social or cultural norms, rules, or laws. The ICD11 criteria
and subcategories form the basis of the NICE (2013) guidance in England. This report continues
to use the abbreviation CD as this is the terminology in the NICE guidance, although it is now
generally termed Conduct Dissocial Disorder (Royal College of Psychiatry, 2025).

The Diagnostic and Statistical Manual of Mental Disorders, fifth Edition (DSM-5) (American
Psychiatric Association, 2013) has similar criteria, with Conduct Disorder described as a
‘repetitive and persistent pattern of behaviour in which the basic rights of others or major age-
appropriate societal norms or rules are violated’, requiring at least three specified criteria in the
preceding 2 months with at least one criterion present in the previous 6 months. Subtypes
relate to age of onset, and any deficit in prosocial emotions such as the callous unemotional
(CU) subtype. Initial studies of the relevance of the subtypes indicate that CD itself rather than
the prosocial emotion score is the most useful factor relating to outcomes (Collins, 2016).
However, other studies have shown that it is the subtype with CU traits that tends to be more
persistent and of earlier onset, has greater genetic influence and neurodevelopmental factors,
whilst other groups may present later, and resolve later in adolescence (Fairchild, 2019). These
could also correspond to the description of two groups of children who offend: those who have
a persistent offending behaviour throughout the life course, and those who remit after
adolescent offending (Moffitt, 1993).



Children with Oppositional Defiant Disorder (ODD) have problematic behaviours that cause
significant problems with school, home and friendships, and the condition is seen to be a
behavioural precursor to CD. Both these conditions are considered as part of the NICE (2013)
guideline, although the focus of this study is on CD. Children with CD may later be found to have
antisocial personality disorder (APD); consequently, CD is seen to be part of a spectrum
between ODD and APD (Kreuger, 2002). In the UK, the Office of National Statistics surveys in
both 1999 and 2004 indicated that prevalence of CD in children aged 5 and 16 years was about
5% (NHS Digital, 2018), with varying persistence. Lifetime prevalence in the population has
been estimated to be 10% (Copeland et al., 2011 as cited by Fairchild, 2019) with up to 3%
prevalence at any one time in childhood, (Polanczyk, 2015). However, the prevalence in
children in care and other vulnerable children with a history of abuse or on child protection
plans was about 40% (ONS, 2005).

Genetic factors, neurodevelopmental conditions, and trauma (including foetal exposure to
alcohol) contribute to CD, but twin studies indicate that genetics accounts for about 50% of
CD either directly or related to important comorbidities such as learning difficulty (Jaffee,
2005), with the impact of genetic influence increasing through childhood. In other words, CD
has multifactorial causation, including genetic, trauma, familial and extrafamilial drivers
(Fairchild, 2019). Therefore, whilst environmental factors in both the family and wider
community are a strong influence on behaviours, underlying neurobiological difficulties are
causative or significantly associated with CD and contribute to disruptive behaviours and poor
outcomes. Whilst not itself classified as neurodiversity, CD is strongly associated with
neurodiversity and comorbidities such as ADHD (although the directionality of causality is not
entirely clear (Fairchild, 2019)) and there are strong genetic links (Tesli, 2024). Mental health
difficulties are strongly associated with CD, particularly depression in girls.

The risk factors for the development of CD therefore involve diverse environmental exposures
through the lifespan including in utero maternal exposures such as alcohol, tobacco and stress;
familial, such as harsh and inconsistent parenting practices; and extra familial such as
community violence and poverty, with a socio-economic gradient (Fairchild et al., 2019; NICE,
2013). There is also considerable comorbidity related to both biological and social influences,
as will be discussed further in this report. This consideration formed the rationale for this study
considering both CD (as a category), and Neurodiversity and Mental Health as a risk or co-
factor. Various conditions are associated with CD (Njardvik et al., 2025), but the direction of
influence (causation or consequence of CD) is not fully understood, for example relating to
ADHD and CD (Fairchild, 2019). ADHD is itself associated with disruptive behaviours
independent of CD relating to any impulsivity underlying the condition. Children may be at
heightened risk of developing behavioural problems, including CD, when additional social and
environmental risk factors are present. As described above, FASD can independently lead to
vulnerability to offending as well as being associated with development of CD (Larkby, 2010).



Recognition and management of CD and comorbidities vary widely in western countries
(Bachmann, 2024). A lack of studies relating to CD in the UK may in part be because of a focus
on social (familial or environmental) factors and on managing behaviours. In general,
understanding of the condition and spectrum is thought to be less developed than that of, for
example, the Autism Spectrum Disorder or Attention Deficit Hyperactivity Disorder. A
prognosis summary (NICE, 2023a) is that early expression of callous, unemotional behavioural
traits or ADHD are generally associated with poorer prognosis, as are learning difficulties,
parenting factors, and ineffective schooling. Different approaches by psychiatrists in England
can make a diagnosis difficult for families (McGinnis, 2024). It could be perceived as a
pejorative term, leading to reluctance in ‘labelling’, but if CD and comorbidities are identified
earlier, the outcome may be better with early intervention, positive parenting, support and
appropriate school placements for those with learning difficulties (NICE, 2023a) and the
guidance sets out the need for assessment to be aware of previous possible blaming and
stigmatising experiences, and the need for a sensitive and respectful approach (NICE 2013,
sections 1.1.3-1.1.6).

1.2 NICE 2013 GUIDELINE CG158

Irrespective of the heterogeneity of CD and a lack of studies differentiating the types, there is
evidence-based UK guidance from the National Institute for Health and Care Excellence (NICE)
in terms of best practice in prevention, identification and management of CD as a category
(NICE, 2013). This guideline (CG158) recommends evidence-based practice in relation to
recognition, prevention, assessment and management of CD and considering co-morbidity.
The guideline aims to improve care and outcomes for children and young people aged under 19
who have or are at risk of antisocial behaviour or conduct disorder, and is written for
commissioners, health and social care professionals, and other providers in work with children
and carers (NICE, 2013).

The guideline distinguishes between two types of prevention (selective and indicated). It covers
initial assessment of children with possible conduct disorder and comprehensive assessment
of those with conduct disorder and outlines best practice in treatment and care relating to
children either having indicators of diagnosis of CD / ODD or, in contact with YJS because of
antisocial behaviours.

Selective prevention targets children at high risk of developing conduct disorder due to
individual, family, or social factors, such as low socio-economic status, parental conflict or
mental illness, and exposure to abuse or criminal justice involvement. For these groups, the
guideline recommends classroom-based emotional learning and problem-solving
programmes, particularly for children aged 3-7, aimed at improving emotional awareness, self-
control, peer relationships, and resilience.



Indicated prevention applies to children already showing signs of emerging behavioural
problems but who do not yet meet diagnostic criteria for a conduct disorder. Recommended
interventions include parent training programmes (group or individual), child-focused cognitive
behavioural sessions, and in the first publication of NICE guidance in 2013 included family-
based approaches such as multisystemic therapy (MST) for more complex or severe cases.
However, a subsequent review by NICE in 2018 and Gaffney (2022) did not find a benefit for
MST in England, when compared with usual care (that is, systemic practice said to include
‘multicomponent interventions adapted to the person's behavioural difficulties and mental
health needs’) and may reflect that in the original guidance, MST was compared with usual
practice in the United States. In the UK, both the standard/usual systemic practice and MST
with intense family therapy led to a decrease in children going into care (Fonagy, 2018), with no
long-term effect of MST on offending (Fonagy, 2022). Subgroups that did less well in MST had
earlier onset of difficulties, and callous unemotional traits, and further subgroup analysis may
be useful. Costs were slightly less in the MST group, which reflects the intensity of work that is
part of ‘usual’ practice.

Assessment should begin with structured screening tools, followed by multidisciplinary
evaluations and also considering coexisting conditions such as ADHD, learning difficulties,
mental health difficulties or trauma.

The treatment approach is psychosocial, aiming to strengthen parenting practices and
improve problem-solving skills in the child. The guideline also calls for clearly defined and
locally coordinated care pathways across health, education, and social care. These pathways
should ensure accessibility, cultural sensitivity, and continuity of support.

More recent literature addresses the issues of prevention of reoffending rather than
identification of CD and coexisting conditions (summarised in LGA, 2022).

1.3 THE POLICY LANDSCAPE

The study was undertaken at a time of considerable flux in policy in a range of relevant areas.
Key national reforms and proposals are intended to promote a shift towards prevention and
early intervention collectively across health, education and social care. These include family
hubs and the Best Start in Life Strategy with support for vulnerable families and support for pre-
school children to reach Good Level of Development targets (HM Government, 2021). Health
reforms such as in the NHS 10-year plan (UK Government, 2026) promote integrated
neighbourhood health and localised multi-disciplinary teams, and expansion of mental health
teams in schools. The Schools white paper ‘Every child achieving and thriving’ and SEND
reforms (Parliament, 2025; GOV.UK, 2026) place great emphasis upon inclusion in mainstream
schools and upskilling of teachers and other school staff in relation to SEND needs as well as



working in partnership with other agencies. Social care reforms promote a ‘families first’
approach (DfE, 2025a), based upon more effective early help, and Youth Futures Hubs and
prevention panels (GOV.UK, 2025) focus on support for young people's mental health, crime
prevention and employability.

While practice may have moved quickly in some areas since our study was conducted, there is
considerable potential forimproved implementation of the NCIE (2013) guideline in the roll-out
of these reforms: this is addressed in our recommendations.

1.4 AIMS OF STUDY

Many of the drivers of CD are modifiable, either as part of primary, selective or targeted
prevention strategies (NICE, 2013), and therefore this study set out to explore different London
professional and multiagency responses to the factors associated with children being involved
with the YJS in terms of training, prevention, and management pathways related to both the
NICE 2013 Guideline CG158, and in relation to neurobiological coexisting conditions with a
view to learning lessons at national as well as local level.



2. METHODS

Initially, all data collection was planned to be carried out through Freedom of Information (FOI)
requests as this is not incompatible with research (Savage, 2014). The FOI regulations enable
access to information held by public authorities and would allow for ready comparison of
limited factual information from a large range of services and training providers that are likely to
come into contact with children and young people at risk of antisocial behaviour and CD, to
provide a broad picture of the extent to which the NICE Guideline has been implemented across
London. However, we received feedback that the request of information through the FOI
channel was burdensome for local authorities. The London Innovation and Improvement
Alliance (LIIA) Director contacted us and offered to support our study through the distribution
of questions in the form of a survey, instead of an FOI. Therefore, we withdrew the FOI request
for local authority services and developed four separate surveys for the LA directors/teams for
Education, CSC, Early Help, and Youth Justice across each of the London boroughs and the City
of London. The change in format from FOI requests to surveys enabled us to extend the
questions and ask for more details from these services as to how implementation of the NICE
guideline is reflected in current practice, as compared to the FOls, as well as including more
questions on DLD. However, as agencies are obliged to respond to FOI requests but not to
surveys, the resultant data covers fewer agencies that we would have liked. For some types of
agencies or organisations, we received both FOI and survey responses.

We were interested in assessing professional responses to the factors associated with children
being involved with the YJS and pathways from primary prevention through to identification and
management among all relevant professional groups. We included a range of professional
services and agencies so that we could elicit a full picture of work in this area and identify any
evidence of joined-up work between agencies within each borough. Training was explored by
sending questions to education and social care training institutions, and to services relating to
early career training and in-service training of a range of professionals. Questions were adapted
or filtered for the relevant agency, and covered screening, prevention and management at
different developmental stages in line with the NICE CG158 guideline. Questions considered in
depth the usual practice in screening children with problematic behaviours for CD and factors
such as ADHD, developmental language disorder or mental health difficulties, irrespective of
whether a respondent would usually consider the possibility of CD as a diagnosis. Questions
were included on FASD prevention practice given the association of FASD with CD, the higher
incidence of FASD in young offenders (DHSC, 2021) and the high prevalence of drinking by
pregnant women (GOV.UK, 2021). For details of the FOIl and survey questions, see
https://www.kcl.ac.uk/ecs/assets/appendices-send-yjs-report.pdf

Feedback was obtained on the draft questions and approach from different agency leaders
(including borough and London wide roles). These included a PGCE training lead, Assistant
Directors from each of Education, Early Help and Children’s Social Care, a clinical Lead
Consultant Community Paediatrician, a Consultant Paediatric Psychiatrist, YJS lead and Senior



Speech and Language Therapists. The draft FOI and surveys were modified in response to the
feedback.

We approached seven key groups of services or organisations, adapting the FOI questions to
reflect the aspects of the NICE guideline most relevant to their roles. Findings are presented in
this report according to participants’ role in primary, selective and indicated prevention of CD
and neurobiological factors that could lead to a child being in the YJS:

e Public Health: We sent FOI requests to each London borough and the City of
London (n=33), focusing on whether local public health strategies have incorporated
prevention strategies for foetal alcohol spectrum disorder (FASD).

o Teacher Training Providers: These were contacted to understand how initial teacher
training prepares educators to recognise and respond to early signs of conduct
problems. We sent the request to the five lead providers for Early Career Teacher
Entitlement (Department for Education, 2025). Additionally, we selected one teacher
training course provider for each London borough from the official list of providers
(Department for Education, n.d.), totalling 39 FOI requests.

o Multi-Academy Trusts (MATSs): Given their strategic role in overseeing school policy
and implementation across multiple schools, we selected eight large MATs with
coverage across London.

e Social Worker Training Providers: We contacted ten training institutions with
approved social work courses (Social Work England, n.d.) to assess whether
practice related to the NICE CG158 guideline on managing CD and antisocial
behaviour is embedded in professional education for social workers.

+ Directors of Education, Children’s Social Care, Early Help and Youth Justice
Services: We sent separate FOI requests to each of these services through 33
borough and City of London contacts.

¢ Child and Adolescent Mental Health Services (CAMHS): We submitted FOI
requests to all CAMHS provider trusts identified in the London area (n=9).

e Other NHS Trusts We submitted an FOI request to London-based NHS Trusts or
equivalent commissioning organisations (n=16), asking them to forward to the relevant
providers including:

o Speech and Language Therapy (SLT) Services: to explore their input

across a child’s life including their role in schools and with the YJS.
o Community Paediatrics: These services often represent an initial point of
referral for children with complex developmental and behavioural concerns.

The surveys included both closed and open-ended questions to allow for variation in service
models while still enabling comparison across boroughs. Questions were based on relevant
sections of the guideline, including early identification, screening tools, staff training, care
pathways, and multiagency coordination, including in relation to coexisting conditions. The
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survey links were distributed through the LIIA network. Responses received through both FOI
requests and surveys are presented and analysed in the following section.

Ethical approval for the survey was obtained from King’s College London for the Study
Title: SEND  YJS: Identifying local services that are consistent with NICE
guidance https://www.nice.org.uk/Guidance/CG158 Minimal Risk Registration Number: MRA-
24/25-48361.
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3. FINDINGS

3.1 OVERVIEW OF RESPONSES

Across all FOIs and surveys, we received responses that specified the borough from 29 of 33
local authorities (88%) (32 London boroughs and the City of London). The responding boroughs
(29) provided 1-7 (median 3) unique agency or provider responses per borough. Agency

responses covered between 3-14 (median 10) boroughs.

The table below details the total number of responses received from each of the agencies and
services as well as the total number of boroughs represented in the responses.

Table 1. FOI and survey responses by number and borough

Service/agency | Totalnumber | Numberof | Total number Boroughs
of possible responses of boroughs represented in the
responses* represented in | responses
the responses | (randomly coded)**
Through FOI:
Social Worker 10 3 NA- training NA
Training providers are
Providers not limited by
borough
Teacher Training | 40 8 for ITT 6 for | NA- training NA
Providers ECT providers are
not limited by
borough
Multi-academy 8 3 9 16, 22, 26, 27, 39,
Trusts 52, 56, 65, 82
CAMHS 9 3 13 2,16,17,19, 22,27,
52, 56, 64, 68, 69,
78,82
Community 16 9 13 2,16,17,19, 22,50,
Paediatrics 61, 64,78, 82, 86,
94, 95
Public Health 33 14 14 2,8,10,17,19, 24,
26, 27, 33, 36, 39,
52,56,78
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SLT 15 09 14 2,3,16,17,19, 22,
27,50, 64, 68, 78,
82,94, 95
Early Withdrawn 3 2 named 26, 36
Help/Family completed (plus
Hubs/Children’s survey below)
Centres
CSC Withdrawn 2 2 (plus survey 26, 82
below)
Education Withdrawn 0 0 (plus survey
below)
Youth Justice Withdrawn 0 0 (plus survey
Service below)
Through surveys:
Early 33 12 9 named 8,15, 16, 61, 65, 69,
Help/Family boroughs (11 78, 86, 95
Hubs/Children’s including FOI)
Centres plus three
unique
anonymous
responses
CSC 33 3 1 named 24
borough plus
two anonymous
distinct
responses
Education*** 33 18 8 named 8, 16, 26, 50, 64, 65,
boroughs plus 86, 95
one anonymous
response
Youth Justice 33 6 6 named 10, 16, 17, 48, 86, 95
Service boroughs

*The total number of possible responses is an estimate based on preliminary research on the

providers for these services in the London area and the FOls sent.

**Responding boroughs were randomly given a numerical code to maintain anonymity.
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***including relevant early years education responses. At least nine responses were from
professionals in nine different schools to whom they had been forwarded by the local
authority.

The final number of boroughs represented cannot be estimated for the surveys due to six
responses having been submitted anonymously.

The findings are presented according to points of intervention at different ages starting with
population prevention, training, selective prevention in early years and primary schools, then
identification of CD and comorbidities, management programmes, and considerations for
specific agencies.

3.2 SELECTIVE PREVENTION: FOETAL ALCOHOL SPECTRUM DISORDER

Of the fourteen public health responses to the FOI, nine reported they did not have, or did not
know of, FASD prevention programmes in their borough. Of the five responding that they have
programmes, two such programmes related to training of social workers, foster carers and
other professionals, but included no specific work with GPs and midwives. Three others
involved both GPs and midwives in FASD prevention work. However, it should be noted that the
local midwifery service would have information relating to following the NICE midwifery alcohol
guideline QS204. Of note, none of the public health respondents were aware of any universal
prevention programmes in schools, for example as part of any preconception work.

A public health strategy to prevent FASD should include all professionals including midwives,
GPs, education and social care, as well as young people as stakeholders (public health). Given
the likely high prevalence of FASD in London as well as the higher vulnerability to offending, it
would be useful for there to be a London overview of FASD prevention work within health
services and including of the midwifery FASD quality standard, as there is no national collection
of data of midwifery responses to the NICE quality standard QS204 (NICE, 2022). Evidence-
based strategies for advising parents should be considered; a recent meta review of the
literature (Han, 2025) supports the use of parenting interventions for primary prevention of
mental health problems including adverse behaviours and includes studies effective in delaying
alcohol use (whilst also noting that study samples are small). It would be useful to consider
including the impact of alcohol on the developing brain of a foetus as part of human biology
lessons, or Relationships and Sex Education and Health education in schools. This could be
part of an evaluated programme of preconception work that, given the high prevalence of FASD,
could support both girls and boys in making good decisions about future pregnancies (Van der
Windt et.al, 2024). This would need coordination by public health and Education and to be
evaluated to find best practice in secondary schools.
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Summary
PH respondents did not have an overview of strategies to prevent FASD. Public health agencies
should consider developing a preconception programme including schools.

3.3 TRAINING

NICE GG158 section 1.1.1 recommends that ‘health and social care professionals working
with children and young people who present with behaviour suggestive of a conduct disorder,
or who have a conduct disorder, should be trained and competent to work with children and
young people of all levels of learning ability, cognitive capacity, emotional maturity and
development’. The guideline (s1.3.1) also recommends ensuring multiagency recognition of
indicators of possible CD and appropriate referral pathways across educational, health, and
social care settings in order to improve outcomes for children and young people. This implies a
critical role for professionals working in education, children's services, early help, health, youth
justice, and social care, who all need to be equipped with the knowledge and skills to screen
for CD, to identify signs of neurodiversity, and to initiate appropriate support or referral.

3.3.1 PRE-QUALIFICATION TRAINING ABOUT CONDUCT DISSOCIAL DISORDER
AND NEURODIVERSITY

Our FOIl and Survey questions initially asked about teacher and social worker training curricula,
as well as in service training of staff from these agencies. Responses indicate varied inclusion
of neurodiversity-related content in training programmes across sectors with few including CD
as is detailed below.

3.3.1.1 PRE-PRACTITIONER SOCIAL WORKER TRAINING

Four social worker training providers responded. One of these included training on the needs of
young people in the YJS (including neurodiversity) as part of their child and family module and
in specific sessions within their multiagency module, which includes the NICE (2013) guideline
as part of background reading. The second provider covered all of CD, LD, ASD, ADHD, DLD,
bullying and adverse circumstances as possible causes of adverse behaviours, as part of their
Human Growth in Social Environment module.

The third provider trained on LD, ASD and adverse circumstances; covering poverty, structural
determinants and discriminatory practice; and detailed how neurodiversity and behavioural
challenges are explored through both theoretical modules and applied reflections in mental
health, social justice, and professional practice content. However, they did not cover CD,
ADHD, DLD or bullying as possible causes of adverse behaviours in children. Of concern, the
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fourth social work training provider only offered training on adverse circumstances as a
potential cause of behavioural problems and said that they did not offer training relating to CD,
LD, ASD, ADHD, DLD or bullying as possible underlying causes of problematic behaviours.
Training of social workers would be expected to include issues relating to neurodiversity, yet
only three out of four covered these in outline in social work training with just one of these
describing that a discussion of learning disabilities, ASD, and broader adverse circumstances
were typically embedded within social justice, child development, or critical thinking modules.
Notably, CD was covered by only two of the four training providers. This would seem to be a
significant gap in new social worker background knowledge and understanding. It is also of
concern that ADHD, LD and DLD were only explicitly covered by one social worker training
provider.

Summary

Only half of the social work training colleges included information about CD and DLD, yet
training of social workers should aim to develop an understanding of the breadth of issues
impacting on child behaviours, including conduct disorder and neurodiversity including speech,
language and communication needs in addition to contextual and familial harm, and include
understanding of the NICE CG 158 guidance.

3.3.1.2 PRE PRACTITIONER TEACHER TRAINING
Initial Teacher Training programmes from responding Multi-Academy Trusts (MATs) and
academies and training providers all included the recognition of possible learning disabilities,
autism, and abuse at home as possible underlying causes of problematic behaviours. One does
not consider other adverse circumstances (such as contextual harm), and two of the 11 training
providers do not include bullying as a possible factor. Of note, only 5 out of 11 included the
recognition of CD. In the education sector, significant changes are expected with the
introduction of the Initial Teacher Training and Early Career Framework (ITTECF) GOV.UK,
(2024), which replaced the Core Content Framework and Early Career Framework from
September 2025. This new framework places stronger emphasis on adaptive teaching and
inclusion, particularly in relation to Special Educational Needs and Disabilities (SEND),
including neurodiversity. The ITTECF outlines a requirement for training providers to ensure that
new teachers can identify when pupils may have additional needs (including
neurodevelopmental conditions) and know how to respond appropriately through
differentiated instruction or referral pathways. FOI responses indicate that two ITT providers
and five ECT providers were already preparing to align their programmes with the ITTECF
standards. This shift may help ensure more consistent and comprehensive coverage of
neurodiversity in teacher training programmes across London. However, it is important to note
that the new ITTECF includes SEND as a general concept and does not specify for singular
conditions such as CD or DLD, and therefore there is a risk that these children will in future be
less likely to have needs identified than those with clearly commissioned diagnostic pathways,
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such as ASD, particularly as even these are not already included in the curriculum for all the
education training providers. The lack of training in recognition of CD and coexisting conditions
is likely to add to delay in assessment and support for children with disruptive behaviours and
SEND and the impact of the ITTECF will need to be evidenced.

Summary

This study has demonstrated significant gaps in teacher training. It is a crucial time to introduce
future professionals to the factors leading to adverse child behaviours, including familial and
contextual harm (including bullying), neurodiversity (including ADHD and developmental
language disorder) and conduct disorder. This will give them an evidence-based grounding on
which to develop their practice and understanding about prevention, identification and
management of CD and associated conditions.

3.3.2 IN SERVICE TRAINING

3.3.2.1 EARLY CAREER AND IN SERVICE TEACHER TRAINING

After completing Initial Teacher Training (ITT) programmes, teachers undergo continued training
for two years, denominated Early Career Training (ECT). ECT providers who responded to this
question in our FOI (n=11) included recognition of learning disabilities (10/11), ASD (10/11),
ADHD (9/11), other neurodiversity (6/11), bullying (8/11), abuse at home (6/11) and other
adverse circumstances (8/11) in training. CD was only taught by 3 of 11 ECT providers.
Therefore, while training programmes include recognition of most of the possible underlying
causes of problematic behaviours, there was a gap in ECT training that abuse at home and
conduct disorder may affect behaviours.

Six FOI responses were received from two MATs, two academies, and two teacher training
providers that offered in-service training. Findings were that their training offer included the
recognition of learning disabilities (5/6), abuse at home (5/6), bullying (4/6), ASD (4/6), ADHD
(4/6), other neurodiversity (4/6) and other adverse circumstances (4/6). The inclusion of
training in the range of neurodiversity was surprisingly low, and only three out of six included
the recognition of CD. Equally surprising is that bullying was not routinely taught to be a cause
(aswellas a consequence) of difficult behaviours. Two ITT and five ECT providers were planning
to adapt their training programmes according to the ITTECF standards.

Both ITT and ECT providers highlighted follow-up and continued mentoring of teachers as good
practice. However, of concern, is that our findings indicate that not all new teachers have been
trained in key issues that affect child behaviour either in initial training or when starting out as
teachers and the newly qualified teachers were not all provided with training on a wide enough
differential for adverse child behaviours with a range of biological and social determinants
including abuse and bullying.
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Further information from surveys sent to Directors of Education (n=18 responses, from eight
named boroughs) and responded to by senior education professionals, indicated that staff
would understand neurodiversity and other conditions as potential underlying causes of
behavioural difficulties. Respondents reported that in-service training of teachers includes the
recognition of DLD (14/18), abuse at home, bullying, learning disabilities, ASD, ADHD, conduct
disorder, other neurodiversity, and adverse circumstances (16-17/18). For two boroughs, it
was possible to compare the responses of different local education providers, and not all
included (or knew about the inclusion of) training on adverse circumstances. Whilst it may be
an aspiration to include these issues in in-service training, the reality is that it may not take
place consistently in a borough where there are many independent providers. Eleven
participants responded that they would have training on CD, but some of these were from the
same borough.

Overall summary of in-service training from ECT, MATS and Education respondents

The findings of in-service training in Education from ECT, MATS and education directors /
providers suggest that not all cover neurodiversity as a possible cause of poor behaviour
(although responses are not directly comparable as some are from providers and some are
from training institutions). Only 28 of 35 (80%) trained on ADHD, 26 of 35 (74%) considered
bullying, 23 of 35 (66%) addressed abuse at home and a minority of training included CD
(12/35: 34%) and this may contribute to poor understanding of these conditions. It is of
concern not all teachers are taught that abuse at home or bullying can leading to disruptive
behaviours. Providers are likely to be unaware of the significance of CD and are not consistently
taught about other factors associated with poor behaviours such as DLD, which is a significant
gap in learning to manage the needs of children with problematic behaviours.

3.3.2.2 EARLY HELP IN-SERVICE TRAINING

The Early Help responses indicated that there are gaps in the curriculum for in-service training.
Most Early Help teams (n=14) reported training that covered learning disabilities (12/14), ASD
(11/14), ADHD (11/14), DLD (11/14), abuse (11/14), or other adverse circumstances (11/13).
However, CD was only included as a possible cause of behavioural difficulty by 10 of 14
respondents. Six of the eight Early Years respondents included ASD, ADHD, DLD, learning
disabilities, abuse, and other adverse circumstances in their training; however, only 3/8
included CD or bullying.

3.3.2.3 CHILDREN’S SOCIAL CARE IN-SERVICE TRAINING

All Children’s Social Care specific respondents (n=4) reported that in-service training covered
ASD, but only 3/4 included ADHD, LD or DLD. Only two provided training on CD and other
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neurodiversity. Despite training, only two said that they knew that staff screened for any
neurodiversity when a child presented with behavioural difficulties. Two respondents said that
staff were trained about CD, but only one of these said that staff screened for CD when there
were problematic behaviours: that service also had a comprehensive NICE compliant
multiagency offer relating to prevention and management).

3.3.2.4 YOUTH JUSTICE IN-SERVICE TRAINING

All Youth Justice Service respondents (n=6) indicated that their in-service training included
abuse at home, learning disability, ASD, ADHD, developmental language disorder, and other
neurodiversity. Fewer included bullying (5/6), CD (3/6) or other adverse circumstances (5/6).

Summary of training

Of note, from both FOIl and surveys there was less frequent inclusion of any training about DLD
as the most common language disorder in children, at either the initial or in service training level
by all professional groups. Even fewer included training about CD, which makes it much less
likely that it will be prevented, recognised and addressed in practice.

In service training should include factors leading to adverse child behaviours, including familial
and contextual harm, bullying, neurodiversity (including ADHD and developmental language
disorder) and conduct disorder, to enable identification and understanding of management or
prevention of further difficulties. (ECT training providers, MATs, Academies, Directors of
Education and Children’s social care, Youth Justice leads and other agencies)

3.4 SELECTIVE PREVENTION OF CD: EARLY YEARS AND SCHOOL SETTINGS

The NICE guideline CG158 section 1.2 includes preventative strategies for children aged 3 -7
years at high risk of developing CD because of psychosocial risk factors, and recommends that
schools and early years providers identify classes with a ‘high proportion’ of children who are
exposed to a number of risk factors in order to offer them recommended classroom-based
emotional learning and problem-solving programmes. To understand how these
recommendations are reflected in current practice, FOI requests and surveys were sent to
Directors of Education and Early Years services across each of the London boroughs.

Relating to early years, there were four hamed borough responses and one anonymous
response from senior education professionals. Four respondents reported identifying classes
where children aged 3 to 7 years meet the risk criteria for behavioural difficulties. Two of these
reported interventions for these children: one noted that they offered NICE-aligned
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interventions to all children in this age group and the other described a programme focused on
emotional awareness, behaviour regulation, social skills, and peer relationships.

Summary

We recognise that this was a very small sample from the London boroughs and the information
isincomplete, and that many schools may implement the basic principles of the NICE guidance
and have internal measures of success. However, the findings from this small cohort indicate
gaps in selective preventative work, with two in four boroughs responding describing
interventions, only one of which was clearly NICE compliant. Responses from providers in the
same borough indicated that not all were aware of the interventions.

3.5 EARLY IDENTIFICATION OF LANGUAGE DIFFICULTIES PRIORTO YJS

Although there has been some indication of the bidirectional association between language and
behavioural difficulties, there is strong longitudinal evidence that the direction of the effect is
stronger from language difficulties to behaviour problems. In other words, language difficulties
are a good predictor for later behavioural problems (Petersen et al., 2013).

Bercow (2018) recommends developing an understanding of areas of need relating to SLCN,
with a focus on identifying need and early intervention to address the issue of language
difficulties in the population. It is recommended that staff are trained in recognition of SLCN.
This is important for universal services such as health visiting, and particularly relevant for
services working with children at higher risk. Questions were therefore asked about SLT input
in early years and schools.

Our findings relate to the total Speech and Language Therapy (SLT) provision from nine SLT
providers (covering 14 boroughs). We identified significant differences in inputto the early years
population, ranging from 1.5 - 16.2 whole-time equivalent (WTE) speech and language
therapists per 10,000 children under 5 in each area. In part this apparent variation may be
explained by different commissioning and delivery arrangements among local authorities, such
as additional private commissioning of SLT provision to early years settings and services partly
operating out of family hubs. Nonetheless, our findings suggest inequality in provision across
London. Variation in numbers of SLT is a concern, particularly as there appears to be more
provision in some of the wealthier boroughs which may have lower population need. Early
referral by health visiting and early years settings should lead to early intervention by a speech
therapist and early identification of need and strategies to support. A centralised offer of SLT
support is needed with equitable commissioning.

Findings from the nine SLT FOI responses indicated a range of offers that were in some cases
extensive to all school children in the borough, and in other cases more restricted. The SLT offer
to schools varied dependent on service commissioning and the response also differed even for
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a single provider that covered more than one borough. In five boroughs, the SLT was only
provided for early years. Seven of 14 boroughs had an SLT offer to all the schools in the borough.
For three boroughs, schools were not offered an SLT service if they were new schools and
therefore outside existing commissioning arrangements. One service (covering two boroughs)
commented spontaneously that they did not have a service to independent schools. While SLT
services explore social communication difficulties during their usual SLT assessments, these
childrenwill not be referred to those SLT services if language needs are notidentified by schools
(or earlierin life by health visitors or early years professionals). Even if need is identified, ten out
of fourteen boroughs did not have a community health service for children in school without an
EHCP. One of the SLT services that was commissioned to work in all schools outlined the role
of SLT in prevention of exclusions with indirect SLT work to support reintegration of young
people into education on a borough wide basis, and another described targeted work in schools
and with the local authority for some children in their services. One borough service had termly
meetings with staff in all schools relating to children’s needs. However, the majority were not
involved in preventing exclusions. Whilst this prevention work may have been part of school
commissioned SLT services, the provision may not be equitable, as schools may not see the
need to commission their own SLT to carry out this work. As has been described in a preceding
section, not all education staff are trained in recognition of language difficulties in a child,
meaning that many children will not be referred for extra support. Concern was raised by one
respondent that

‘...Due to the current focus of SLT service delivery being on meeting statutory needs
(i.e. EHCP assessments and delivery of provision), .....there is no resource available to
support schools and stakeholders at a universal and targeted level to identify CYP who
are at risk of SLCN, who may also be at risk of becoming involved in youth violence...’
(SLT, Borough 82)

There were many examples of good practice in trying to prevent entry of a child into the YJS
detailed in the SLT responses, and only five of the 14 SLT responses did not comment on the
work that they did in prevention of entry into the YJS. For example, one respondent described
the following pathway:

‘We attempt to engage all families via our hard-to-reach processes in order to
facilitate optimal progress, advocacy and education for these children and families
from an early age. ... Our specialist youth offending school nurse would first signpost
children and young people to the school counsellor for generic support. If thatis not
appropriate, we would discuss with the Educational Psychologist as they can give
some strategies and then formulate a Health Care plan. If things do not improve, then
a referral to CAMHS for CBT therapy / family therapy would take place’. (community
health services Borough 95)

Covering several boroughs, one SLT (SLT 4) had a comprehensive universal and targeted
support offer to all mainstream schools in the boroughs. They also offered screening for
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selected cases open to the local authority prevention services (e.g., Turnaround, Early Help,
Targeted prevention team) and provided consultative support and training to local authority
prevention services. SLT was provided to the pupil referral units in three boroughs. Another SLT
described preventative work as follows:

‘The service works with CYP, families and educational settings to support the
language and communication skills of children at universal, targeted and specialist
levels, including those CYP who may be at risk of becoming involved in youth violence.
SLTs support families and professionals working with CYP to raise awareness of the
link between communication and behaviour. There is an emphasis on early
identification and intervention for CYP who may have both SLCN and social, emotional
and behavioural needs’. (SLT 9)

One SLT service provided training packages that highlight the link between SLCN and Social,
Emotional and Mental Health difficulties. They signpost schools to other appropriate training
they can accessonline e.g., The Box. This enables school staff to understand and support SLCN
which has a positive impact on the behaviour of CYP. One SLT respondent (SLT 13) stated that
their service runs a project aiming to reduce school exclusions.

‘This is open to all schools in the locality for children aged 10 — 18. Schools can refer
into this Project for YP at risk of school exclusion. We offer an assessment, detailed
report with communication profile and feedback session with school staff to discuss
interventions and strategies. We can identify SLCN and refer on for ASC / ADHD as
appropriate. We provide a training package to staff dependent on needs / level of
awareness identified at the feedback meeting’.

Summary

Screening for speech and language difficulties in the early years and recognition at school is
particularly important given the high levels of DLD in mainstream schools (as a life-long
neurodevelopmental condition that is of high prevalence in areas of deprivation), and the
increased SLCN following COVID lockdowns and missing school. The variation in
commissioning of SLT and different numbers in different areas means that inequalities may
persist and further disadvantage children. It is important to develop a best practice model of
SLT commissioning based on national advice and linked to population deprivation to ensure
adequate SLT provision in the early years and mainstream schools, as speech and language
therapists have an important role in the training of education and social care staff to recognise
and screen for SLCN at an early age and where there are learning needs or behavioural
difficulties, to refer to SLT. This is particularly important for those children at highest risk, for
example those at risk of exclusions, or those in the care of the local authority (RCSLT, 2019).
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3.6 INITIAL ASSESSMENT OF CD

The NICE guideline CG158 section 1.3 recommends that if Conduct Disorder (CD) is
suspected, an initial assessment should be carried out: consideration should be given to use of
the Strengths and Difficulties Questionnaire (SDQ) and there should also be assessment for
the presence of significant complicating factors. Further guidance is given in NICE (2017, and
2023b).

Only two of five education respondents to the question about initial assessment screened for
CD. Out of four CSC respondents, only one reported undertaking specific screening for CD,
using the SDQ. Only two early help respondents (of 13) said that staff would conduct an initial
assessment when CD is suspected. One used an SDQ screen, and the other noted that the
special educational needs coordinator (SENCo) used a structured trauma perceptive practice
tool (this may not in itself screen for CD but is useful in that it provides a trauma informed
response to behavioural difficulties). Finally, from the six responses from Youth Justice
Services, only one reported conducting initial assessments for suspected Conduct Disorder,
undertaken by a CAMHS Psychologist based in the team facilities, using the SDQ. This may
relate to the older age of children in the YJS, with comorbidity assessments being more
important at this stage (4 of 5 screened for comorbidity despite not screening for CD).

Overall, there is a need for local authorities to train all their client facing staff to be able to
screen children with possible ODD or CD according to NICE CG158 guidance, and as partof a
multiagency strategic pathway in the borough. One service used the Child Behavioural
Checklist (CBCL) to screen for behavioural problems and comorbidity. The SDQ is short, easy
touse andreliable in identifying behavioural problems as part of screening and as a supplement
to assessment as outlined by NICE (2023b). The SDQ is strongly associated with CBCL
(Copovi-Gomila, 2025).

It will be important for training for teachers and other practitioners and managers to include the
need to reduce felt blame and stigma for parents, thereby increasing likelihood of uptake of
intervention offers by families.

Of nine responses from the community paediatric services (covering 13 boroughs), none
accepted children with solely a behavioural concern, although one stated that they would see
these children if referred for another reason. They cited their local CAMHS (Borough 9) ‘we are
more likely to understand behaviour as communication and work with individual needs than to
rely on reductionist diagnosis’ but will assess ‘if a diagnosis is helpful’. Only one service
(covering boroughs 16, 22) reported carrying out initial assessments (of children already in their
service) when there was suspected ODD, using the SNAP IV tool (Swanson et al., 2001) (a 26-
item teacher and parent rating scale) that screens for ADHD and ODD. This service screened
for complicating factors and referred to CAMHS when such factors were present. However, no
referral pathway was reported for children without complicating factors.

23



Summary

Overall, we found a gap in agency practice in identification and onward referral of children with
ODD / CD for possible evidence-based intervention, which may relate to the commissioning of
assessments, and a lack of a multiagency pathway. Such a pathway should lead to initial
assessment for both possible conduct disorder and co morbidities and referral onward for
evidence-based psychosocial interventions if no other factors are identified. Even if CD is not
assessed, itis important for children with significant externalising behaviours to have access to
both screening for comorbidities and referral for psychosocial interventions, and this was found
to be a gap.

3.7 SCREENING FOR RELATED AND COEXISTING CONDITIONS

NICE CG158 section 1.3.5 recommends that there should be screening for coexisting
conditions for any child with possible CD, including neurodevelopmental and learning
difficulties, mental health and substance misuse complications. From anecdotal experience,
we did not anticipate that many services would carry out an assessment of CD according to the
guidance, and therefore also included the same question to relate to screening for coexisting
conditions for any child with significant behavioural difficulties. The preceding section confirms
that there was limited identification of CD. This section covers whether services consider any
possible neurodevelopmental or mental health factors when a child has significant behavioural
difficulties.

Table 2. Screening for CD and/or complicating factors by service

A A Alearning | Substance
coexisting | neurodevel | disability or | misuse in
mental opmental | difficulty young
health condition people
problem
Education 2/18 5/18 7/18 6/18 2/18
CSC Ya 2/4 2/4 2/4 2/4
EH 2/14 2/14 2/14 3/14 2/14
Community | 1/9 1/9 N/A N/A 1/9
Paediatrics
YIS 1/6 4/5 5/5 5/5 5/5
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The table shows the number of positive responses as the numerator and the total number of
responses received from that service as the denominator for each cell.

*Although community paediatric services did not refer any referral pathways after the
screening behavioural problems and complicating factors, they discussed other referral
practices to CAMHS (see section “Community Paediatric Services”).

3.7.1 EDUCATION

Only two of 18 education respondents reported that services would screen for CD but 7/18
would consider a neurodevelopmental condition, 6/18 a learning disability or difficulties, 5/18
coexisting mental health disorder such as depression and 2/18 would consider substance
misuse. These results indicate that some conditions are currently under recognised when a
child has problematic behaviours in school. In the absence of complicating factors, only 2 of 18
education respondents would refer to other services for psychosocial interventions relating to
children with significant behavioural difficulties, such as might apply to children with CD.
Different practices were reported within boroughs.

3.7.2 EARLY HELP

From EH, two of 14 would screen and refer to CAMHS for comprehensive assessment of CD.
If a child had significant disruptive behaviour, other referrals included for behavioural
assessments, paediatrician (assessment), substance misuse services, or targeted early help.
Other interventions used included trauma-informed care, parenting support programmes,
referrals to therapeutic hubs, and advocacy for SEND provision. Very few EH services actively
screened for other complicating factors: only two of 14 identified coexisting mental health
issues, neurodevelopmental conditions and substance misuse and three of 14 screened for
learning disabilities.

3.7.3 CHILDREN’S SOCIAL CARE

One of four CSC respondents would screen for CD, but three of four would refer for assessment
of some of the possible complicating factors including coexisting mental health problems,
neurodevelopmental conditions, learning disabilities, and substance misuse if indicated. When
no complicating factors are identified, referrals would be made for behavioural interventions,
including via CAMHS, family therapy clinics, or mentoring.
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Summary of screening by education, EH and CSC

Not all respondents from education would screen, or refer for further assessment, when a child
has significant behavioural difficulties. Whilst it is important not to overlook the significance of
environmental factors, children should be screened for a range of coexisting conditions when
there are persisting significant behavioural difficulties, and this could be considered as a quality
standard. We found that some areas have a wide range of quality evaluated services, but not all
local authority respondents for EH and CSC indicated that staff would screen for comorbidities
for children with CD or significant behavioural difficulties. This is important because if there are
no comorbidities, children should be referred directly for evidence-based interventions as
recommended by NICE CG158.

3.7.4 YOUTH JUSTICE SERVICE

There was a more comprehensive response from the five YJ services. All reported screening for
complicating factors such as neurodevelopmental conditions, learning disabilities, and
substance misuse: four out of five reported screening for coexisting mental health problems.
When both CD and complicating factors are present, all five would refer to CAMHS; three for a
comprehensive assessment including for conduct disorder and two just for the assessment of
the complicating factors. In cases without complicating factors, four would refer to internal
services (e.g., systemic therapist, SLT, or CAMHS psychologist embedded within the team).
Four reported that children within their service undergo screening of speech and language—
typically covering 80-100% of the cohort—with further full assessments carried out on 74-
100% of these children. High levels of unmet need were reported, with some areas estimating
that 65-90% of assessed children had speech and language difficulties, and that 30% or fewer
had previously ever been assessed by a speech and language therapist. Information from the
nine SLT FOI request respondents (from 14 boroughs) showed that Youth Justice SLT provision
was very varied — with no offer relating to YJS in four boroughs, (although we recognise that the
SLT might be commissioned by another provider by each of these boroughs). In these boroughs,
WTE SLT provision in the YJS population ranged from none to one WTE SLT for 30 children.
Additionally, the nature of the SLT offer varied widely. In two boroughs, all children in the YIS
were offered a full hour of SLT assessment. In five boroughs, the SLT offered all children a short
screen (three used a bespoke screening tool, as this approach was felt to be more sensitive
than AssetPlus (YJB, 2014) screening. In four other boroughs children were all offered full Asset
SLCN assessment carried out by the YJS team as a screen for all the children in YJS. Of children
offered an appointment (either following screening or as a routine offer), attendance ranges
from 90% to 38% of the offered appointments. All those with SLT in the YJS responded that
they offered training, although one noted that it was dependent on need and request. One
service demonstrated good practice in offering regular training including to the police,
magistrates and appropriate adults.

Mental health screening in the YJS was commonly carried out by in service CAMHS workers or
the diversion and liaison nurse, with referrals made to other services. Some areas have
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established High Risk Vulnerability Panels and clinical consultations, although not all had a
defined treatment pathway. Barriers for some included limited access to CAMHS assessment,
consultation, and medication. Four services responded to questions about the prevalence of
learning needs of children in the YJS, and the percentage of children with an EHCP ranged from
13-95%. Only 10-30% had previous SLT assessment and 19-90% of children had suspected
learning needs or were waiting for a diagnostic assessment; need was not often identified prior
to the YJS. Two providers had practice that addressed some aspects of need, such as
formulation meeting with SLT, or a pathway to link with educational psychology. One service
reported a strong focus on education, employment and training. A fourth service was in the
process of developing a neurodevelopmental pathway with CAMHS and the
neurodevelopmental service team manager for those children with suspected neuro
developmental problems.

Key issues for the YJS related to training, screening and assessment in relation to CD and
coexisting conditions, and DLD and other SLCN. Strategies are needed to support young people
with a comprehensive approach to identify neurodevelopmental needs in this cohort. Mental
health provision was generally strongly integrated with the services or linked by a defined
pathway for discussion or referral. Not all need was identified prior to entry into the YJS, with
for example only 25-30% of SLCN identified prior to entry according to our findings. In future it
would be useful for YJS to have a regular analysis of trends, including in relation to inequalities,
and gaps in prior identification of need with a clear pathway to feedback into prior services as
part of oversight in an overarching strategy in the borough. There also needs to be
commissioning of evidence-based pathways for comprehensive assessment and management
of CD and complex externalising behaviours in the YJS, along with management of and support
relating to existing conditions such as DLD and other SLCN.

Good practice example related to YJS

One borough referred to excellent practice within their Youth Justice Services. Starting
with their in-service training, their staff are trained in recognising multiple possible
underlying causes of problematic behaviours including abuse at home, bullying, learning
disability, ASD, ADHD, CD, DLD, other neurodiversity, and adverse circumstances. The
training is provided by a CAMHS psychologist and an SLT professional. When children
enter the YIS, staff undertake an initial screening assessment for possible CD, as well as
screening for other neurodiversity such as ASD and ADHD; their CAMHS psychologist,
who is based in the team facilitates Formulation Meetings and initial screening.
Furthermore, staff also assess for the presence of significant complicating factors if a
child is identified as having significant behavioural difficulties including a coexisting
mental health problem, a neurodevelopmental condition, a learning disability or
difficulty, and substance misuse. In case they identify that the child has CD with an
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additional complicating factor, they make a referral to CAMHS for a comprehensive
assessment including for CD. In case where the child does not have complicating
factors, this YJS’s CAMHS psychologist, SLT and NEET/EET worker work alongside the YJS
Practitioner. Additionally, all children entering the service, receive an initial screening by
the SLT staff, and where there is an EHCP they receive a full assessment. This YIS also
discussed having a multi-disciplinary pathway in which they refer to multiple services
according to their screening results.

Summary

YJS had the most complete response to children with significant behavioural difficulties.
However, SLT input per number of children in YJS varies sevenfold across London YJS and there
was a wide range in the percentage of children having full assessment by a speech and language
therapist. This is a concern considering that this is the highest frequency comorbidity in the YJS.
The variation needs to be evaluated in terms of a best practice response in terms of outcomes
for children in the YJS, and standards developed for best practice in SLT assessment and wider
engagement to train and advise relevant staff and agencies.

3.7.5 COMMUNITY PAEDIATRIC SERVICES

FOI responses were provided by nine community paediatrics services, covering 13 boroughs.
Twelve out of 13 do not accept a child for assessment of significant disruptive externalizing
behaviour unless there are indicators of ASD, ADHD or developmental difficulties that they are
commissioned to assess. If a child was already within the service, only one service screened
for conduct disorder where indicated. Three noted onward referrals to CAMHS, but of concern,
most had limited knowledge of local access to psychosocial interventions for these children.
The community paediatric specialist assessment services reported condition specific services,
and only one offered an assessment for CD. One service noted that they would screen for
comorbidities if a child attended with another condition: they would consider pathological
demand avoidance as part of the diagnosis of an autism spectrum disorder and would refer to
CAMHS for further behavioural support if necessary. Two paediatric services said that there
was no-one who would assess children with possible conduct disorder, whilst their CAMHS
services had an extensive offer. Our FOI questions to Community paediatricians did not
explicitly include DLD.

Waiting times for autism assessment alone are increasing across London (NHS England,
2025a). This forms a large part of the community paediatric workload, and a recent report
includes an estimate that children wait more than a year for an assessment by a community
paediatrician (Children’s Commissioner's Office, 2024). The risk in the changing NHS climate
is that of more reactive commissioning (Allen, K. et al., 2024), yet this needs to include all
stakeholders, and a plan for the longer term in order for there to be an integrated pathway with
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clear guidance as to screening and an understanding of referral pathways for assessment of
CD, and psychosocial management.

Summary

It would be useful for paediatricians to be trained to screen for both CD and DLD as part of their
developmental assessment, in the context of a borough wide multiagency pathway for
comprehensive assessment and management and early access to interventions. This is
particularly relevant to the most vulnerable children on their caseloads, such as those in care
to the local authority.

3.8 COMPREHENSIVE ASSESSMENT

NICE CG 158 1.3.8 recommends comprehensive assessment of CD by a trained health and/ or
social care professional that also includes taking into account possible coexisting conditions
such as learning difficulties or disabilities, neurodevelopmental conditions such as ADHD and
autism (and should include SLCN), neurological disorders including epilepsy and motor
impairments, other mental health problems (for example, depression, post-traumatic stress
disorder and bipolar disorder) and substance misuse. This aspect of comprehensive
assessment of CD would most naturally be made by a specialist health professional such as in
CAMHS, in conjunction with CSC providing management support.

3.8.1 THE ROLE OF CAMHS

According to The Children and Young People’s Mental Health Workforce Census (NHS England,
2025b), there has been a steady growth in the workforce at the national level compared to
2021, which can be linked to the increase in funding as part of the Five Years Forward View
(Mental Health Taskforce, 2016) and the NHS Long Term Plan (NHS, 2019) strategies. The
planned increase in training by 27% by 2028/29 is welcomed in responding to 20% vacancy
rates and the doubling of referrals in the last 10 years. In the YJS, nationally it is recognized that
multiple providers and professionals beyond CAMHS workers offer mental health input, with a
calculated average of 15 people per YIS including social workers, probation officers,
administrative staff, and staff with a youth justice effective practice certificate, offering this type
of input. Data from NHS England show considerable variation ranging from 0.5 - 47 (median 7)
WTE providing input into children and young people’s mental health (NHS England, 2025b),
which is not specific enough to draw any conclusions.

In our study, three large CAMHS Trusts provided FOI responses relating to 13 boroughs.
Commissioning patterns led to different services in different boroughs. Only five of 13 borough
teams accepted referrals for children with significant disruptive externalizing presentations
without indicators of ASD and ADHD or significant mental health difficulties. CAMHS in these
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boroughs worked in schools, as well as on focused interventions. Once a child was accepted
within any CAMHS service (for any mental health reason), services in all 13 boroughs would
assess for conduct disorder and other comorbidities, and they all identified emerging or
antisocial personality disorder (noted by one trust to be part of standard screening). Five of the
13 borough services had multiagency pathways and programmes such as Empowering
Parents, Empowering Communities (EPEC (CPCS, n.d.)) and The Incredible Years (n.d.), and
were involved in a breadth of interventions. In these boroughs there was also an extensive (and
NICE compliant) offer with selective prevention of CD in schools, comprehensive assessment
for CD, and mental health (MH) focused YJ interventions. Although not specific to behavioural
difficulties, one trust had a combined multiagency team that discussed child mental health,
safeguarding and ADHD. One respondent outlined enhanced treatment work if there were
trauma and attachmentissues. One comment (CAMHS, Borough 52) was that children referred
to the ADHD service were often lost to follow up and this would decrease the opportunity to
identify comorbidities and interventions for children and families and ‘the clinical team seek
wellbeing support through children’s services if they are flagged by Trust safeguarding
processes for non- attending'.

Multiagency work with local authorities depended on local commissioning patterns — for
example, one trust had a forensic service in only one of their boroughs, covered by a mental
health trust, and were funded for a Liaison and Diversion clinician whose role was to cover the
local custody suite. One area stood out as having a forensic service for all children with
externalising presentations (i.e., significant behavioural difficulties) and of note, most
attendees had indicators of mental health difficulties such as descriptions of self-harm.

Summary

There was great variation in CAMHS provision across London with examples of excellence
relating to almost half the responding boroughs, but unless there are MH needs, or a child is
already in the service, not all accepted referrals for assessment of CD of a child with significant
behavioural difficulties. The need for early support and intervention for ADHD is emphasised by
the report of The Independent ADHD Task Force (2025). Services need to be commissioned to
accept children with significant externalising behavioural difficulties who do not readily fit into
other service models, as part of a multiagency pathway, and be flexible enough to offer follow
up to those who are the hardest to engage. Existing forensic services for children with
externalising behaviours should be evaluated and CAMHS commissioning undertaken
according to best practice to prevent further harm.
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3.9 TREATMENT AND INDICATED PREVENTION

NICE CG158 (NICE, 2013) section 1.5 recommends targeted, evidence-based interventions
when children and young people are at high risk of developing, or already experiencing, CD or
oppositional defiant disorder. A range of interventions are described include parenting
programmes (group, individual, or parent-child formats), as well as child-focused cognitive
behavioural group work and multimodal interventions such as multisystemic therapy.

3.9.1 PARENT AND CARER PROGRAMMES

To explore implementation in London boroughs, Early Help leads were asked whether their
services offer parenting programmes for families in which a child has been identified as being
at high risk of developing CD, already has a diagnosis of CD or oppositional defiant disorder, or
is involved with the criminal justice system due to antisocial behaviour, as specified in the NICE
guideline.

Out of 15 Early Help responses, only five boroughs reported having any parenting programme
in place for families who have a child who has been identified as being at high risk of developing
ODD or CD, has ODD or OD, or is in contact with the criminal justice system because of
antisocial behaviours. Four offered group-based parenting programmes (NICE 2013 CG158
section 15.1-2). Among these, three stated that their groups typically include 10-12 parents,
are based on social learning theory, involve modelling and rehearsal of parenting skills, and are
tailored to the child’s developmental stage, in line with the expectations of the clinical
guideline. Two boroughs confirmed that their group programmes are delivered according to a
developer's manual and include all required materials for fidelity. Three boroughs reported
offering individual parenting programmes (NICE CG158, section 15.3-4), all of which follow a
social learning model and are tailored to the child's developmental needs. Two of these meet
the recommended duration of 10 to 16 sessions of 90 to 120 minutes and are delivered
according to a developer’s manual. One borough reported delivering a parent—child programme
that meets all the NICE-recommended standards (NICE 2013 CG 158, section 1.5.5-6),
including the use of a developer's manual, evidence-based content, and tailoring to the
developmental needs of the child. Two CSC services out of four who responded to our survey
and FOls said they offered group and/or individual foster carer/guardian training programme to
foster carers and guardians of children and young people aged between 3 and 11 years who
meet the criteria (NICE 2013 CG 158, section 1.5.7-10).

3.9.2 CHILD-FOCUSED INTERVENTIONS FOR CD

With respect to child-focused interventions, the NICE guidance (CG 158, section 1.5.11-12)
recommends social and cognitive problem-solving programmes for children aged 9-14 years
who are at high risk of developing CD or are already exhibiting behavioural issues. Of the 12
boroughs that responded to this section (from EH and CSC), only two confirmed the existence
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of such programmes. One borough specified that their programme uses modelling, rehearsal,
and feedback to improve children’s skills, is an evidence-based model, and is routinely
evaluated. Only one borough reported having specific provision for children at risk of or
diagnosed with CD that included both group and individual training programmes for foster
carers or guardians of children aged 3to 11, aiming to support their role in managing behavioural
difficulties. The same borough also offered group cognitive and social problem-solving
interventions for children in care aged 9 to 14 years who meet the criteria for CD.

Multimodal interventions, such as multisystemic therapy MST, were recommended for children
aged 11-17 with CD in NICE (NICE 2013 CG 158, section 15.13-14). One of two CSC
responders and two of 11 Early Help services reported having access to such programmes. Of
note, an exceptional review of the NICE CG158 guideline was undertaken in 2018 (NICE, 2018)
and at that stage showed no difference between MST and usual management which may relate
to the systemic thinking and high-quality approach in practice.

YJS reported multidisciplinary pathways to address challenging behaviours, often developed in
coordination with CAMHS, educational psychologists, and speech and language therapists.
The evidence base for children older than 14 years is outside of the NICE guidance, but part of
the response to any approach will need to be in the knowledge of underlying coexisting
conditions, including mental health, learning, language and other neurodevelopmental needs.

Summary

Overall, findings indicate that Early Help services in a minority of boroughs currently offer
interventions that align closely with NICE recommendations. Parenting programmes are more
common than direct child-focused interventions. Of the services that are in place, most
programmes appear to incorporate core evidence-based features, though full adherence to
NICE implementation standards was less frequently reported. It will be important to have
commissioning of NICE compliant or evidence-based strategies as part of parenting and/or
child interventions when children have CD or significant externalising behaviours. It is not clear
why services are not following NICE guidance for treatment and indicated prevention of CD,
and this may need further exploration.
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4 DISCUSSION

This study has revealed that, over a decade on from publication of the NICE CG158 guideline,
and despite pockets of excellent practice, there are gaps in provision at every stage from
prevention through assessment to interventions for children with behavioural difficulties and
possible conduct disorder. These weaknesses in multiagency arrangements to ensure a
holistic and streamlined response to children with behavioural difficulties likely contribute
significantly to the over-representation of this group in the YJS.

4.1 IMPLICATIONS OF THE STUDY FINDINGS

4.1.1 ADHERENCE TO THE NICE CG158 GUIDELINE

The NICE guideline (CG158, sections 1.3.8 to 1.3.16) recommends that the assessment
and management of CD should be by an appropriate health or social care professional
and needs an overarching strategy with input from health, education, youth justice, and
social care professionals. Survey responses indicated that only a few areas implement
this guidance across a range of services coordinated with reference to multiagency
planning (including comprehensive assessment of CD by CAMHS and a comprehensive
offer by SLT with full assessment in the YJS - although one provider was not aware of any
service that would assess these children). Whilst non-responding boroughs may have
some good services, responses from different agencies within those other boroughs do
not give confidence in the existence of many borough-wide services. Our evidence of
widespread lack of adherence to the guidance by agencies may contribute to the lack of
academic evidence in this area. General statements in the guideline do not assign
accountability and although this may be inevitable given the range of commissioning
arrangements across services and regions, may mean that this guideline is more likely to
be overlooked. However, the guideline is important for all professionals and requires a
strategy across the local area for a range of services. Multi-agency forums and new
models of working, such as multiagency child protection teams, need to be integrated
into and conversant with local arrangements.

Inattention to implementation of the NICE guideline is also reflected in the lack of
literature on the topic since its publication in 2013. This needs multiagency strategic
oversight, such as could be provided by local safeguarding children partnerships
(LSCPs). It is important to note that the NICE guideline is mainly based on studies from
North America and needs further testing in the UK to ascertain the applicability to UK
practice. An example of thisisthatthe findings of the 2018 exceptional review of the NICE
CG158 guideline showed no difference between MST and usual management.
Unfortunately, there were no studies after 2013 relating to CG158 that could be included
in the later NICE review.
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4.1.2 BARRIERS TO IMPLEMENTATION OF NICE CG158

From this study it appears that very few areas follow the NICE CG158 guideline and it is
important to acknowledge that there may be many challenges to doing so. These include the
complexity of the relationship between behavioural difficulties and underlying comorbidities;
the consequent need for professionals in a range of agencies to be able to identify children in
need of screening and/or support and to act or refer appropriately; the importance of clear
multiagency pathways to appropriate screening, assessment and services at a range of
intervention points; and the lack of specificity in the NICE guideline as to the responsibility of
each agency and service in provision of such pathways, including which service should screen,
and in what circumstances. These inherent complexities are compounded by challenges in
ensuring that strategic intention feeds successfully into frontline practice, in a context which
depends on collaboration by multiple disciplines and agencies, within which there may be
many autonomous providers with differing training and practice, as in education.

We recognise that a diagnosis of CD may be seen as a simplification, or as labelling a group of
children, and that the process of labelling can define the child and expectations for them
(Werkhoven, 2022). It is also important to acknowledge that diagnosis does not explain
causation as this is multifactorial (Fairchild, 2019). However, it is important that CD is
recognised, to assess whether interventions are possible, as well as in screening for
comorbidities to prevent secondary difficulties for the child and family and in society. There is
a body of evidence around CD, including strategies to prevent the onset of CD and to manage
children with these difficulties. The complexity around CD is that this is multifactorial, and more
strongly dependent on social circumstances than other neurodevelopmental disorders.
However, given the strong association with comorbidities, and socialinfluences, strategies that
are successful, such as those indicated in the NICE guidance, are likely to be appropriate for
children with a range of related need.

Service thresholds, long waiting times, and reliance on self-directed family follow-up pose
further barriers, especially for the most vulnerable groups. Addressing these disparities would
require a clear multiagency commissioning response across services to ensure consistent
assessment and management pathways for behavioural difficulties in line with national
guidelines. Coordination of services requires strategic commissioning of a borough-wide
multiagency pathway for CD (or children with significant externalising behaviours), and services
consistent with NICE guidance and that includes SLT. However, in most areas, there was no
clear provision for assessment or management of CD as a standalone condition, highlighting a
fragmented landscape in the specialist management of behavioural difficulties and CD. While
some services deliver exemplary, NICE-compliant support within multiagency pathways, this
was not the norm. Most children with CD are unlikely to receive a comprehensive assessment
unless they are screened for coexisting conditions.
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Despite the limitations, the guideline has been incorporated by several boroughs to differing
extents with their CAMHS carrying out a comprehensive assessment of a child including
identifying any coexisting conditions when children with significant behavioural difficulties.
Even if the NICE CG158 is not considered the best route to be taken by a service, and if CD is
not identified, most of the responding agencies do not have any multiagency pathways to
identify underlying need for children with significant behavioural needs that would help address
possible underlying neurodevelopmental and mental health difficulties, in addition to managing
any social issues. Our study shows that if an area does not screen for or diagnose CD, other
than one or two exceptions, they also do not have a multiagency pathway to identify and
manage any coexisting conditions with evidence-based psychosocial strategies.

4.1.3 UNDERSTANDING OF SLCN

One significant gap would seem to be in understanding of SLCN and DLD. Early identification in
primary school will support learning, friendships, understanding and behaviours. The reported
range in commissioned SLT services for children is a concern, as some areas describe limited
provision to schools or the YJS. Given that 10% of children may have SLCN with 75% of these
having DLD (Norbury et al., 2016), and greater numbers where families are living in deprivation
given the influence of both genetic and environmental factors, there should be more
widespread recognition and screening in the early years and primary age group and particularly
for those who are struggling to keep up with the social expectations of a school day, in order to
intervene early. However, identification and interventions for SLCN including DLD need to start
earlier than school entry as DLD is a lifelong condition that does not resolve. The strong
association with social adversity as well as the genetic basis for DLD (Nudel et. Al, 2024) may
mean that in addition to the genetic predisposition there may be an environmental driver before
the condition is established. This requires longer term evaluation of causation in terms of
intervention prior to entry into school. It should also be considered that language needs may be
a factor relating to the support needs of parents. SLCN should be identified before school and
requires a robust EY and health visiting approach in order to identify and make appropriate
referrals for intervention. Guidance for early years SLT commissioning should be strengthened,
given the considerable variation in resourcing across London.

SLT assessment is recognised by the YJS as a need for children in their service and a service is
commissioned in most YJS (although to widely differing degrees). SLT analysis and advice
improves communication and outcomes and provides a better understanding by other
professionals including the police and judiciary (RCSLT fact sheet, n.d.). In common with
Hughes (2017), this study finds that most SLT difficulties were not recognised prior to the YJS
and in the absence of SLT assessment many children remain undiagnosed or supported, even
within the YJS. A report by Coles and colleagues for the Royal College of Speech and Language
Therapists states that ‘although these screening tools (eg ‘ASSET plus’ (YJB, 2014)) may
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specifically be used to identify SLCN, they do not in any way substitute a comprehensive
assessment completed by a speech and language therapist’ (Coles et.al., 2017 p.19). A range
of interventions by SLT including written and advocacy support for the young person as well as
advice to staff was not available in many settings and there are no standard SLT YIS
interventions that can be drawn on.

Children in care are a highly vulnerable group, and it needs to be considered that 27% of
children in care (up to 18 years) have had a caution or conviction, and 52% of care experienced
people had a criminal conviction by the age of 24 years (and 92% of these had SEND) (ONS,
2022). These children are also in the highest risk group for DLD (RCSLT fact sheet, n.d.). One
study found that 60% of care leavers met the criteria for DLD, and 90% had below average
communication ability (Clegg et.al., 2021). Routine language screening along with training and
supervision by a speech and language therapist is not part of the statutory health assessment
of children in care and given the high proportion who may enter the YJS at some point, they
should be assessed fully at an early stage for any speech and language problems as a statutory
assessment. Similarly, children with behavioural difficulties at risk of exclusion are avulnerable
group who would benefit from SLCN screening. From our findings, most children have not had
assessment of speech and language prior to entry into the YJS and only a minority of
respondents described any CD or behavioural difficulty pathway leading to further assessment
of neurodiversity or mental health needs. Many have not had an EHCP until they reach the YJS,
that would also have added to the assessment of language at an earlier stage.

4.1.4 BARRIERS TO COMPREHENSIVE ASSESSMENT OF NEED

CD and problematic behaviours are strongly associated with adverse social as well as genetic
factors, and it is even more important that these children are screened and assessed, to
improve understanding (by families and professionals), and to try to improve family support,
functioning and behaviour management. This requires coordination across agencies, and a
commitment to commissioning services to work together with strategic oversight to prevent
behavioural problems, and to identify and screen for comorbidities if difficulties have already
emerged, in a non-stigmatising way. In most areas, a child needs to have mental health or
neurodevelopmental indicators before being accepted onto a waiting list. Even if they are on a
waiting list, one in ten children have been waiting more than two years (RCPsych, 2024), and
this is likely to result in failure to meet the needs of many children requiring comprehensive
assessment and early intervention, not least because of the higher loss to follow up as they get
older and greater likelihood of these children not being brought to appointments if there is social
adversity, or difficulty managing a child’s behaviours. This needs a consistent commissioning
response and strategy in addition to waiting list strategies, with recognition that some children
are more vulnerable to non-attendance, and some families may be less willing or able to engage
with patient-led care.
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From the evidence of this study, condition specific commissioning described by some
participants places a barrier to access to services. It is recognised that identification of
additional need has service implications relating to assessment and provision of support, in a
context where waiting lists, for example for Autism, are more than a year in most providers
(Children’s Commissioner's Office, 2024) and pre diagnostic support is not always known
about or accessed. However, in many cases diagnosis is a relief in terms of understanding, and
being understood, and parents in the meantime are often blamed for their child’s behaviour,
including after diagnosis (Hollingsworth, 2023): this is even more likely in the case of
pathological demand avoidance, a subtype of autism in DSM-5. Assessment of conduct
disorder does not preclude the need for specific interventions relating to autism or other
conditions that may need to be implemented in parallel.

4.1.5 DIAGNOSIS OF NEURODIVERSITY

Some researchers have suggested that we are over diagnosing SEND (O’Sullivan, 2025). Yet, at
the same time, the skills of teachers need to increase, with rising numbers of children needing
SEND support and increased complexity of needs. We welcome the new SEND strategy
(Parliament, 2025) for young people with identified learning needs and the proposed enhanced
training for teachers to support management of these children, and particularly welcome the
proposal to increase funding of SLT into mainstream settings. Rates of neurodiversity are only
just reaching the same as other countries such as Sweden where rates have plateaued
(Lundstrom, 2015) and where higher diagnosis has been interpreted as greater recognition of
need rather than over diagnosis. The literature shows that children from white better off families
are more likely to have an earlier diagnosis of neurodiversity than their peers for several
sociodemographic reasons and this will compound future difficulty for those children whose
needs are not recognised at an early stage (Aylward, 2021). It is complex, but child population
prevalences of ADHD and of ASD have not been increasing according to interim findings of a
recent independent review (DHSC, 2026). There needs to be adherence to diagnostic criteria
to ensure that adults and children receiving a diagnosis do have identifiable harm, but examples
of overdiagnosis must not cloud the reality of the scale of the morbidity of children in the YJS
and the trauma experienced by children and young people if they are unsupported with
neurodiversity in (for example) also addressing vulnerability and risks of trauma (Rumball,
2020).

The issue of under diagnosis is detailed in The Independent ADHD Task Force report (2025) and
discussed by Cortese (2026). The overdiagnosis narrative makes it more likely that children
within troubled families will be missed if there is not a consistent approach that considers the
possibility of a language difficulty or other neurodiversity or conduct disorder. While
neurodiversity contributes to the richness and creativity of society, there are aspects that can
be disabling without intervention and understanding, and there is likely to be significant under
recognition of need and consequent missed opportunities for early intervention prior to the YJS,
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as shown in our study. Recognition of neurodiversity such as autism or ADHD, as well as SLCN
opens up a range of strategies to support the child and staff within YJS, including while in
custody (Holland, 2023). However, these conditions should have been diagnosed earlier. If
diagnosis waits until the YJS, the child has missed out on early intervention that may have
improved outcomes and potentially avoided entry into the YJS. Diagnosis within the YJS
provides a clear example of underdiagnosis of neurodiversity in childhood. Whether or not
children meet the threshold for diagnosis and whether assessments are consistent is a
question outside the scope of this report, which requires oversight and robust and validated
assessment that encompasses best practice in diagnosis and also links to support and
intervention pathways. There was great variation in provision of EHCPs once in the YJS in our
study, and it would be useful to understand more about how early diagnosis of a
neurodevelopmental disorder can impact on the child’s journey through to offending as well as
once they are in the YJS.

4.1.6 THE IMPERATIVE TO FOLLOW NICE CG158 GUIDANCE

The literature indicates that most of the children have had some recognition of SEN prior to their
first offence (DfE and MoJ, 2022) but the extent is not known, and it should also be recognised
that management of CD is needed in addition to condition specific approaches. Our results
show that the cohort of young people who end up in the YJS have needs that have been mainly
unidentified, and in the absence of screening for CD and coexisting conditions, these children
will not be on any waiting list for developmental assessment. Training should be strengthened
to include not just management of SEND or behaviours, but a combined consideration enabling
identification of underlying difficulties in children with behavioural problems, in terms of
screening for both CD and neurodevelopmental need, as well as addressing psychosocial
needs. SEND support can only take place if need is identified. This requires a multiagency
strategy and oversight of pathways in a borough involving commissioning and key stakeholders
to provide a comprehensive evidence-based service.

Prevention work in primary schools could be relatively low cost over time: we found that
prevention strategies in schools are already universal in one borough as part of usual teaching
and initial screening for CD can be as simple as use of an SDQ. However, early identification of
CD and management by agencies needs a workforce which is upskilled in recognition of this
and possible comorbidities, and access to a pathway for consultation, and more
comprehensive assessment. This should form part of the role of the mental health support
teams in schools that currently cover more than half the pupil and learner population, with
government funding to expand the role to all children by 2029/30 (DfE, 2025b).

Earlier assessment of a child needing comprehensive assessment of CD may enable
appropriate strategies and prevent later mental health comorbidity and late referral for co-
existing conditions by the YJS. There should be consultation and collaborative working for
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children with complexity having for example CD with ASD or social complexity, for whom the
simpler psychosocial interventions may need to be more targeted and pre-emptive, rather than
waiting for a diagnosis. Close working with CAMHS and LA is essential to provide a service and
upskilling of staff to meet the needs of these children and families, and such a pathway requires
a commitment to a strategic overview of available provision. There is potential for
implementation of the NICE CG158 guideline with mental health in schools teams, and this
requires multiagency planning and close working between commissioners and practitioners
from both CAMHS and the local authority.

The literature in the NICE guidance indicates that early identification of need may decrease the
risks of developing conduct disorder, and complications such as mental health problems may
also be decreased; this will require ongoing political will in preventing further harm for children
and families from as early an age as possible. Ensuring appropriate and timely support requires
strategic multiagency leadership e.g., including the local safeguarding children partnership and
CAMHS to develop and have oversight of a comprehensive borough wide strategy relating to
practice in all agencies: this should be an imperative to address the gaps in practice and to
follow nationally recommended guidelines with a view to improving outcomes for this
vulnerable group of children and families.

Summary

Whilst children in the YJS have previously had some SEND issues recognised prior to the YJS,
the gap in thinking is in considering the child and family as a whole; it is not enough to manage
and advise on neurodiversity if there are significant externalising behaviours or CD, and
conversely it is not enough to simply manage behaviours. The NICE CG138 guideline advises
not only on prevention but also provides an evidence-based approach to supporting the child
and family that advises there to be a combination of comprehensive assessment and
psychosocial intervention.

4.2 POLICY IMPLICATIONS

Key national reforms and policy initiatives across health, education and social care intended to
implement a shift towards prevention and early intervention provide an opportunity to
incorporate recommendations from this study and to build effective pathways for identification
and response to CD.

Family hubs and Start for Life are a key government strategy (HM Government, 2021) to support
vulnerable families, initially training staff to support parents of children aged 3-4 years, and in
2025-26 also to support parents of children aged 2-3 years. Staff will need to be skilled in
identifying where children need early intervention and support relating to behaviour and
development, and to have both a trauma informed and neurodevelopmental lens in their
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assessments. It is therefore crucial for health to work in partnership with the family hub
approach. We concur with the recommendations of the House of Commons Health and Social
Care Committee (2026) that there needs to be a renewed focus on the first 1,000 days by
enhancing health visitor capacity, and early access to speech and language therapy for the
most vulnerable population e.g., via family hubs, as prevention and support needs to start as
early as possible in the life of a child, with monitoring as part of a shared outcomes framework.

As with wider health reforms, the Best Start in Life Strategy and support for pre-school children
to reach Good Level of Development targets should be seen as opportunities for early
identification of the neurodevelopmental disorders and social / environmental factors
associated with CD and related behaviours. Families First reforms (DfE,2025a) aim to support
and intervene early. Early help is likely to come through universal settings such as schools and
early years provision and will often be sited in family hubs or youth futures hubs: these
environments should be supported to incorporate NICE guidance and CD pathways. Staff in the
multiagency child protection teams would also need to understand CD and related need.

Psychosocial evidence-based interventions are relatively low cost and could form part of the
next commissioning rounds. They should be included within the work of the family hubs with
staff upskilled to identify and assess the needs of children with CD and comorbidities, and this
will need training and supervision, for example by CAMHS community teams.

Schools are a key universal provision, and the Schools white paper and SEND reforms ‘Every
child achieving and thriving’ (Parliament, 2025, GOV.UK, 2026) emphasise the need for
mainstream inclusion, and the upskilling of staff in SEND needs. Identification and response to
conduct disorder and related externalising behaviours will be important to the success of this
policy approach, as NICE CG158 provides guidance and a lens on the understanding and
management of need, rather than just management of behaviour.

The NHS 10-year plan (UK Government, 2025) promotes integrated neighbourhood health
centres, close partnership with other public services, and localised multi-disciplinary teams,
as well as enhanced funding for mental health teams in schools, and for Young Futures Hubs.
This presents an opportunity to promote a more coordinated approach and ensure staff are
trained in assessing children with problematic behaviours for possible conduct disorder and
comorbidities and providing evidence-based assessment and interventions as part of the local
multiagency strategic approach to CG158 and to identify CD and comorbidities such as ADHD
and poor mental health at an early stage to prevent ill health and improve outcomes.

Young Futures Hubs (GOV.UK, 2025) need to adhere to the NICE CG158 Guideline in their work
as they have a focus on support for children’s mental health, crime prevention and
employability. They will also be linked to prevention panels aiming to support children at the
right time when they come to the attention of police or are linked to risk of school exclusion.
The NICE guideline CG158 will aid understanding and assessment of CG and comorbidities and
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guide the interventions and evidence-based strategies needed to improve outcomes for
children and young people.

4.3 LIMITATIONS

This is a small study, with incomplete data sets, although some information has been obtained
from almost all London boroughs, providing some confidence in the picture of limited provision
for children with externalising behaviours in terms of prevention, identification, and
management.

This study has not included some significant issues associated with children in the YIS
including mental health morbidity, and adverse childhood experiences. These would always be
considered as part of a comprehensive assessment of the needs of a child but were beyond the
scope of this study.

Given the nature of the study, we have not included the voice of children and their families,
although this would be needed in future research to create a full picture of multiagency
pathways through service provision for children with behavioural difficulties at risk of entry into
the YJS.

Further information about health visitor and GP training would have added to the understanding
of training needs for universal services.

Midwifery services were not asked about completeness of following the NICE QS 204 FASD
guideline, and although it is noted that there is no national reporting requirement, inclusion of
their voice would have given additional information about FASD prevention work in London.

41



5 CONCLUSION

5.1 CONCLUDING OBSERVATIONS

This small London wide study has been valuable in demonstrating the gaps in provision at every
stage and across all agencies, measured against the NICE CG158 guideline for children with
behavioural difficulties and possible CD, from prevention through to assessment of coexisting
conditions and interventions for children and families. Apart from notable exceptions from a
few areas, wide inequalities of outcome are likely.

Whilst further evaluation and research is needed in the UK context, the NICE GG158 guideline
should be implemented to improve outcomes for some of the most disadvantaged families and
children who will need to be part of future research in this area, as well as ensuring adequate
SLT provision and public health strategies relating to prevention of FASD prevention.

Key national reforms and policies should be utilised to introduce the NICE CG158 guidance
across multiagency provision throughout childhood including upskilling of all staff working with
children, provision for early speech and language assessment and pathways for identification,
assessment and intervention for CD and comorbidities, and a shared understanding of need
and provision across the multiagency system and by all practitioners in early years, family hubs,
education, social care, schools, health and other providers such as mental health in schools,
youth futures and police. This goal of prevention of further harm requires programme evaluation
and longitudinal measures of outcomes for children, to add to the existing evidence base.

The NICE CG158 guideline (1.1.3 and 1.1.4) emphasises establishing relationships with
parents and young people, and that implementation of the guidance should be undertakenin a
non-stigmatising way.

It is recommended that NICE CG158 is implemented by agencies and services with a clear
multiagency steer and evaluation of the outcomes for children to ensure that the approach
benefits children in the local setting.

5.2 SUGGESTED FUTURE RESEARCH DIRECTIONS

e Barriers to implementation of NICE guidelines should be explored, and a consensus
developed in the English setting on best practice relating to children with externalising
behaviours in a local area (e.g., by borough / local authority) relating to pathways and
practice in both recognising morbidity and prevention of entry into the YJS

e Follow up research on those areas where NICE compliant practice is identified, to
learn whether this has had a demonstrable impact on outcomes

42



Longitudinal research on outcomes of early intervention for CD, SLCN and
neurodiversity, for children at highest risk, including those in care and at risk of
exclusions

Analysis of inequalities relating to demographics and timing of identification of learning
needs of those in the YJS

Identification of best practice strategy (e.g., from Manchester) in prevention of FASD in
different regions

Identification of good practice and development of school-based FASD prevention
programmes (aiming to contribute to prevention of FASD as part of preconception
strategic work) including carers and children as key stakeholders

Identify best practice in forensic services for children relating to CD, SLCN, and other
neurodiversity

Pilot SLT assessment of children in care and compare outcomes with current practice.

5.3 RECOMMENDATIONS

5.3.1 TRAINING COLLEGES AND IN SERVICE TRAINING

Training of social workers and teachers should aim to develop an understanding of the
breadth of issues impacting on child behaviours, including conduct disorder and
neurodiversity (ASD, ADHD and SLCN), as well as contextual and familial harm and
should be evaluated with reference to NICE CG158. (social work and teacher training
providers, including ITTECF)

In service training of all practitioners working with children and their supervising staff
should include recognition of CD and an understanding of factors that lead to or
coexist with adverse child behaviours, including neurodiversity (ASD, ADHD and SLCN
including DLD), trauma, mental health and familial or contextual harm. Staff also need
knowledge of local management pathways to prevent further difficulties. (ECT training
providers, MATs, Academies, Directors of Education and Children’s social care, Youth
Justice leads and other agencies)

5.3.2 HEALTH AND LOCAL AUTHORITY COMMISSIONING

A multiagency strategic overview and leadership is needed from both health and social
care to develop a robust pathway to prevent and manage CD according to NICE
CG158 guidance. This requires i) a prevention programme, ii) pathways to support
children with behavioural difficulties in terms of identifying conduct disorder and
comorbidities, iii) a clear strategic direction in commissioning Early Help management
programmes that are evidence-based (for example in early years settings through Best
Startin Life, and/or in family hubs (Gov.UK, 2026)); and iv) training of staff in
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identification of CD and coexisting conditions. (joint commissioning with leaders in
CSC, education, health including CAMHS and SLT)

Health reform (NHS 10-year plan) promotes integrated neighbourhood health and
localised multi-disciplinary teams, and these should embed the NICE CG158 and an
understanding of early identification and management of CD and comorbidities
Commission schools and early years to deliver CD prevention strategies consistent
with the NICE guideline, and to screen for CD and neurodiversity in children with
behavioural difficulties as part of a borough / local authority wide multiagency
pathway to manage these children. (Joint commissioning, local authority, education,
health)

Commission NICE compliant or evidence-based strategies as part of parenting and
child interventions when children have CD or significant externalising behaviours.
Commission evidence-based and multiagency pathways for assessment and
management of CD and complex externalising behaviours in the YJS setting. (joint
commissioning with YJS)

Develop standards and accountability for NHS and LA commissioning of SLT input to
YJS in terms of the percentage of children in the YJS assessed by SLT and the nature of
assessment and intervention work. (RCSLT, SLT, local authority)

Commission the YJS to screen for neurodevelopmental morbidity in the YJS, and
report on profiles of children, and rates of diagnosis and interventions before and after
entry into the YJS (joint commissioning)

Information about NICE CG158 could be included in guidance for safeguarding
adolescents (eg Safeguarding Adolescents in London (SAIL): London Innovation and
Improvement Alliance) and LSCPs.

Broaden alcohol services to beyond those at highest risk and develop a strategy for
prevention as part of preconception work with general practice, midwifery, education
and schools (including children and young people), and substance misuse services
(public health)

YFHSs could provide pathways to respond to CD and associated behaviours when
these come to the attention of police or are linked to risk of school exclusion (local
authority).

(For individual service commissioning, see recommendations below)

5.3.3YIJS

Staff should be trained in screening for CD and coexisting conditions, including
Language difficulties and DL, learning needs, reading difficulties, neurodiversity
including ADHD, and SLCN including DLD, along with a consideration of issues of
trauma and mental health. (RCSLT, YJS, SLT, CAMHS)
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Develop best practice guidelines relating to SLT practice from areas with high uptake
of SLT assessments in YJS, to both increase the percentage of children assessed and
training of other staff. (RCSLT and YJS)

Data collection and analysis by the YJS should include regular local analysis of the
needs of both children in care, and children previously in care, and for trends be
included in local safeguarding children partnership analysis (YJS)

Standard data sets should be established in order to explore the trends in
identification of CD and comorbidities (and including DLD) prior to and after entry into
YJS, and according to prior experience in care, as well as by ethnicity and other
demographics and could be asked to be an option for AssetPlus (YJB, 2014) to capture
this.(YJS)

5.3.4 EDUCATION AND EARLY YEARS

Work with other agencies in developing and maintaining NICE compliant and
evidence-based strategies for prevention of CD and in identification of coexisting
conditions for a child with significant behavioural difficulties in early years settings and
schools.

Ensure that provision for children aged 3-7 and early help provision is compliant with
NICE 2013 Guideline CG158 and is evaluated to understand outcomes in the UK
setting.

Maintain a staff training programme for all practitioners working with children and their
supervising staff, to include recognition of both CD and factors that lead to adverse
child behaviours, including familial and contextual harm, bullying, neurodiversity
(including ASD, ADHD and SLCN including DLD) and conduct disorder as well as
trauma and mental health difficulties, and how to access local management pathways
to prevent further difficulties.

5.3.5 SPEECH AND LANGUAGE THERAPY SERVICES

Develop a best practice model of SLT commissioning and oversight based on national
advice and linked to population deprivation, for adequate SLT provision in the early
years and mainstream schools, and to ensure an equitable offer (SLT commissioners /
RCSLT).

Commission SLT to provide input to 0-4 year-olds in family hubs

Develop a service model that resources SLT assessments for high-risk children,
including those in care, and to train and support staff in recognising and managing
language difficulties. Options should be evaluated such as increased capacity and skill
set of those carrying out looked after child review assessments, or by SLT assessment
at the beginning of a child’s entry into care to identify difficulties and support their
future outcomes (local authority and health).
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SLT commissioning and management oversight needs to be comprehensive for all
schools and include SLT input to programmes to decrease exclusions.
(commissioners of SLT services)

Develop centralised commissioning or centralised oversight of SLT commissioning
relating to early years, school age, and YJS (health and local authority)

Commission SLT to i) train teachers and SENCOs in language disorder recognition; ii)
provide SLT assessments for children in care; iii) deliver full assessment and provide
therapy in the YJS; and iv) train staff in the police and local judiciary. (local authority
and health)

Train multiagency staff, including health, education, police, LA, Judiciary and YJS, in
how to recognise speech and language difficulties at an early stage and to understand
the impact of lack of diagnosis, as well as the benefits of interventions e.g the Box e-
learning programme for professionals in the justice system
(https://www.rcslt.org/learning/the-box-training/).

Clinicians assessing children in care should be trained to carry out speech and
language screening (provider trusts and health commissioning)

Develop best practice guidelines relating to SLT practice from areas with high uptake
of SLT assessments in YJS, to increase the percentage of children assessed. (speech
and language college with YJS)

Develop standards for NHS /YJS commissioning of SLT input to YJS including WTE SLT
/ child in the YJS, the percentage assessed by SLT, and the nature of assessment and
intervention. (Royal college of speech and language therapists, local authority)

5.3.6 COMMUNITY PAEDIATRICS

Commission Community Paediatrics to screen for CD as part of their assessment of
children in their service, and as part of the pathway to address the needs of children
with significant behavioural problems (Health commissioning and health providers).
Paediatric staff to be trained to screen children they asses who have significant
behavioural difficulties for coexisting conditions including SLCN (community
Paediatrics).

Commission Community Paediatrics to carry out evidence-based screening for
speech language and communication needs at initial statutory health assessments for
children in care (local authority and health commissioning and community
paediatrics).

5.3.7 CAMHS

CAMHS should be part of a multiagency strategic pathway covering all areas outlined
in the NICE CG158 guideline that address the needs of children with significant
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disruptive behaviours and/or CD (CAMHS providers and commissioning, CSC, Early
Help)

CAMHS should provide training and advice on assessment of comorbidity and accept
relevant referrals for comprehensive assessment of possible CD in accordance with
NICE CG158 guidance, and as part of a multiagency pathway for psychosocial
management (CAMHS, health and LA commissioning)

Mental health in schools teams and/or other teams of mental health practitioners
could consider an offer for education and other staff that includes training,
identification and signposting to CD pathways for children and their families (CAMHS).
Existing forensic services for children with externalising behaviours should be
evaluated and recommendations made as to best practice and equitable provision.
(CAMHS, CAMHS and SLT commissioning)

There should be a robust follow-up plan for Children ‘lost to follow up’ in the ADHD or
other service in CAMHS and non-attendance monitored and analysed in terms of
inequalities. (CAMHS and CAMHS commissioning)

5.3.8 PUBLIC HEALTH

Work with key stakeholders including boys and girls to develop and evaluate best
practice in including the issue of alcohol impact on the developing brain of a foetus as
part of Relationship, Health and Sex Education or human biology lessons in schools.
(public health with key stakeholders in Education)

Overview any FASD prevention work within health services including by general
practice and midwifery, including against the FASD quality standard, QS204 (NICE,
2022) and implement best practice strategies for advising and supporting parents to
drink less alcohol. (public health with key stakeholders in Midwifery and General
Practice)

47



APPENDICES

e FOl Letters

e Surveys

e Ethics approval

e Participant information letter

See https://www.kcl.ac.uk/ecs/assets/appendices-send-yjs-report.pdf
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